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BRAIN AND BEHAVIOR: SESSION I* 
SYMPOSIUM, 1959 
ARTHUR L, BENTON, Pu.D., Chairmant 
1. NEUROHUMORS, DRUGS, AND BEHAVIOR 


SAMUEL EIDUSON, Px.D. 
Chief, Neurobiochemistry Research, Neuropsychiatric Hospital, Veterans Administration Center, 
Los Angeles; Assistant Clinical Professor of Physiological Chemistry and Psychiatry, 
University of California, Los Angeles 


HE topic of neurohumors, drugs, and behavior is an exciting one for the 
* biochemist these days. Exciting because he can use his tools and con- 
cepts within the service of a new frame of reference—behavior. The brain, 
being an organ like any other in the body, but having its own particular and 
specific biochemical properties, has begun to yield some biochemical secrets 
which promise that in the future biochemistry may contribute its share to an 
understanding of behavior. The evidence accumulating now demonstrates 
that there are a number of substances, metabolites, neurohumors, which 
play an important role in the development, maintenance, and function of the 
brain, As a fundamental postulate we can consider that there can be no func- 
tion of the brain without concomitant reactions of the chemicals and chemi- 
cal systems of which the brain is composed. The interrelationships of fats, 
carbohydrates, proteins, nucleic acids as well as particular ion entities confer 
certain biochemical properties upon the brain even as they do in the liver and 
the lung. If one disturbs these biochemical properties either by direct chemi- 
cal attack or indirectly by action of the physiological or psychological envi- 
ronment, one can expect a change to occur both in the biochemical systems 
and in behavior. It is obvious, for example, that if a drug seriously interferes 
with one or more of these chemicals in the brain, one would expect a more or 
less profound disturbance in the function of the brain—in behavior. It is 
easy ,to jump on the biochemical bandwagon and present conclusions as ac- 
complished fact when indeed they are only speculative. Recent experimenta- 
tion, however, has transformed some speculations into more substantive no- 
tions and I shall try to indicate what is fact and what is enthusiastic fancy. 
The concept of the role of humors in the organism is a very old one, stem- 
ming at least from Greece in the fourth or fifth century B.C. In fact, it was 
once thought that consciousness and even love itself was a secretion of the 
brain. The notion that humors or specific chemicals were responsible for the 
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appear in the April 1960 issue of Tug JOURNAL. 
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transmission of the electrical impulses from one neuron to another, even 
the periphery of the body, was not always accepted. Prior to Otto Loe 
classical experimental demonstration of the concept of neurohumoral tran 
mission, the noted physiologists and pharmacologists of the time spent little 
public effort on the discussion of this concept and the available indirect 
dence for its validity. As Sir Henry Dale (1) put it, “Transmission by chemi: 
cal mediators was like a lady with whom the neurophysiologist was willing to 
live and consort in private, but with whom he was reluctant to be seen i 
public." The term “neurohumoral transmission" came into existence afi 

Loewi's dramatic report (2) in 1921 in which he demonstrated that following 
vagus stimulation of an isolated frog's heart, a compound appeared in ti 
perfusion liquid which, when transmitted to a second heart, producsd am 
effect similar to that of vagus stimulation. This substance was later identified 
as acetylcholine. " 

Since then much evidence has accumulated to lend great credence to the 
chemical transmission theory. The term "neurohumoral transmission" has 
come to mean the chemical mediation of electrical impulses (or transfer of in- 
formation) across the synapse, at such peripheral sites as autonomic gangli 
and neuromuscular junctions of smooth and skeletal muscle. It is clear th 
it takes only a small imaginative leap to jump from the periphery of the bod 
to the central nervous system and therefore to postulate chemical trans 
mission within the CNS. It was to be expected that since substances lik 
acetylcholine, adrenaline and noradrenaline were implicated as transmitt 
substances in the periphery, these same substances would be sought for in th 
CNS. The findings which indicated the presence of these substances in the 
brain, as well as the enzyme systems which bring about their synthesis and 
destruction, added great weight to the concept of chemical transmissio 
across the central nervous system synapses (3-8). I shall discuss this mo 
fully in a moment. 

The psychopharmacological revolution of recent years has focused a 
deal of attention on this problem of neurohumoral transmission. The be 
havioral effects of tranquilizers, hallucinogens, and the so-called psychie 
energizers on both the overt behavior of the total organism and the electro 
physiological substrates of the brain have created a remarkably favorable 
climate for the investigation of this problem of transmission in the brain. Be- 
cause of the apparent similarities of these drugs to the chemical structure 0 
suspected transmitter substances or apparent similarities to their behaviora 
effects, the notion is held that these drugs exhibit their effects by potentiat 
ing, inhibiting, or otherwise interfering with the mechanism of action of 
these possible transmitter substances. A moment's reflection will certain! 
admit of the reasonableness of this hypothesis even though it is as yet uf 
substantiated. Clearly, any substance which interferes with the chemical - 
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which transmits impulses, excitation, inhibition, information, from one neu- 
ron te another, can be expected to have profound effects upon the electrical 
activity of the brain and the resultant behavior of the organism. 

Figure 1 is a simple schematic representation of some of the electrical and 
chemical events which may be occurring during the process of neurohumoral 
transmission. Here we see that when the stimulus impulse reaches the 
"bouton," the "transmitter substance" which has been stored in a bound 
(protected) form in the vesicles is released. The transmitter substance (black 
arrow) then diffuses across the synapse, finally finding refuge in the receptor 
site of the effector cell. This may result in altering the permeability of the cell 
membrane to changes in ionic concentrations inside and outside the cell (we 


Fio. 1, Schematic mechanism of chemical mediation. 


do not know the exact mechanism), which then result in the well-known de- 
» polarization of the cell and its ultimate electrical response. 

Also shown is the transmitter substance entering the active site of the 
catabolic enzyme. This enzyme destroys (hydrolyzes) the substance; other- 
wise it would be ever present and cause continuous discharging of the cell. An 
example of such an enzyme would be acetyl cholinesterase which hydrolyzes 
the possible neurohumoral transmitter acetylcholine. If we represent a drug 
by the white arrow as shown, we can see that apparently it has the proper 
form so that it too, like the transmitter, can occupy the receptor site of the 
effector cell. However, its form is sufficiently different from the transmitter 
substance so that it does not cause a subsequent depolarization and firing of 
the cell. What it effectively does, then, is to prevent the transmitter sub- 
stance from performing its proper function. It is clear, therefore, that a drug 
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which acts in this way would inhibit the mediation of the electrical impulse 
across the synapse. We can also see that a drug may also occupy a site on the 
catabolic enzyme, thus preventing the normal hydrolysis (destruction) of the 
normal transmitter substance. This would mean, therefore, that effectively, 
one would obtain a greater concentration of the transmitter substance at the 
effector cell with the concomitant possibility of continuous firing of the cell. 
A drug such as eserine (physostigmine), which inhibits the enzyme acetyl 
cholinesterase; would be a pertinent example, thus preventing the hydrolysis 
of acetylcholine. 

Also seen in the figure are the large cross-hatched molecules shown in the 
space between the bouton and cell. These may be substances which can also 
interfere with the normal chemical mediation by binding the transmitter 
substance so that it cannot act at its normal site on the cell. Furthefmore, 
these substances may have a distinct electrical charge (as is shown by the 
large +) which may distort the electrical properties of the effector cell mem- 
brane so that the transmitter substance no longer can fit on the receptor site. 

It is possible to enumerate some of the general properties the transmitter 
substance must have. (a) It must be present at the synapse and available for 
mediation. It, therefore, should have observable effects if it is applied to the 
synapse. (b) It must be in a bound (or other inactive) form; otherwise it 
would be destroyed by its catabolic enzyme before it could function properly. 
(c) The enzyme system for the synthesis of the transmitter substance must 
be present at or near the synapse. (d) The enzyme or enzyme system for its 
destruction must be present at the synapse. (e) Drugs which have an effect 
on the systems which synthesize, store, or destroy the transmitter substance 
should have observable electrophysiological and behavioral effects. Also 
chemical substances which may change the milieu of the synapse should have 
observable effects. 

In the past several years, a whole host of compounds have been placed in 
nomination as candidates for neurohumoral transmitters. Besides acetyl- 


choline and adrenaline and noradrenaline, which are elder statesmen of 
proved integrity and activity, compounds like serotonin and gamma amino- A 


butyric acid (GABA) have been proposed as transmitter substances. Like- 
wise, adenosine triphosphate (ATP), other choline esters, Factor I, Sub- 
stance P, histamine, and even potassium itself have been suggested by 4 
number of workers (9). If a vote were taken now encompassing all these 
candidates, I think that acetylcholine, the catecholamines, serotonin, and 
perhaps GABA, would garner the greatest number of votes and the greatest 
interest among the various possibilities. I should like to illustrate briefly 
some examples of the possible interactions of these compounds with certain 
drugs and associated behavior. 

As representatives of the tranquilizers we shall use reserpine and chlorpro- 
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mazine. The hallucinogens will be represented by lysergic acid diethylamide 
(LSD) and mescaline. Iproniazid and JB-516 will serve to illustrate the so- 
called psychic energizers. 

The behavioral effects of reserpine and chlorpromazine have been thor- 
oughly covered in the recent literature. It is known that reserpine produces 
sedation with easy arousal and decreases hyperactivity and agitation as 
does chlorpromazine. Chlorpromazine, some feel, may reduce or abolish 
delusional thinking and hallucinatory activity. The effects of these drugs 
on the behavior of electrophysiological substrates of the brain appear, how- 
ever, to be different. It has been suggested that the behavioral action of 
reserpine is due to its effect upon some of the possible neurohumoral trans- 
mitters. Reserpine has been shown by a number of workers to bring about a 
release of noradrenaline and serotonin from its bound sites in the brain 
(10, 11). Chlorpromazine, however, shows little activity in such a release 
mechanism. However, there is some indirect evidence which indicates that 
chlorpromazine may be a centrally acting adrenergic blocking agent. This 
work, and others which cannot be mentioned for lack of time, suggests, but 
by no means proves, that these compounds possess their behavioral effects 
owing to their effect upon the concentration of these amines in the brain. 

Behaviorally, mescaline and LSD frequently cause perceptual aberra- 
tions, depersonalization, loss of reality contact, increased muscle tension, 
and may evoke anxiety. Lysergic acid diethylamide (LSD), a hallucinogenic 
substance at very low concentrations, has been shown to block the action 
of serotonin on smooth muscle. It has been postulated (12, 13) that LSD 
exerts its psychic effect by interference with serotonin metabolism of the 
brain. However, the reports on action of LSD with regard to serotonin 
metabolism are highly contradictory and do not furnish rigorous evidence 
in support of this postulation. On the other hand mescaline (a hallucinogen 
used at higher concentrations than that for LSD), because of its structural 
similarity to adrenaline, is thought to exercise its effect through interfering 


with the adrenaline metabolism of the brain. Again, this is an attractive no- 


tion which still requires verification. 

Behaviorally, Marsilid and Catron may produce insomnia and at times 
elation. It has been claimed for these drugs that they produce a sense of 
well-being and alertness as well as decreasing physical fatigue. These com- 
pounds are thought by some to exert their effects by inhibiting the oxida- 
tion of a number of biologically active amines (14, 15). Among these are 
the suspected neurohumoral transmitters noradrenaline and serotonin. It 
should be mentioned, however, that there are compounds which are strong 
monoamine oxidase inhibitors but which do not possess psychic effects (16). 

It should be mentioned that isoniazide and other hydrazides have been 
shown to inhibit the production of gamma aminobutyric acid (GABA) in 
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the brain. It has been suggested that GABA may be involved in the func- 
tioning of inhibitory circuits in the brain. In accordance with these notions, 
it has been observed that isoniazide and other like compounds lower seizure 
threshold in animal brains concomitantly with a decrease of GABA in the 
brain. 

The triad contained in the title I have been asked to talk about poses 
three general problems. First, from a biochemical point of view, the question 
of whether chemical transmission is, in fact, the mode of synaptic trans- 
mission in the CNS has not been settled. The available evidence suggests 
that it is and, therefore, sets forth the requirement that the transmitter be 
found, and its quantity and function determined. Acetylcholine comes clos- 
est but there are still many doubts even about this well-known compound. 
Next, before we can speak with authority about any drug we must know its 
mechanism of action. That is to say, its role in the biochemistry and physi- 
ology of the body. Even though compounds like iproniazid and JB-516 are 
known to be effective monoamine oxidase inhibitors in vitro, we do not have 
conclusive evidence that that is, in fact, their activity in the intact organ- 
ism in general and in the brain in particular. Last, and perhaps the most 
serious problem of all, is the attempt to relate the behavior of an organism 
to these transmitters and drugs. This implies to many a causal relation- 
ship—more specifically, that the biochemical and physiological event 
“causes” the behavior. I am afraid that we are some time away from such 
evidence if, indeed, it exists at all. 

Thus we see that the rationale of the mechanism of action of these drugs 
lies in their effects upon substances important to the functioning of the 
brain. Whether in fact this correspondence is more apparent than real 
remains for future research to determine. 

I have spoken about some observed facts and some speculation. Now let 
us turn to some of the enthusiastic fancy I mentioned earlier. 

We all know that when we get angry or fearful or are exposed to great 
stress, there are, concomitant with these psychological states, altered bio- 
chemical and physiological states. We know, for example, that the concen- 
tration of adrenaline in the blood may change; we know that the adrenal, 
in response to pituitary hormone and perhaps hypothalamic stimulation, 
may pour some of the steroid hormones into the blood stream. In short, we 
know that chemical changes take place. The similarities we find here, from 
man to man, are not too surprising in view of the fact that we are all mem- 
bers of the same species of mammal. What is surprising, however, is the dis- 

similarities. Psychological individuality is, of course, well accepted, but 
not so biochemical individuality. If I should ask why two individuals faced 
with the same situation react so differently, you would say, “Oh well, of 
course they have different backgrounds, different early experiences, etc.” 
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This would, of course, be quite obvious to all of you. But now, what of the 
biochemistry? Where does such an explanation leave us biochemists! Per- 
haps we can take a cue from you clinicians, Perhaps we can entertain the 
consequences of a similar answer. Perhaps it is important for us to know, 
for example, when some of these neurohumors we have mentioned begin to 
appear in the brain of an individual and how much. At what time during 
gestation or after birth is any specific aspect of biochemical individuality 
laid down? I should like to suggest a tentative notion with the aid of Fig- 
ure 2, 

In this figure, we see that the upper line is characterized, in an arbitrary 
way, by influences on the life of the organism as related to the chronological 


EMBRYONIC EARLY LIFE CONTINUING 
INFLUENCES INFLUENCES INFLUENCES 
+n anna 
T mm 
BIOCHEMICAL- 
rmi gpusenmy  _ msony 
TIME POTENTIALITY IRREVERSIBL 


Fic. 2. Speculative scheme of biochemistry as related to behavior and time. 


age of the organism. Here we see that factors affecting the behavior of the 
organism may be grouped in a continuous chronological spectrum from 
conception to death. More or less weight is given to each division depend- 

| ing upon the conceptual framework of the observer. For example, from the 
psychodynamic point of view, perhaps greater emphasis may be placed upon 
the area labeled "early life influences." From a sociopsychological frame of 
reference, greater emphasis might be placed on the area labeled “continuing 
influences." However, this way of looking at events which materially affect 
the organism, unfortunately does not tell us anything about the possibility 
of biochemical correlates which are associated with the behavior which is 
affected by these influences. It may be necessary, therefore, to look at this 
life sequence from another frame of reference. 

) It is quite possible to look at this problem from a “‘biochemical-matura- 
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tional time" point of view. This notion assumes biochemical individuality 
for every member of the species based on differences between members, in 
the appearance, rates, and interrelationships of the myriad of chemical sys- 
tems of which the organism is composed. By "constitutional potentiality" 
is meant the existence of the necessary genes (hereditary factors) which lay 
down the limits within which certain chemical systems may function and 
still maintain the life of the organism. This does not mean that this phase 
is rigid and unalterable. On the contrary, we know that normal mutation, 
mutations due to irradiation, or other environmental influences of a non- 
hereditary nature, may cause the distortion of one or more genes with the 
concomitant distortion of one or more biochemical systems. What it does 
mean is that in this period is laid down the potential of the limits of bio- 
chemical variation for each member of the species. The next plase, ToHew- 
ing birth, and categorized as “reversible,” indicates the notion that during 
this period many enzyme systems show a plasticity. That is to say, the 
ratio of one chemical to another, for example, in the blood is not fixed but 
may change drastically because of environmental influences. 

From a behavioral point of view, it is known, I believe, that children in the 
first year or so after birth if deprived of their mother and institutionalized 
show behavior which is quite different from normal. However, if the mother 
returns within a reasonable length of time, the child reverts to its former 
normal behavior. On the other hand, if the mother returns after a specific 
long period of time, the child never returns to its former normal behavior 
and appearance. There are many such examples found in the behavioral 
studies of the mammalian organism. So too, we might consider that the rela- 
tive rates of reactions of certain biochemical systems may indeed be revers- 
ible or changeable during this period. However, once this period is over the 
particular biochemical system as it now exists becomes fixed and is charac- 
terized in the figure by "basically irreversible." By this is meant that the 
general character of a specific reaction—the substrates acted upon, the rate 
of the reaction, and the kind and amount of products formed—is now 
molded, so to speak. From now on, although environmental influences may 
alter the reaction somewhat at any particular instant in time, the "general 
character of the reaction remains the same. 

Considering biochemical correlates in terms of this notion of “biochemical- 
maturational time” may permit us to test experimentally these biochemical 
parameters. For example, it has been suggested that the ratio of noradrenal- 
ine to adrenaline in the blood may be related to the direction of aggression 
(17, 18). It is possible to condition animals during the period of “reversi- 
bility” with regard to aggression and determine the catechol amine ratio. 
Changing the conditioned response during this period should show a cor- 

responding change in the ratio of the amines. However, changing the con- 


ee ne 
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ditioned response during the "irreversible" phase should have little effect 
upon the resting levels of adrenaline and noradrenaline. 

All of this is just speculation, but this does not in the least dim the en- 
thusiasm for the experiments which will at least "correlate" these different 
levels of function and which will permit us to use drugs effectively and with 
good sense. If we are fortunate, we shall be able to contribute to the under- 
standing of the mind and behavior. We live in exciting times—reflected in 
the experiments going on, which will, I hope, permit us to take the imagina- 
tive leaps from neurohumoral transmitters to drugs to behavior. 
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HREE hundred years ago René Descartes, using the knowledge and 

the terminology of his era, placed the seat of the soul in the pineal 
gland. He reasoned that it was a midline, unpaired structure located rather 
high in the brain stem geographically, and uniquely different from any other 
neural structure with which he was familiar. These would certainly be pre- 
requisites for any vessel playing so important a role. 

Three centuries later, we use different terminology and draw on more ex- 
tensive bodies of data. Now we speak of sleep-wakefulness cycles, of con- 
sensually validated experience, and in more inclusive terms, of ego function. 
When we are asked to guess where such functions are centered (if indeed one 
can still think in terms of centers) the best we can do is move the site a few 
millimeters from Descartes’s point—into the brain stem reticular core. And 
we find ourselves appealing once again to a single, unpaired structure, lo- 
cated (in part) near the front end of the brain stem, and uniquely different 
from any other structure which we know. 

The only meaningful difference between today’s reasoning and that of 
three hundred years ago is the presence of a growing mass of experimental 
and clinical information with which we can buttress the hunches of today, 
and build scaffolds for the structures of tomorrow. We can only guess how 
contemporary reasoning will look three centuries hence. 

By the middle of the nineteenth century, the role of the cerebral cortex as 
the seat of all higher psychic functions seemed assured, thanks to the phren- 
ological misconceptions of Franz Joseph Gall, and the sturdier neuro- 
logical dicta of the English neurologist, Hughlings Jackson. To the latter we 
owe the idea of a nervous system arranged as to levels of complexity, the 
highest level being cortical. Here occurred the highest order of intellectual 
reason. Here was the seat of choice, free will, and the endless other attri- 
butes which seemed to make man a qualitatively different creature in the 
animal world. And here, too, lurked the universally experienced, yet unde- 
finable chimera—consciousness—which graced and made possible all the 
others. This conception was not seriously shaken by the extensive cortical 
stimulation studies at the turn of the century nor later, when it was invari- 
ably demonstrated that motor, sensory, and autonomic effects could easily 
be demonstrated; but seldom if ever, changes in the apparent conscious 
state of the preparation. 
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Isolated investigators such as the Germans, Kohnstamm and Quensel, 
pointed toward the core of the brain stem as a possible “sensorium com- 
mune” because of the unique wiring patterns of the area, but these sugges- 
tions were forgotten. During the twenties and thirties, Papez and his stu- 
dents, and W. F. Allen seriously considered the core of the brain stem and 
suggested that downward coursing fiber bundles might carry crucial mod- 
ulatory forces to spinal effector centers. 

Failure of contemporary conceptions of cortex as repositor of highest 
level functions was sharply underlined by experimental work of Wilder 
Penfield during neurosurgical procedures on human subjects. Penfield 
showed that although he could get classical peripheral motor effects in his 
locally anesthetized patients by stimulating appropriate parts of the cortex, 
the subjects were always aware of (and surprised by) the artifactual nature 
of the movement. They never felt that they had “willed” the act, and could 
always differentiate between activity of their own volition, and that of ex- 
ternal agencies—in this case the stimulating electrode. 

Reasoning from data such as these, Penfield was led to the conclusion 
that hierarchically higher levels than the cortical must exist. Since such 
levels would act at ultimate degrees of integration unbothered by laterality, 
they would probably be unpaired, and since their interaction must be in 
large part with the cerebral cortex, they must lie close thereto. The concept 
of the “centrencephalon” was thereby produced, attributing to certain, as 
yet undelimited portions of the upper brain stem, highest order discrimina- 
tive and decision-wielding functions. Penfield’s associate, Jasper, was able to 
show in the late forties that stimulation of the intralaminar cell masses of 
the diencephalon produced not only diffuse cortical wave phenomena, but 
that under certain conditions of slow stimulation, petit mal-like spike and 
dome wave complexes might be produced cortically. And in the awake, mo- 
bile, chronically implanted animal such EEG phenomena were frequently 
associated with transient changes in the conscious state, as they are in 
human subjects. 

Several other avenues of data were pointing in similar directions. Almost 
ten years earlier, Jasper and Rhineberger had shown that Berger’s electro- 
encephalograph was capable of differentiating the sleeping from the waking 
state—the former being characterized by a predominantly slow frequency, 
high amplitude record indicating a high degree of synchrony of neural com- 
ponents; the latter, by low voltage fast activity with or without the basic 
9-11/second alpha rhythm depending on the degree of "activation" of the 
wakeful record. Using these data as baseline, Frederic Bremer of Belgium 
discovered that when the cerebral hemispheres were surgically separated 
from the brain stem and spinal cord, a state of perpetual electroencephalo- 
graphic sleep ensued in the cortex. Bremer concluded that the cortex de- 
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pended upon a constant inflow of sensory information over the classic 
ascending sensory tracts to maintain the wakeful state. 

At about the same time, however, shreds of evidence—both anatomical 
and physiological—began to appear, suggesting that at the level of the di- 
encephalon at least, there might exist a diffuse system arranged in parallel 
with, and partaking of the same informational content as, the classic sen- 
sory paths, which might project to cortex by different routes, and produce 
differing patterns of activity. The actual physical nature of this diffuse 
system became a highly debatable point; and to some extent, the problem 
still exists today, although the physiological evidence for its existence now 
seems overwhelming. 

The now-classic work of Moruzzi and Magoun in 1949 clearly showed 
that stimulation in any part of the brain stem reticular core would léad, 
under proper conditions, to electroencephalographic arousal and to behav- 
ioral wakefulness. Such activation occurred even after interruption of the 
classic sensory tracts. Since then, the presence of an ascending and descend- 
ing brain stem core system projecting widely upon cortical and spinal centers 
has become delineated with increasing clarity. The resulting interpretations 
have proven extremely fruitful to psychiatry and experimental neurology. 

In the last decade the concept of the reticular core has been enriched and 
notions of its functional attributes have become more varied. For one thing, 
it would appear that the focusing of attention is mediated by reticular 
activity. Thus, the relaxed and appropriately implanted experimental sub- 
ject will show electrographic and behavioral signs of response to a buzzer 
presented unexpectedly. However, if the subject is now attracted by a visual 
cue so that reticular and cortical leads show appropriate evidence of in- 
creased alertness and interest, another presentation of the buzzer will pro- 
duce little or no signs of recognition—electrographic or behavioral. 

Similarly, in the trained implanted monkey, it has been found that in 
problems involving difficult discriminations, or choices that must be made 
on the basis of fleeting presentations of the problem, coincident low voltage 
stimulation of the reticular core allows the animal to produce better re- 
sponse scores. 1 
, Another aspect of this problem appears to be that of sensory deprivation— 
in a sense, the obverse of the above conditions. Marked reduction of sensory 
influx in the awake subject, if continued over an appreciable period of time, 
appears to lower the general level of organization of the ego. Apparently 
even primitive differentiations between real and nonreal phenomena become 
increasingly difficult as the level of reticular-maintained cortical tonus de- 
creases. In some cases, deterioration of ego structure continues to the point 
of overt psychosis. 


One final functional area worthy of note is the apparent presence in the 
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medial portion of the rostral reticular core and its dependencies of areas that 
appear to have positively and negatively rewarding value to the organism. 
Dangers of overinterpretation of such data suggest the advisability of wait- 
ing for further evidence. However, clinical observations of Nielson on new- 
born anencephali¢ children suggest that primitive pain and pleasure re- 
sponses may be mediated at levels no higher than the reticular formation of 
the midbrain. 

Faced with so rich a combination of functional attributes related to 
consciousness, it would seem indicated to examine briefly the structural 
organization of this system. It would be strange if the underlying circuit 
systems did not provide a substrate adequate to the physiology. 

The brain stem reticular core occupies a central position in the neuraxis, 
extending from the most caudal part of the medulla to the rostral end of the 
stem. It is thereby situated to interact at every level of organization in the 
central nervous system, and to receive data from every system. The core it- 
self consists of large numbers of nerve cells cradled in a three-dimensional 
matrix of fibers—some terminating, and some projecting through to other 
levels. Interaction between all components must be active and continuous. 
This represents the most primitive pattern of organization of brain, and in- 
deed, the reticular core is the oldest system, phyletically, in the neuraxis. 

All fiber systems traversing the stem, both sensory and motor, continu- 
ously send samples of the information they are carrying into the substance 
of the core through collateral and terminal fibers. The reticular formation is 
thereby continuously informed of the nature of the environment, the neural 
transactions going on throughout the brain, and the type of activity planned 
and executed to cope with the shifting environment. Because these hetero- 
genous afferents converge overlappingly on the core, it follows that the 
individual reticular neurons receive highly varied representations upon their 
bodies and dendrites. For this reason, the output of these cells, when output 
is possible, must represent an integrate or vector of the varied inputs. Such 
an output would probably be of general, rather than specific nature. 

A very large proportion of these reticular neurons project their axons 
rostrally, caudally, or both, often through the entire length of the stem and 
into the spinal cord or subcortical structures. Along the way, each fiber 
disperses its information widely into other cell systems and other portions of 
the reticular core. Thus chains and loops of tremendous complexity are 
elaborated, offering the raw material for endless variations of a functional 
theme. Not only does the core exert important modulating effects on cere- 
bral cortices and on intermediate and spinal effector levels, but also upon 
many receptor organs themselves, such as the retina, the cochlea of the ear, 
and muscle and tension proprioceptor organs. Thus, our windows on the ex- 
ternal (and internal) milieu are also under reticular control. We are not at 


14 SYMPOSIUM: BRAIN AND BEHAVIOR 


the mercy of our environment, but can control—to some extent at least—thi 
degree of our interaction with the world. We know that such processes are i 
fact always under way, in the selective attention (and inattention) of th 
therapist, the concentration of the student, or the sensitivity of the sleepin 
mother to her infant’s cry. Here too may lie the substrate mechanisms which 
put beauty in the eye of the beholder, and the rose-colored glass between u 
and the world. 

If the reticular formation is performing as a subtle manipulator of our per- 
ceived world, filtering and censoring our incoming data to suit our consciou 
and unconscious ends, there is evidence that it is similarly active at subcor- 
tical and cortical levels. All information from the outside world ascendin 
in the classical sensory tracts to the thalamus, must run a final gauntlet, 
piercing the colander-like plates of the thalamic reticular cap (N. reticulari 
thalami and ventral anterior nuclei) before reaching cerebral cortex. Her 
again, it is presumed that the reticular core has the opportunity to further 
modify the sensory data; and once arrived at the level of the cortical cell, it 
too is found to be under the modulatory control of terminal reticular axons 
applied along the dendrites of the cortical pyramids. In the face of so power- 
ful a reticular cartel, it is clear that we are overly sanguine when we claim to 
view the world with complete objectivity. And when such a system sickens, 
whatever the cause may be, it is not difficult to imagine why gross distortions 
in the sensory spheres become prominent components in the individual’s 
consciousness. 

It is quite clear that the gaps in our understanding are still far more im- 
posing than the understanding itself. If we have the temerity to talk about 
the "physiology of consciousness" we must also have the courage to be 
wrong. But this has always been true of man's quests—in any field—and 
whatever the result, in the quest itself, there may have been something good. 
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3. SOME ASPECTS OF THE BIOCHEMISTRY AND PHYSIOLOGY OF 
GAMMA AMINOBUTYRIC ACID IN THE CENTRAL 
NERVOUS SYSTEM 
EUGENE ROBERTS, Pu.D. 
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NUMBER of comprehensive papers on the biochemistry and physi- 

ology of gamma aminobutyric acid (GABA) have appeared recent- 
ly (1-8). However, in view of the rapid developments occurring in this field 
it is desirable to summarize some aspects of the current status. 


Some BIOCHEMICAL CONSIDERATIONS 


GABA first became of interest in physiology because it was found in an 
easily extractable form in large amounts in the tissue of the central nervous 
system (CNS). In an extensive survey of vertebrate tissues and body fluids 
GABA was detected unequivocally only in brain and spinal cord. It has 
been found in relatively high concentrations in extracts of brains of mem- 
bers of fish, amphibian, reptilian, avian, marsupial, and mammalian species. 
All ninhydrin-reactive constituents other than GABA which were found on 
two-dimensional chromatograms of alcoholic extracts of brain and spinal 
cord also occurred in varying concentrations in the other tissues. GABA 
was found to be present in large amounts in the cerebral cortex of the dog 
but was not detectable in extracts of brachial plexus or optic nerve. Simi- 
larly, it was detected in the brain and spinal cord but not in the sciatic nerve 
of the rabbit. The results of a number of other studies also have emphasized 
the uniqueness of the occurrence of GABA in the tissue of the CNS. Reports 
of the presence of small amounts of GABA in tissues other than those of 
the CNS based solely on conventional paper chromatographic procedures 
must be viewed with caution. A newly devised specific spectrophotometric 
method for the microdetermination of GABA employing a bacterial enzyme 
preparation should prove to be of great value. Employing this method we 
have failed to detect GABA in the spinal fluid of normal human subjects or 
in individuals with a variety of pathological states affecting the CNS. 

The GABA levels of whole brains of mice remained constant under physi- 
ological stresses produced by injection of effective doses of a large variety 
of known drugs, inanition, dehydration, hypophysectomy, adrenalectomy, 
thyroidectomy, and tumor growth. Intravenous injection of as much as 
3 gm. of GABA per kilo into 24-month-old mice produced no alteration in 
the GABA level in whole brain. Results from other laboratories also sug- 
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gest that GABA does not pass the blood-brain barrier readily in normal 
animals, although experimentally produced local breakdown of the barrier 
appears to allow penetration of intravenously injected GABA. Of the free 
amino acids detected on chromatograms of extracts of the brains of adult 
animals of various species, GABA showed the greatest differences in concen- 
tration from one area to another, and also was the only constituent in which 
there were progressive increases in concentration in the brain at successive 
developmental stages in the mouse, the chick embryo, and the bullfrog tad- 
pole. 

GABA is formed in brain from L-glutamic acid by the action of L-glutamic 
acid decarboxylase (GAD), an enzyme found to date in mammalian organ- 
isms only in the CNS, chiefly in the gray matter (reaction 1). 


Glutamic 
Decarboxyl 
(1) HOOCCH,CH,CH(NH;)COOH — — 2 $ HOOCCH,CH,CH;NH, + COs 
MM S Be Coenzyme 
L-Glutamic Acid GABA 


This is an essentially irreversible reaction, no fixation of radioactive carbon 
from CO; into glutamic acid being noted under the anaerobic conditions 
employed for attainment of the maximal rate of the decarboxylation. The 
enzyme is unevenly distributed in various cerebral areas. As in the case of 
GABA levels, GAD activity has been found to increase progressively with 
age in the whole brain of mice and in different areas of the brain of the 
developing chick embryo. 

GABA-o-ketoglutarate transaminase (GABA-T), an enzyme found in 
brain as well as in other tissues and in microorganisms, catalyzes the re- 
versible transamination of GABA with o-ketoglutarate (reaction 2). 


GABA-o-Ketoglutarate 
(2) HOOCCH,CH,CH,NH, + HOOCCH,CH,CCOOH ——L*nseminase —, 
Ü 
GABA a-Ketoglutaric Acid 7 
B; Coenzyme 
HOOCCH;CH;CHO 4- HOOCCH;CH;CH(NH;)COOH 
Succinic Semialdehyde L-Glutamic Acid 


If a continuous metabolic source of succinic semialdehyde were available, 
GABA could be formed by the reversal of reaction 2. However, to date no 
evidence has been adduced for the formation of significant amounts of 
GABA by reactions other than the decarboxylation of L-glutamic acid. The 
distribution in brain of GABA-T activity is different from that of GAD. 
Brain also contains a dehydrogenase which catalyzes the rapid irreversible 
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oxidation of succinic semialdehyde to succinic acid (reaction 3), which in 
turn can be oxidized via the reactions of the tricarboxylic acid cycle. 

(3 HOOCCH,CH,CHO + DPN+ + H,O 
Succinic Semialdehyde 
Dehydrogenase 


HOOCCH;CH;COOH + DPNH + H+ 
Succinic Acid 
As would be expected from the above relationships, glutamic acid, GABA, 


and succinic semialdehyde can be oxidized by various brain preparations 
and support oxidative phosphorylation. The possible connections existing 
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Fie. 1. Outline of metabolic relationships of decarboxylase and GABA-a-ketoglutarate transamin- 
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between the enzymes involved in the metabolism of GABA and those of the 
tricarboxylic acid cycle are shown in Figure 1. The present data suggest that 
the relative rates of decarboxylation and transamination reactions in a par- 
ticular cerebral area might determine the GABA levels. In this connection 
it is of interest that GAD possesses maximal activity at pH 6.5, GABA-T 
at 8.2. It is evident from Figure 2 that small changes in intracellular pH in 
the physiological range could result in large changes in relative activity of 
these enzymes and so might alter the content of GABA at the loci where its 
physiological effects are exerted. Experiments with GABA-1-CM in intact 
animals and with various brain preparations gave results consistent with 
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the actual operation of these reactions in accordance with this formulation. 
Thus, in nervous tissue there is the possibility of a shunt around the class- 
ical a-ketoglutarate oxidase system by which a-ketoglutarate could be 
withdrawn from the cycle as glutamic acid by the donation of the amino 
group of GABA, and the carbon chain of GABA could enter the tricarboxylic 
acid cycle at the succinate level. This shunt pathway appears to exist in 
mammals only in the CNS because of the unique occurrence of GAD and 
GABA in this tissue. It is tempting to seek a link between this alternate oxi- 
dative pathway in the CNS and some aspect of neuronal function. Extensive 
experiments are now in progress in our own and other laboratories in which 
attempts are being made to correlate GABA levels, enzyme activities re- 
lated to metabolism of GABA, and cytoarchitectural and electrophysio- 
logical features in different cerebral regions in various species at progressive 
developmental stages in an effort to define more closely the function of this 
metabolic system. 

Figure 3 shows the possible relationship of GABA to other substances. 
Of these only gamma guanidinobutyric acid has been shown to be present in 
brain with certainty. The literature pertinent to these relations has been 
reviewed (1). 
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Fic. 3. Possible metabolic reactions of GABA. Pathways indicated by solid lines with products in 


shaded areas have been proven; those shown by dotted lines have been postulated but have not been 
demonstrated conclusively. 
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It is of particular physiological interest that GAD and GABA-T require 
pyridoxal phosphate, a form of vitamin Be, as a coenzyme. The activity of 
both of these enzymes depends on the binding of the coenzyme to the en- 
zyme protein (apoenzyme) (see Snell [9] for discussion of nature of binding) 
and the presence of a free aldehyde group on the coenzyme (see Fig. 4). 
Results from in vitro experiments to date suggest that the apoenzyme of 
GABA-T has a greater affinity for the coenzyme than does that of GAD. The 
aldehyde group of pyridoxal phosphate may react with a wide variety of 


Fic. 4. Possible relations of coenzyme 
to apoenzyme in vitamin B, enzymes; ef- 
fects of inhibitors. 
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chemical agents, X, making this group unavailable for the attachment of 
substrate to the enzyme. The inactivation of the aldehyde group may occur 
upon reaction with the commonly employed carbonyl-trapping agents such 
as hydroxylamine, semicarbazide, and hydrazine as well as with isonicotinic 
hydrazide, penicillamine, histamine, and various phenethylamine deriva- 
tives containing a metahydroxy group such as noradrenalin, 3,4-dehydroxy- 
phenylalanine, m-tyrosine, m-tyramine, 3-hydroxyphenylserine, and 3,4- 
dehydroxyphenylserine. 

Unquestionably, many other naturally occurring and synthetic substances 
will be found to react with the aldehyde group of free or protein-bound 
pyridoxal phosphate. If the attachment of the apoenzyme to coenzyme is 
strong and the product formed with X (any one of the above substances) 
is only slightly dissociated, reaction 1 would proceed in the forward direc- 
tion and would give mostly inactive enzyme. Free inactive derivatives of 
the coenzyme could be formed with pyridoxal phosphate by reaction with 
the bound coenzyme and subsequent dissociation from the apoenzyme 
(reaction 1 followed by 2 on Fig. 4) or by combination of X with the free 
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coenzyme (reaction 3 on Fig. 4). The inactive derivative could compete 
with pyridoxal phosphate for attachment to the apoenzyme, be converted 
back to pyridoxal phosphate, or be excreted in the urine. Derivatives formed 
with pyridoxal phosphate by semicarbazide, isonicotinic hydrazide, and 
penicillamine have been isolated from the urine after administration of these 
substances. 

The vitamin B, content of natural materials consists chiefly of pyridoxal, 
pyridoxamine, and pyridoxine. Tissue and blood levels of vitamin B, are 
directly correlated with dietary intake. The various forms of dietary vita- 
min Bs can be converted rapidly to pyridoxal phosphate in tissues. In the 
case of some enzymes with a relatively low affinity for pyridoxal phosphate, 
such as brain GAD, the equilibrium shown in reaction 4 may exist. Such 
enzymes would be expected to be particularly sensitive to a lack of avail- 
ability of an adequate circulating supply of vitamin Bs, showing rapidly re- 
versible decreases in activity during dietary deficiency of the vitamin. Ex- 
periments with rats showed that in pyridoxine deficiency there is a decrease ` 
in the degree of saturation of the apoenzyme of cerebral GAD with the 
coenzyme, but no decrease in the content of the enzyme protein in the de- 
ficient animals. The normal degree of activity of the enzyme was restored 
quickly by the feeding of pyridoxine. 

It might be reasoned that there might be some advantage in having a key 
enzyme such as GAD with a low affinity for the coenzyme. If the coenzyme 
were bound to the apoenzyme in a very firm manner, the entire enzyme 
might be permanently inactivated by a chance encounter with a naturally 
occurring internally produced or ingested carbonyl-trapping agent. Not 
only would the organism then be faced with the problem of rapidly synthe- 
sizing new cerebral enzyme protein, but if the enzyme molecule should oc- 
cupy a key site on neuronal surfaces or interfaces, the possibility would 
exist of the permanent inactivation of important physiologically functional 
sites. On the other hand, the loose binding of the coenzyme would ensure 
the integrity of the entire system, permitting ready dissociation of inactive 
coenzyme and reassociation with the active form. 

Experiments i in many laboratories have established a lgdonship of 
convulsive seizures to pyridoxine deficiency in experimental animals and in 
human beings (see Tower [10] for review). In a particularly dramatic in- 
stance a seizure in a pyridoxine-deficient infant was abolished completely 
within minutes after the intramuscular injection of pyridoxine, indicating 
an extremely rapid conversion of this form of vitamin B, to pyridoxal phos- 
phate and association of the coenzyme with the apoenzyme of some critical 
cerebral enzyme. The experimental evidence at hand would suggest that 
the enzyme is GAD and that the rate-limiting reaction is the formation of 
GABA, a reduction of which in some cerebral areas results in failure to regu- 
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late or modify excitatory processes, allowing indiscriminate spread of elec- 
trical impulses with resultant seizures. 

Direct support for such a hypothesis is difficult to obtain i vivo because 
GABA does not enter the brain readily from the circulation. The most con- 
vincing evidence at present is based on findings with convulsant hydrazides 
which, concomitantly with electrically detected seizure activity, have been 
shown to decrease cerebral GABA levels and GAD activity (but not that of 
two other B, enzymes, glutamic-aspartic transaminase and 1-cysteine 
desulfhydrase) in the brains of rats (4) and also to decrease the rate of for- 
mation of GABA from intracerebrally administered C-labeled L-glutamic 
acid in mice (8). Electrically induced seizures in the hippocampus and neo- 
cortex have been depressed or prevented by the topical application of 
GABA. Intraventricular injection of GABA prevented the seizures in cats 
induced by parenteral administration of hydrazide. The above hypothesis 
is only a tentative one, however, since pyridoxal phosphate is a coenzyme 
for many enzymatic reactions, some of which are involved in the biosynthe- 
sis of physiologically active substances such as serotonin and epinephrine. 
Therefore, a deficiency of vitamin Bs, whether induced by dietary or chem- 
ical means, might produce a rather complicated imbalance in the cerebral 
drug store. 


Puysiotocicat Rote or GABA 


Many studies have appeared recently dealing with the mechanism of 
action of GABA in vertebrate and invertebrate test systems (2-5). GABA 
was found to be a constituent of Florey’s factor I, an extract from mam- 
malian brain which blocks the sensory discharge of the crayfish stretch re- 
ceptor. A recently published analysis of the mechanism of this inhibitory 
action of GABA (4) showed that application of very small concentrations 
of GABA imitated closely the action of stimulation of the inhibitory fiber. 
The following general mechanism of action has been proposed (4): 

When the dendrites and cell body are depolarized by stretch, an impulse is set up 
in the axon near the cell body. GABA and the neural transmitter increase the con- 
ductance within the cell, thereby reducing the stretch depolarization reaching the site of 
impulse origin. Thus, the excitatory “drive” (or “generator potential”) which leads to 
the setting up of conducted impulses is effectively reduced or removed, although the 
excitatory stimulus persists . . . . It is suggested that part at least of the GABA action 
takes place in the large portion of dendrites and in the cell body . .. . Although GABA 


is found in the nervous system, the role of an inhibitory transmitter cannot be assigned 
to it on the basis of available evidence. 


The results obtained in the mammalian experiments have proven to be 
more difficult to evaluate (3, 4). Since GABA has at most only very limited 
ability to pass the blood-brain barrier, numerous studies have been made 
of the effects of surface applicati ‘ABA on various manifestations of 
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effects of stimulation upon growth and maintenance of nerve cells. Trans- 
neuronal atrophy was demonstrated beyond doubt (5). Quantitative changes 
in various regions of the central nervous system as shown by alterations in 
ribose nucleoprotein turnover in the cytoplasm and nucleus of neurons 
were definitely related to rate of stimulation (11, 13). Then followed sev- 
eral experiments which showed that exclusion of visual stimulation during 
the immediate postnatal period could result in varying degrees of arrested 
development and even atrophy of the ganglion cells and optic nerve fibers 
(1, 4, 17). A most dramatic study for the rapidity and degree of develop- 
mental arrest and retrogression produced is that of Hess (12), who enucle- 
ated fetal guinea pigs monocularly and contrasted the histologic conditions 
of the visual centers from the two halves of the brain as determined 4 to 6 
days after removal of the eye. Cell densities and thickness of fiber layers 
were markedly reduced in the centers and tracts normally receiving affer- 
ent impulses from the side of the enucleated eye. This transneuronal atrophy 
was the most rapid and most extensive of any yet reported in the literature. 
It is clearly a reflection of the high rate of metabolism and protein turnover 
in these nerve cells during growth. Removal of one eye in adult rabbits is 
also reported to result in contralateral transneuronal degeneration at the 
cortex which reaches a maximum in 6 to 60 days (15). 

As we shall see below, the nerve cell does not lose the capacity and need 
for rapid protein synthesis during the postnatal development of the nervous 
system, nor even in adulthood when stimulated (11, 13, 14). Function has 
an important role at all ages. To what extent the normal structures which 
supply stimulation are also necessary to optimum growth and maintenance 


of neurons of the central nervous system are questions needing further ex- 
ploration. 


Tur EXPERIMENTAL PROBLEM 


The visual modality is unique in the degree to which afferent processes 
may be controlled experimentally. Complete exclusion of stimulation is 
perhaps impossible for any of the senses without actual destruction of the 
sense organ, since mechanical, thermal, or electrical disturbances may initi- 
ate impulses in receptors that are specialized in their sensitivity to other 
forms of energy. Previous studies of the effects of sensory deprivation have 
concentrated on the exclusion of light from the eye because it is more fea- 
sible to approach the desired control in this receptor (cf. 1). The experimen- 
tal problem of the present study was to determine the effects of the exclusion 
of light from the eye during early postnatal development in representative 
mammals. Anatomical studies of the receptor, cytochemical studies of the 
neural cells, and evaluation of the visual capacities of the individual ani- 
mals were made. 
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The data have been gathered over more than a decade and represent the 
joint efforts of several investigators: K. L. Chow, W. J. Knauer, F. W. 
Newell, H. W. Nissen, E. Rasch, J. Semmes, H. H. Swift, and the writer. 

Subjects. Eleven chimpanzees were given varying kinds and durations of 
light deprivation, and ten control animals served for the establishment of 
normal baselines. These animals were born and reared at the Yerkes Labo- 
ratories of Primate Biology, Orange Park, Florida. Most observations were 
completed during the first year of life, but some animals have been under ob- 
servation to adult years. Diets of these animals were standardized and in- 
cluded the vitamin and mineral supplements currently regarded as essential 
in pediatric practice. Drisdoll or Oleum Percomorphum was used daily to 
provide vitamin D supplementation. 

Matched pairs of kittens were reared in the laboratory, nursed exclusively 
by their mothers to between 8 and 12 weeks of age, and then fed milk, raw 
horsemeat and raw liver. 

Procedures. Three conditions of rearing were imposed. Experimental ani- 
mals were kept in total darkness for stated periods of time, beginning for 
most animals at birth, and varying somewhat in our efforts to explore the 
question of possible critical periods. Some chimpanzee subjects received 5 
to 15 minutes of light daily. Another group of experimental animals was 
given one to two hours of light daily. In connection with the tabulation of 
results it is stated how much light was given and whether this was normally 
free and patterned light or whether it was given through diffusing surfaces 
to prevent patterned vision. Control animals lived through the normal vari- 
ations of diurnal light and darkness of indoor animal nursery environments. 
During the first year of life the 21 chimpanzees lived in cribs, were bottle 
fed, and were cared for as equally as possible (19, chap. 4). They were then 
moved to large enclosed play pens and lived in pairs during an hour or more 
each day. 

: During early postnatal growth the eyes of our animals were examined at 
intervals ophthalmoscopically, and with the chimpanzees, retinoscopy was 
done when opportunity and the cooperation of the animal made this possible. 
The ages at which these observations were made varied, and the data can 
only be regarded as preliminary to the other measurements, and prelimi- 
nary to more intensive future investigation of some of the intermediate de- 
grees of change recorded. Examinations were made by the ophthalmologist 
without his knowledge of the conditions of experimental rearing.! Histologic 
study of the retinae of three chimpanzees and eight cats was made with 
standard stains (hematoxylin and eosin, toluidine blue, or Bodian's pro- 
1 All data from the ophthalmoscopic examinations and retinoscopy of the chimpanzees as reported 


in Tables 1 and 2 are based on transcriptions of notes dictated at the time of observation by W. J. Knauer, 
M.D., Jacksonville, Florida. 
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targol silver stain). Further details of fixation methods used, stains applied, 
and a description of the results on three of the chimpanzees with photographs 
of representative sections are given in a previous publication (4). 

Histochemical study of the retinae of ten cats, six rats, and two chim- 
panzees was made to determine ribonucleic acid (RNA) concentrations in 
individual ganglion cells. The RNA content was estimated by two-wave- 
length microphotometry of sections treated with deoxyribonuclease and 
stained with azure B at pH 4. The data are expressed as extinction, or opti- 
cal density, per micron section thickness (OD/y). Other sections were 
stained with Feulgen and fast green. Cystoplasmic RNA concentrations 
were estimated in receptor, bipolar, and ganglion cells and the mean nucleo- 
lar volumes and cytoplasmic areas were measured. The execution of these 
specialized cytochemical procedures was in the hands of Dr. Ellen Rasch; 
they are more fully described in other publications (Rasch, Riesen, and 
Chow, 16; Rasch, Swift, Chow, and Riesen, in preparation). 

Thicknesses of the various nerve fiber and nuclear layers were syste- 
matically measured in the retinae of each of the ten cats. 


RESULTS 


Ophthalmoscopic findings. Clearly discernible differences between the 
ophthalmoscopic appearances of the eyes of the various groups of animals 
as related to degree and duration of light deprivation were seen in the chim- 
panzees. In the primate eyes the discs or “nerve heads” were the first to 
show changes that could be detected in the living organism. When these 
occurred they resembled the pallor of beginning nerve atrophy, and with 
advancing stages of pallor an associated loss of sheen over the entire retina 
could be ascertained. Control animals reared under identical schedules 
except for the amount of light received did not develop these changes in the 
appearance of the fundus. 

In Table 1 is the list of chimpanzees examined before or after some period 
of light deprivation. They are ordered in an approximation to their decreas- 
ing extent of apparent optic nerve degeneration, if any was indicated. 
Whereas the first four animals of Table 1, which received the longest or 
most continuous periods of light deprivation, give a definite picture of neu- 
ral abnormality, the remaining seven have occasional suggestions of a dis- 
turbance in the health of the retina. Similar suggestions in several additional 
animals were seen and reported by Chow and Nissen (3). 

Concurrent examinations were made on nondeprived infants to facilitate 
interpretation of our protocols. In Table 2 these are presented. Comparison 
of Tables 1 and 2 reveals differences in brilliance of fundi and discs, a dif- 
ference in frequency of reference to small or shrunken blood vessels, and à 
suggestion that the light-deprived animals may show a tendency toward 
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TABLE 1. LIGHT-DEPRIVED CHIMPANZEES 


Date of 
Birth 


Dates and Conditions 
of Light Deprivation 


Dates and Results of 
Ophthalmoscopie Examinations 


Faik 


Alfalfa 


Debi 


Kandy 


Chow 


101 


120 


136 


140 


125 


2/17/45 


10/27/46 


3/29/45 


11/12/47 


9/18/48 


2/5/50 


Blindfold worn 2/17/45 to 
4/9/45. In darkroom 4/9/45 
to 11/24/47, with brief ex- 
posures to light totaling 5 to 
15 minutes per day. 


In total darkness from 7/4 
/41 to 11/4/48. 


In darkroom 3/29/45 to 12 
/16/46, with brief exposures 
to light totaling 5 to 10 min- 
utes per day. 


In total darkness 4 hours 
after birth to age 7 months 
(6/14/48). 


In total darkness from 9/20 
/48 to 12/13/48. 


Into darkroom on 2/10/50, 
Received diffused light 
through translucent Plexi- 
glass dome 90 minutes daily 
from 2/21/50 to 9/26/50. 
General illumination in- 
creased to normal very grad- 
ually to 10/5/50. 


10/23/47: Pallor of nerve head and dull- 
ness of foveal reflection are clear signs of 
abnormality. Full details of subsequent 
examinations and retinoscopic results are 
given in Chow, Riesen, and Newell (4). 


11/22/48: Nerve heads are atrophic— 
"white as white can be." Remainder of 
fundi look normal. (See also 4, p. 36.) 


12/11/47: Left eye has apparently nor- 
mal nerve head. Retinoscopy gives plus 
1.75 at 1 meter. (Results obtained only 
with some difficulty.) 

3/29/48: Both nerve heads somewhat 
pale. The maculae appear normal, Reti- 
noscopy done under light anesthesia: 
left, plus 3.00; right, plus 3.25. 
3/31/50: Nerve heads pale, the retinae 
in general are pale. There must be some 
degree of nerve atrophy. Some blood 
vessels near the nerve head look small. 


7/6/48: Foveal reflex (light reflectance) 
not as bright as in normals, but definitely 
brighter than in Snark. Nerve head 
shows a pallor. Blood vessels normal, 
Retinoscopy unsuccessful. 

9/21, 11/22, and 12/10/48: Some re- 
covery of brightness of the nerve head is 
suggested. No success in retinoscopy. 
12/19/49: Fundus and disc of each eye 
essentially normal in appearance. 


9/21/48: Fundi and nerve heads are 
bright, blood vessels clear. 

12/5/49: (Under Nembutal sedation.) 
Retinae and nerve heads normal, 


10/4/50: Nerve head appears somewhat 
flattened. Fundus may be slightly pale, 
"does not have the dull white appear- 
ance of nerve atrophy,” 

11/13/50: A virtually normal appear- 
ance. Perhaps some suggestion of less 
fullness of the blood vessels. No flatness 
of nerve head, Retinoscopy: plus 2.50 in 
each eye, 


entirely removed on 7/28/42, 


28 SYMPOSIUM: BRAIN AND BEHAVIOR 
TABLE 1—Continued 

" Iden. — Date of Dates and Condition: Dates and Results of 

me — Ne — Binh of Light Deprication Ophthalmoscopit Examinations 

Mita 148 5/8/50 Into darkroom on 5/13/50, 12/11/50: Nerve heads definitely palet 
Received patterned light 90 than normal, “but do not have the pallor 
minutes daily while supine in of optic nerve atrophy." Blood vessels 
body holder, Permanently re- — normal, 
moved from darkroom 12/19 1/12/51: Observations of 12/11/50 fully 
/50. confirmed. (Under moderate Nembutal 

sedation.) 

2/29/51: Nerve heads a little pale, blood 
vessels are fine, "she will probably see 
ok." 

Lad — 119 6/7/49 Into darkroom on 6/11/49. — 12/5/49: Right eye quite normal. Left 
Received patterned light 90 disc (nerve head) paler; i.e., lacks pink- 
minutes daily while free to bluish cast seen in normals. Retinoscopy 
move about in crib, Fedonce unsuccessful, 
during this period from bot- 
tle, Removed into normal in- b 
door light 1/7/50. 1 

Kora 142 2/13/49 Into darkroom on 2/15/49. 9/20/49: The fundi and nerve heads 
Received diffused light clear and bright. The claim that discs 
through translucent Plexi- were not of normal brilliance would 
glass dome 90 minutes daily. “lead to a terrible argument." 

Moved into normal indoor 11/7/49: Fundus a little lighter colored 
lighting 9/22/49. than some, Retinoscopy gives plus 2.00. 

Portia — 144 — 3/11/49 In outdoor cage with mother — 11/7/49: Retina looks the same as the 
to 3/30/49, then in normal other animal's (Kora’s)—a little paler 
indoor lighting to 1/31/50. than in some normals. Retinoscopy: 
Lived in darkroom from 1/31 minus 1,00 diopter cyl. axis 90 in each 
/50 to 9/26/50, but received — eye. 
diffused light through trans- — 10/4/50: Fundus and nerve head normal 
lucent Plexiglass dome 90 in each eye. 
minutes daily. Illumination 
increased gradually to nor- 
mal between 9/26/50 and 
10/4/50, 

Jent — 71 4/71/42 Bandages applied 4/7/42 to — 3/31/50: Fundus normal, much more 
cover eyes completely, After “vivid” or shiny than in other anim 
6/ 15/42 these loosened with (Alfalfa). Blood vessels conspicuously 
increasing frequency. Were small, They “go with” Alfalfa's deadly 

white nerve head more than with Jent's 


normal-looking nerve head. 


- d 


—— cc 


STIMULUS DEPRIVATION; A. H. RIESEN LI 
TABLE 2. OPHTHALMOSCOPIC EXAMINATIONS OF 
NONDEPRIVED CHIMPANZEES 
= RR lS ies 
N. Iden, Date of Dates and Conditions Dates and Resales of 
Ne. Birth of Rearing Ophthalms:copic Examinations 

Alan 107  6/17/ Separated from mother on 12/4/47: Fundus somewhat light ia 
6/17/47, Nursery routine, color, Nerve heads and retinae normal, 
Prefrontal lobectomy on 12/11/47: Retinoscopy at 1 meten 
8/20/47. minus 1.50 diopter sphere. 

3/1/48: Nerve head normal, but slightly 
paler than that of other infant (Dehn), 
less so than Verb's. Retinoscopy: minus 
«75 diopter sphere in each eye. 

Beti 130 — 5/5/A7 Separated on 5/5/47 and 12/4/47: Retinae and nerve heads nor- 
raised in nursery routine. mal. Retinoscopy: minus 50 diopter 

sphere. 

Dehn 95 10/19/45 Separated on 10/19/45 and 10/23/47: Nerve heads bright and ret- 
raised in nursery routine. inae normal. Retinoscopy: right eye, 

minus 2.00, left eye, minus 1.00. 
3/1/48: Fundi normal. Retinoscopy diffi- 
cult to obtain, estimated at minus .75 in 
each eye. 

Easter 117 4/17/49 Separated from mother on 12/5/49: Normal retinac. Nerve head 
4/17/49. Nursery routine, ex- seen only in fleeting moments. Consid- 
cept early caging with an- ered between those of Lad's in bright- 
other infant. ness. 

Falla 104 — 4/29/42 Left with mother to 5/4/42. — 4/29/48: (Under anesthesia.) Fundi ap- 
After failure of lactation pear normal, except that blood vessels 
brought to nursery. Normal seemed engorged. 
routine. 

Frans 103 12/1/46 — Left with mother to 3/10/47. 11/20/47: Fundus light in color. Nerve 
Very thin at time of separa- heads normal. Retinoscopy: plus .50 
tion. Responded welltonurs- ^ diopter cylinder axis 180. 
ery routine. 2/9/48: Fundus not quite as dark as 

Dehn’s. Discs normal, Retinoscopy: 

plus .50 diopter cylinder axis 180 in each 

eye. 

7/12/48: Normal retinae with bright 

foveal reflex. . 
Ked 105 5/11/47 Separated on 5/13/47. Nurs- 11/20/47: Fundi normal. Retinoscopy: 


ery reared; bilateral prefron- 
tal lobectomy done on 8/9 
/47. Parietal cortex removed 
8/16/47. 


minus 1.50. 

2/2/48: Normal bluish pink nerve head. 
Retinoscopy: shows astigmatism, right 
eye, plus .75 diopter cylinder axis 105; 
left eye, plus .75 diopter cylinder axis 75. 
3/8/48: Nerve heads and fundi normal. 


es o: o0 D 
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TABLE 2—Continued 


s Iden. Date of Dates and Conditions Dates and Results of 
Name No. Birth of Rearing Ophthalmoscopic Examinations 
Retinoscopy: plus 1.50 diopter cylinder 
axis 30 and 120. 
7/12/48: Normal retinae. Plus 2.25 in 
each eye. 
7/26/48: Normal retinae. Right eye: 
plus 1.50=+.25 or +.50 cylinder axis 
90. Left eye: plus 2.25. 


Rob 109 3/19/48 Separated from mother on 6/21/48: Fundi normal, bright reflexes. 
3/20/48. Limb activity re- Retinoscopy: plus 1.50 in each eye. 
stricted by cylinders fitting 
over each extremity and ex- 
tending to knee or elbow. 


Verb 97 2/6/46 With mother to 7/31/46. IIl 10/23/47: Foveal reflexes clear and 
with pneumonia at time of bright. Nerve heads bright and round. 
separation. On antibiotics to Retinoscopy: neutral. 

8/5/46. Then reared under 3/1/48: Somewhat paler nerve head and 
“normal” nursery routine, paler fundus than Dehn’s. Retinoscopy: 
plus .50 in each eye. 


Neal 129 8/8/50 11/13/50. Fundi and nerve heads appear 
normal. Retinoscopy unsuccessful. 


plus diopter values in retinoscopy. The full records of Snark and Faik show 
repeated observations which range from plus 1.00 to plus 3.00 diopters, 
Snark having the higher values. Unfortunately the retinoscopy was often 
done with difficulty or failed entirely so that our data are far from satis- 
factory and their interpretation must be clarified by future work. 

There remains some question concerning the amount of stimulation 
needed to develop and maintain a healthy retina in the chimpanzee. That 
which is provided by 90 minutes of diffused light per day for 7 months post- 
natally (subjects Chow and Kora) is clearly more nearly adequate than 
when light stimulation is excluded during this developmental period (Debi): 
Losses suffered after 12 weeks (Kandy) or 7 months of total darkness are 
apparently reversible. The irreversible loss of ganglion cells, which in the 
case of Snark was both irreversible and progressive following his return to 
normally lighted living quarters, depends upon a long continuing exclusion 
of light stimulation. 

No consistent findings of any differences between our light- and dark- 
reared cats were obtained by means of ophthalmoscopic observations. Dif- 
ferences in susceptibility to loss of cells between the chimpanzee and our 
other mammalian species will be discussed below. 
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Cytological data. The application of standard histologic techniques to 
retinae from three of our chimpanzee subjects brought the conclusion that 
prolonged light deprivation in the infant animal results in a severe loss of 
ganglion cells and their optic nerve fibers without any concomitant altera- 
tion in the density of receptor or bipolar cells (4). The use of these same 
techniques has not revealed any comparable effects of light deprivation in 
cats, some of which were in total darkness from birth to the age of 19 months. 

In view of results obtained by Brattgárd (1), techniques for determining 
protein content of cells and more refined measurements of cell volumes were 
attempted. The retinae of cats were fixed in acetic acid and alcohol, treated 
with deoxyribonuclease, and stained with azure B. The estimate of RNA 
content along with average cell area is given for each animal in Table 3. 
The trios and pairs of cats were sacrificed together and their eyes were car- 
ried through fixation and staining in parallel to eliminate variations in tech- 
nique within each group. Some of the differences from one group to another 
may reflect such variations. 

The direction of the differences within each group of cats of Table 3 is 
consistent throughout for the concentration of RNA in ganglion cells. This 
result is highly significant statistically. The trend toward smaller cell areas 
in the dark-reared members of each group is of interest also, but must be 
regarded as a tentative result. Both sets of data raise the question of a pos- 
sible selective loss of cell types within the ganglion cell layer. The frequency 
of large ganglion cells and small ganglion cells relative to other types of cells 
(glia, etc.) was used to check on this possibility. The results, shown in 
Table 4, reveal no differences within groups of animals. 


TABLE 3. INFLUENCE OF LIGHT DEPRIVATION ON CELL SIZE AND 
RNA CONCENTRATION OF GANGLION CELLS OF CATS 


Animal PURA uen Mean Cell RNA Concentration 


Area, p? (OD/u) 
RCI Light reared to 36 months 182 1225 +.024 (10) 
RC3 1 hour light/day to 36 months 152 144 +.010 (12) 
RCS5 Dark reared to 36 months 190 .109 +.019 (10) 
NL Light reared to 19 months 164 .138 .015 (10) 
PR 1 hour light/day to 19 months 141 .090 .012 (10) 
BH Dark reared to 19 months 134 .080 .010 — (10) 
FC Light reared adult, age unknown 161 .236 .017 (10) 
FT Dark reared to 40 months 98 .164 .015 (10) 
108 Light reared to age 6 months 180 .202 .028 (10) 


61 Dark reared to age 3} months 170 101 .011 (10) 
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Estimates of the mean nucleolar volume of ganglion cells resulted ii 
consistent difference in favor of the light-reared animals. Here the values! 
the animals which had received one hour a day of light, and which also 
parently had adequate vision, were as low as those of the dark-reared € t 
T-values were in each instance such as to indicate a highly significant d 
ference between the nucleolar volumes of ganglion cells of cats having hi 
normal diurnal light exposures and those with light for one hour a day. 

Inhomogeneous dispersion of Nissl substance characterized the cytopla 
of the cells of the dark-reared animals in contrast to its homogeneous distr 
bution in the normally stimulated cells. Thickness of the inner plexifor 


TABLE 4. CATS; FREQUENCY OF CELL TYPES IN GANGLION CELL LAYER 
(Expressed as per cent total cells) 


; Small Ganglion Large Ganglion Total Cells 
Animal Treatment Cells Cells Others Scored i 


RC1 Light 23.6 2.9 73.5 450 
RCs Dark 24.8 1.8 73.6 390 
RC2 Light 26.1 1.6 72.3 372 
RC6 Dark 22.0 1.7 76.3 465 
F-Con. Light 24.2 1.6 74.2 482 
Fight. Dark 27.4 1.8 70.8 437 
NL Light 24.9 3.2 71.9 373 
BH Dark 22.6 3.2 74.2 430 
108 Light 13.4 0.6 86.0 395 
61 Dark 17.2 0.6 82.2 519 


n 
nerve fiber layer was significantly greater in the light-reared cats (Table 5), 


ganglion cells gave an 
as contrasted with 4 
reared rats gave readings in each in- 


average RNA-azure B concentration of .347 OD/u 
value of .072 for Snark, Three dark. 


nclusions, except to say that in Snark 
regular areas of cell degeneration. This 
f atrophy of the optic nerve in view of 
ration after enucleation in primates (9). 
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TABLE 5. CATS: THICKNESS OF INNER PLEXIFORM LAYER AND 
INNER NUCLEAR LAYER 


Inner Plexiform Layer ix m 
Animal Treatment -_—— 0€ 
Mean Thick- SE T (from Median 
ness, y cas Y control) Thickness p 

RCL Light 18.7 0.4 29 18.7 
RCS Dark 16.5 0.4 34 3.9 18.7 
RC2 Light 18.2 0.4 29 18. 
RC6 Dark 16.3 0.7 24 2.4 18.7 
F-Con Light 18.9 0.3 33 17. 
Fight. Dark 14.5 0.4 27 8.8 
NL Light 20.3 0.6 21 20.6 
BH Dark 16.6 0.3 23 5.5 17.4 
108 Light 22.4 0.8 21 18.1 

61 Dark 18.5 0.5 23 4.1 18.7 

Discussion 


In addition to the findings tabulated there is evidence in our preparations 
from the cat that cytoplasmic RNA concentration in the cells of the recep- 
tor and bipolar layers is lowered. This result fits into a general interpreta- 
tion which proposes that these changes in protein content are related to an 
effect of stimulation on the rate of protein turnover in cells engaged in the 
transmission of impulses. This has also been the explanation for trans- 
neuronal atrophy following deafferentation (1, 7), and for changes in the 
protein content of cells of the central nervous system that accompany al- 
tered levels of stimulation (1, 13). There is by now good evidence that the 
protein of mammalian nerve cells is normally in a state of rapid turnover 
(14). The application of more refined techniques will be necessary before 
the precise mechanisms of what are obviously highly complex metabolic 
processes will be understood. This will inevitably lead to a more complete 
picture of the role of transneuronal processes in neural development. 

Arrested development of unstimulated structures. The recent work of Hess 
(12) clearly emphasizes the necessity for an intact afferent structural sys- 
tem if development of central neural pathways is to continue during late 
fetal growth. Both the cortical and midbrain centers were delayed in cell 
proliferation or exhibited retrogression on that side of the brain correspond- 
ing to the projection of the enucleated eye. The method of enucleation pro- 
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vides a maximum control over sensory input, but also raises questions con- 
cerning possible effects of local degenerative changes. Stimulus deprivation 
offers an approach which by-passes this source of complications. Zetter- 
stróm (22) demonstrated an early postnatal physiological arrest in stimulus- 
deprived kittens when she was able to record the delay in the appearance of 
the -wave of the electroretinogram, which, nevertheless, did develop 
either with additonal time in the dark or very promptly following a few light 
flashes. On the basis of his impressive study of dark-reared rabbits Bratt- 
gard (1, p. 70) concludes that “lack of adequate stimulation during the 
early postnatal period leads to incomplete development of the nerve cell, 
and to disturbances in its metabolism and chemical composition." 

Permanence or reversibility of the developmental arrest. Our own evidence 
and that of Brattgárd points to an incomplete reversibility of the effects of 
prolonged stimulus deprivation. Within the time limits of his study of the 
rabbits that were returned to a lighted environment for 3 weeks after living 
from birth to 10 weeks in darkness, some of the ganglion cells developed a 
completely normal protein content and others failed to show more than 
partial recovery. Our chimpanzees, according to ophthalmoscopic examina- 
tions, eventually recovered after 12 weeks or 7 months in total darkness. 
The rate and full extent of this recovery cannot be determined from the 
data thus far obtained, since a histochemical study of such preparations 
remains to be done. When the deprivation is prolonged to more than a year, 
extensive and permanent loss of ganglion cells results (4). Our extensive be- 
havioral data, some of which have been reported elsewhere (17, 18), cor- 
roborate the general conclusion that function is fully recovered if stimula- 
tion is permitted after total dark-rearing to 3 months in the chimpanzee and 
to 9 months in the cat. Partial and permanent reduction of the RNA con- 
tent of ganglion cells in the cat may apparently be effected through permit- 
ting only one hour per day of light stimulation. This reduction is not incom- 
patible with the development of normal visual behavior. The study of histo- 
chemical processes in higher visual centers may show a closer correlation 
between neural structure and visual behavior than we have thus far been 
able to demonstrate. 

The extreme form of atrophy and a correlated loss of vision, including the 
fundamental visual reflexes, that were found in two chimpanzees point 
clearly to species differences between primates and other mammals. The 
actual disappearance of cells was not found in our cats. Cook, Walker, and 
Barr (7) re-emphasized the conclusion of Glees and Clark (9) that in lower 
mammals the transneuronal effects of enucleation develop much more 
slowly than in monkeys. A specificity of cell to cell transmission reaches its 
highest degree in the primate visual system. This is the suggested explana- 
tion for the differences we obtain in the retina, and is merely a restatement 
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of the conclusion of Le Gros Clark concerning transneuronal degeneration 
in the lateral geniculate body: “Possibly the phenomenon . . . is indicative 
of an extreme specificity of function of the cells in this nucleus [which] . . . 
depend entirely for their continued activity on the reception of impulses 
from the retina, . . . no other afferent stimuli which play upon them and 
maintain their vitality" (6, p. 231). 


SuMMARY 


1. Prolonged stimulus deprivation during infancy in the chimpanzee was 
found to result in atrophy of the ganglion cell layer of the retina and the 
optic nerve. Although reversible during the early postnatal months, these 
functionally produced changes in the neural substrate became irreversible in 
3 animals receiving little or no light stimulation for 16 months or longer. 

2. The histologic and cytochemical nature of such effects of deprivation 
were studied in cats which were given no light, 1 hour of light per day, or 
normal light for varying periods after birth up to 40 months. Comparative 
data were obtained from 2 chimpanzees and 6 rats. 

3. Ribonucleic acid (RNA) concentrations were significantly reduced in 
the ganglion cells of animals given one hour or less of light stimulation daily. 
Nucleolar volume was consistently higher in the light-reared animals. 

4. Neither cats nor rats showed the disappearance of ganglion cells which 
characterized the retinae of chimpanzees following prolonged light depri- 
vation. 

5. The inner plexiform layer was significantly thinner in the dark-reared 
cats, whereas other retinal layers did not show significant changes in thick- 
ness. This loss was small by contrast with that in the chimpanzee. 

6. The results were discussed in connection with other findings on trans- 
neuronal changes in the central nervous system and were related to the con- 


cept of an interdependence between neural growth, neural metabolism, and 
afferent stimulation. 
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ACH of the previous speakers at this morning’s symposium has made 

experimental contributions to the exploration of the central nervous 
system. The inclusion of a mere clinician in this distinguished assemblage 
calls for some justification. If there be any, prehaps it lies in having a repre- 
sentative of the working audience participate from the platform, an ortho- 
psychiatric everyman who might endeavor, in a tentative way, to view the 
biologic data from the vantage point of clinical practice. 

Indeed, only if the findings of the laboratory can be incorporated into 
our thinking about patients are we likely to remember them for long. Purely 
academic studies may excite the intellectually adventuresome clinician. If 
they remain compartmentalized in a neat box labeled “basic science,” they 
cannot fail to wither. When, a few years ago, I undertook to study for 
specialty certification, I acquired a respectable knowledge of formal neu- 
roanatomy. The task was by no means a chore; it afforded aesthetic as well 
as intellectual delight, as any who have viewed Adolf Meyer’s exquisitely 
stained brain sections will agree. Yet, but a few months later, what had 
been so diligently acquired had, to my dismay, largely effloresced, as im- 
perceptibly as water from a crystal. Why? Apart from the frailty of a 
pedestrian memory, the explanation was to be found all too clearly in the 
lack of a frame of reference adequate to relate anatomic and physiologic 
facts to the concerns of daily practice. It was the search for this very con- 
ceptual framework that led to the suggestion of today’s symposium, since 
I had reason to suppose that my distress was not unique. So much, then, 
for an Apologia. 

The dilemma is not a new one. The relation between brain and mind con- 
cerned the ancient Greek philosophers. The gladiators and the battlegrounds 
have changed with the centuries, but the contending camps have continued 
to align themselves behind the selfsame banners of materialism and idealism. 
To the Ionian philosopher-scientists, mind resulted from the dance of - 
atoms. This monistic view was shattered by Plato when he introduced the 
distinction between sensation and object. From his idealist and theocratic 
viewpoint, ideas could not be abstractions from their imperfect materializa- 
tion in matter, but had to be immanent in mind. Knowledge of the true and 
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the good was to be sought within, by recourse to logic and reason, not by 
crude experiment. And how were the materialists to avoid the deterministic 
dilemma? People behaved as though they had a choice in what they did; 
indeed, ethics were only meaningful if choice was postulated. Lucretius, the 
faithful expositor of Epicurean materialism, sought a way out of the mechan- 
istic universe through the doctrine of clinamen or swerve, a deviation from 
the atom’s predestined course, in order to account for man’s free will. But 
the nagging question was not to be so naively stilled. 

Skipping a millenium and three quarters, we come upon Descartes trying 
to salvage the body from the theologians as an object of scientific study. In 
the corporeal automaton, where was there room for nonmaterial mind? He 
supposed that the nonextensible soul occupied a geometer’s point in space. 
This he localized, elegantly enough, in the pineal body, unique in its central 
position in brain; soul now could influence body, free of somatic domination. 
The Cartesian dichotomy remains with us; witness the term psychosomatic 
with its conceptual pineal bridge. 

Over the same span of time, the physician, less concerned with philo- 
sophic niceties, was daily confronted with the clinical fact that disease of 
the brain affected mental function. The Hippocratic physicians announced: 

i Men ought to know that from the brain, and from the brain only, arise our pleasures, 

joy, laughter, and jests, as well as our sorrows, grief, pain and tears. And by this, in a 

special manner, we get wisdom and knowledge, see and hear, and know what are foul 

and what fair, what bad and what good, and what sweet and what unsavory. . .. Itis 
the same organ which makes us mad or delirious, inspires us with dread or fear by night 
or by day, and gives us dreams and untimely wandering, unsuitable cares, ignorance of 


present circumstances, ... All these things we endure from the brain when it is not 
healthy . . . (1). 


_ This Hippocratic dictum surely is, in itself, inadequate, though a progres- 
sive doctrine in its time. It epitomizes a point of view that Meyer termed 
the neurologizing trend in psychiatry. Can brain alone account for the dif- 
ferences in tongue, in habit, in values between one man and another? Man 
speaks only because he has fellows to whom he has something he must say; 
the symbols he employs are communal products. His behavior is compre- 
hensible only in a social context, for which brain is a necessary but not à 
sufficient condition. 

Moreover, Hippocrates’ heroic affirmation was but a profession of faith. 
The complexity of human behavior far exceeded the subtlety of the brain 
models he or, for that matter, we could propose. I suspect that here has been 
one of the major stumbling blocks to the incorporation of physiologic data 
into psychologic theory. The analogy between the central nervous system 
anda telephone switchboard, on which most of us have been raised, left the 
necessity for a mentalistic demon, hermetically sealed in a 2d nose- 
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cone if you like, to plug in the proper connections. These A.T.&T. models 
were such inadequate objects of study as to foster the development of psy- 
chologies of the empty organism. The CNS of the physiologist was far too 
crude to account for behavior. Besides, some argued, what difference did 
it make to the student of human behavior what went on under the calvar- 
ium? Could not the human organism be studied more profitably by the psy- 
chological engineer by prodding it with one or another stimulus and record- 
ing what ensued? Indeed, extremely useful data have been, and continue 
to be, accumulated in just such a fashion. 

But, to physicians who concern themselves with restoring function when 
it is aberrant, it has always seemed germane to wonder what happened be- 
tween stimulus and response, physiologically as well as psychologically. 
Would it not help to clarify the behavioral characteristics of the automobile 
to know what the motor is like? Agreed, I can drive a car without being a 
mechanic. But can I fix it? 

We are in no danger of resolving the philosopher's dilemma. I urge only 
that, as physicians of the mind, we turn from metaphysical disputation to 
clinical issues. Confronted with disturbed behavior, we must, willy-nilly, 
try to understand its meaning. Conceptual clarification is necessary if we 
are to ask answerable questions. 

The issue, for the clinician, is not whether brain and behavior are related, 
but how. Without the human brain, phylogenetically elaborated over hun- 
dreds of millenia, there could be no human behavior. Given the brain, how- 
ever, the behavior of man is not sufficiently explained; it requires a social 
nexus. The central nervous system confers a multitude of potential be- 
haviors. The actual behavior of a particular person is crystallized out of 
these multitudinous possibles during the highly specific ontogeny of indi- 
vidual experience, as the environment acts upon, and is in turn acted upon 
by, a particular central nervous system. It is not a question of heredity or 
experience, physiology or culture, but how much of the observed variance in 
specific behaviors is ascribable to each and how much to their interaction. 

In a word, the biologic, social and psychologic levels of integration are 
phenomenologically distinct and have their own laws (2). Each level of inte- 
gration influences, and is influenced by, each other level. Psychologic phe- 
nomena are not reducible to biologic, any more than the behavior of an 
organism can be completely accounted for by summing the behavior of its 
individual cells. Once cells are joined in organs, and the organs in an organ- 
ism, individual cell behavior, though still subject to the laws of cellular 
chemistry, is qualitatively altered by the group environment. Cells become 
“specialized”; that is, the products added, or the substrates removed, by 
other cells circumscribe the environment of the specialized cell in such a 
way that certain of its functions are augmented and the capacity for other 
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functions may be totally lost. In turn, the new specialist exerts a reciprocal 
effect on its neighbors. New phenomena emerge when the now complete 
human organism interacts with the social fields of force. The potentialities 
are, to be sure, inherent in the physical structure but they do not manifest 
themselves until the group process supervenes. Social laws may entirely 
supersede individual dynamisms; the individual may sacrifice his life under 
the duress of social values, contrary to the biologic push for self-preservation. 
The emergence of such behavior would not be comprehensible from a study 
of neurophysiology alone, although the social forces will have produced de- 
tectable physiologic traces in the organism. The cause of the physiologic al- 
terations remains inexplicable unless the investigator widens his horizons of 
study to include the social web in which the individual is imbedded. What 
we need to know are the “equations of transformation” which govern the 
translation from one level of integration to another; that is, from one set of 
phenomenologic coordinates to another. 

This has been an overly long prologue to a discussion of contemporary 
neurophysiologic concepts. Yet it seemed necessary to make it clear that 
I do not regard behavior as solely explicable from physiologic study of what 
goes on inside the organism, Sociology and psychology are as vital as physi- 
MEC Maii Misc for the moment, I would agree 

are o elevance to contemporary practice. I 
stress physiologic concepts because physiology is a discipline less familiar 
to our clinical thinking and one that can be ignored only at the price of an 
incomplete understanding of behavior. 
uus. Coss puma he 
curabo or Ce nias static nature. The greatest neurophysiologist 
th pon the most stable characteristic of the nervous system; 

e reflex, as the basic unit of integration (3); but, as Sherrington was to 
comment upon his own thesis, So . . reflex action would go little way toward 
oe u cid ud pri of a horse or cat or dog, still less of our- 
SAT Reid E reor i o temporary alterations in threshold that re- 
Beek petitive stimulation, the neurophysiologist had little to show 

the consequences of previous experience in the central nervous system. 
M om the past decade, with Pavlovian methodology and refined electrical 
he c a n revolution in the electrophysiology of learning has o€ 
à : ^t has become possible to detect habituation and conditioning at $0 
MN ” a level as the cochlear nucleus (5). Cortical rhythms have 
pec Mos to undergo major alterations under the influence of external 
duc at inital fg Can be selectively conditioned (6). Effects can V 
itipotiive aee iN ortical loci and can be inhibited at initially 


Still uncertain i : 
tain is the fundamental issue of where “closure” occurs. The 
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decorticate preparation can be conditioned, but only in a crude, massive, 
and largely unadaptive fashion. Precision is only possible when cortical 
mechanisms are available (8). It may nonetheless be true that cortex plays 
an increasingly less important role in a given task as it becomes progressively 
more automatized. That is, the more routine a task has become, the lower 
the centers capable of carrying it on, thus freeing the superordinate struc- 
tures for new and more complex adaptations. 

Of more immediate clinical interest may be the demonstration that a 
monkey with a discharging epileptogenic focus has great difficulty in estab- 
lishing conditioned learning (9). In the intervals between overt seizures, sub- 
liminal electrical storms, presumably by preempting cell groups necessary 
in learning, interfere with the conditioning process. This may account for 
the learning difficulties encountered by the poorly controlled epileptic (9a). 
For precise adaptation, the organism must have available a multiplicity of 
channels (10, 11) for the simultaneous analysis of incoming information and 
the construction of appropriate behavior. If an irritable focus drives a sig- 
nificant number of cell groups into synchronous activity—activity which 
may have no clinical counterpart unless sensorimotor cortex is involved— 
then these cell groups, Gasser’s “necessary internuncials,” are simply un- 
available for the transmission and integration of specific signals (12). Hence, 
learning is impaired, just as if trauma or anesthesia had subtracted these 
cell groups. 

The relation between cortical electrical activity and thought may be fur- 
ther illuminated by a clinical experiment. Efron (13, 14) has reported a pa- 
tient with uncinate fits who, upon perceiving the aura that signaled an im- 
pending seizure, was able to inhibit the evolution of the full seizure by in- 
haling a specific aroma. It may not seem remarkable that this inhibition was 
successfully transferred to a visual stimulus by classical conditioning meth- 
ods. But the unity of body-mind is certainly apparent in the further finding 
that the patient became able to inhibit the fit after the aura had begun by 
thinking of the odor. The electrical correlates of the idea of the aroma were 
sufficient to block the abnormal discharge pathway, which otherwise would 
have seized control of cortex and have abolished consciousness. 

The physiologic basis of consciousness itself has been reassessed as a result 
of the experimental studies of Magoun (15), Moruzzi (16), Bremer (17), 
Penfield (18) and Jasper (19, 20) and the clinical reports of Cairns (21, 22), 
Brain (23) and others. The vast area known as the central reticular forma- 
tion, centered in the brain stem but extending through thalamus to cortex, 
previously a little understood anatomic no-man’s land, has been shown to 
play a key role in relation to vigilance, attention and sleep. In this complex 

system," better termed a system of systems, are located areas of facilita- 
tion and inhibition whose collaterals sweep up and down the neuraxis; its 
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effects enhance or suppress activity from cortex to anterior horn cell. It 
modulates (24) the alerting or orienting response of Pavlov: the “readiness 
to respond” in the presence of novel stimuli from the environment (25). It 
contributes to the background conditions necessary for learning through 
the focusing of attention selectively, a process in which appropriate cortical 
foci are put on the gui vive and areas irrelevant to the task inhibited (26). 
Sensory arousal from the electrical patterns of sleep has been shown to 
course through collaterals that leave the classic specific sensory pathways 
to terminate on cells of the “reticular activating system” (27, 28). Cortical 
influences contribute specificity, for, in the encephale isole preparation, 
voice call results in “awakening” only so long as auditory cortex is intact 
(17). The massive influence of the reticular formation has led to the term 
“nonspecific,” but this fails to do justice to the precise sculpturing of three- 
dimensional electrical patterns coordinated in time sequences that are pro- 
duced by reticular influences. Upon a single reticular cell impinge projec- 
tions from peripheral, cerebellar, transreticular, and cortical sources (16); 
thus, these cells constitute a uniquely placed neural mechanism for inte- 
gration, as they express the algebraic sum of the excitatory and inhibitory 
influences sweeping over them. It would seem unwarranted to consider the 
reticular core as the “center of consciousness." As Bremer has stated, “A 
slackening of activity of any region of the brain must result in a lowering 
of excitatory state in areas or nuclei—including the reticular formation— 
with which the region in question has facilitating relationships, and so the 
whole of the synergic structures are gradually affected” (17). Whereas once 
the physiologist might have attempted to “localize” consciousness in cortex 
or, more recently, in reticular formation, it would now appear evident that 
consciousness isa physiologic state dependent upon the existing relations 
within the brain as a whole, though all areas are not equally prepotent. One 


might add that self-consciousness is a function of brain and environment as 
an interacting system. 


A tentative basis for a 
from studies on the 
Anatomists had been 
or olfactory brain con 
tions in animals for 
Papez' intuition ( 


physiologic carrier system for affect is emerging 
phylogenetically ancient parts of the telencephalon. 
confronted with the paradox that the rhinencephalon 
tinued to enlarge and elaborate complex interconnec- 
whom smell had decreasing functional significance. 
a 29) that this system, more recently termed “limbic” (30), 
might relate to emotion has proved extraordinarily fruitful. Nauta (31) has 
demonstrated major connections between the limbic lobe and nuclei inter- 
posed within reticular formation, Neuroanatomically 
us reverberating long chain circuits within the lim! 
back and forth to neocortex, 
and to midbrain activating c 


we have visualized for 


bic system which flow 
to hypothalamus and its endocrine satellites, 


enters. This provides an anatomic substrate 
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for the clinical observations of aberrant attention, set and intellectual func- 
tion in the presence of strong affect. Controversy still rages about the 
hierarchy of control over affective discharge. Is the rage induced by hypo- 
thalamic (32) or limbic stimulation “sham” or "real" (33, pp. 101-103)? 
On clinical grounds, I would argue for the primacy of the cortical analyzer 
in normal man. The task of cortex lies in the assessment of the significance 
of complex environmental stimuli. It is the meaning to the organism that 
triggers the executive mechanisms of emotional display. In brain damage, 
severance of suppressor pathways may permit lower centers to fire with 
reckless disregard of cortical perception (34). In neurosis, the pathologic 
affective charge assigned to the stimulus and stored in memory may inter- 
rupt orderly cortical analysis. But, however the hierarchy be established, 
the intimate interdependence between old and new brain demonstrated by 
the physiologist demands of the clinician a re-examination of ancient dis- 
tinctions between cognition, conation and affect as compartmentalized 
psychic functions (35). 

Physiologic speculations from antiquity to the present have been cir- 
cumscribed by contemporaneous anatomic models (36). Psychologic specu- 
lations have been molded by available hypotheses in the physical and physi- 
ologic sciences. Freud’s formulations on the pleasure principle and libido 
theory had their roots in nineteenth century physics and physiology (37). 
Pleasure was interpreted as the cessation of discomfort rather than as a 
positive state in itself, for which no physiologic basis seemed to exist. This 
constitutes a logical parallel to the search for constancy of the internal en- 
vironment, Claude Bernard’s inspired contribution to physiology. This has 
been the core of need reduction theories in psychology. Yet, it has become ` 
increasingly difficult to rationalize all of behavior within the framework of 
a theory that had the organism seeking only to avoid discomfort. Freud 
found it necessary to invent the repetition compulsion and the death instinct 
as ad hoc constructs. 

It may be that the physiologic psychologist has come to our rescue with 
the discovery of what may be “pleasure centers” within the brain, though 
the evidence is far from conclusive on this issue. Olds and Milner (38) were 
the first to report that animals are rewarded by self-administered electrical 
stimulation of brain areas. Reward in this instance is operationally defined 
by the observation that the animal will seek to repeat the experience, at 
prodigious rates of activity (39), even in the face of hunger, the need to 
traverse painful electrical grids, or the warning of impending shock to be 
delivered to the body, a warning which inhibits lever-pressing for food but 
not for brain reward. Miller (40) has extended the findings to indicate that 
the same stimulus which is avidly sought loses its “reward” as it continues 
and will be turned off by the animal who then again turns it on. Olds (41) 
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has mapped the brain by his method and has found many areas with reward- 
ing value, fewer with aversive effects, and others that are neutral. Moreover, 
he has found correlations between hunger, sex, and certain of the reward 
centers; strikingly, tranquilizing drugs affect these areas differentially (41). 
Are these, indeed, “pleasure” centers? The attribution of pleasure or pain 
to the psychic experience of animals is risky; the evidence from human ex- 
perimentation is as yet inconclusive. Certainly, the predominance of un- 
pleasant over pleasant features in epileptic aurae must give us pause (42), 
though ecstatic states have been described (43, pp. 258-259). Alternative 
explanations for the self-stimulation experiments are not difficult to con- 
struct. But classic theory has been struck a body blow. Desire, zest and ad- 
venture may have re-entered psychology from physiology! 
A final comment may serve to illustrate the convergence of physiologic 
and psychologic data to highlight the dynamic interaction between brain, 
mind and environment. Classic anatomic schemata have been limited to de- 
picting the brain as the passive target of incoming stimuli, filtered only by 
the intrinsic qualities of the peripheral receptors. Recent experimental 
studies (44-48) have necessitated a drastic revision of this view of the central 
nervous system as the faithful but uncreative follower of what is fed into it. 
The brain, it is now clear, far from merely sounding to the sensory tunes 
played upon its end organs, in fact orchestrates its own intake. Centrifugal 
pathways to peripheral receptors and to sensory synaptic relays have been 
demonstrated, pathways which are capable of controlling the sensitivity of 
the receptors themselves and the amplitude of the impulses transmitted 
along sensory channels. The “central excitatory state,” though responsive 
“to the stimuli impinging upon the organism, in itself determines from mo- 
ment to moment whether, how and in what pattern incoming messages are 
registered. At the same time, clinical experiments (49-51) have indicated 
that significant derangements of central function occur when the human 
organism is isolated from the kaleidoscopic patterns of sensory stimulation 
ordinarily encountered. The normal subject, deprived of variations in sight, 
sound and touch during an acute experiment, may show decrements in in- 
tellectual performance and may experience hallucinations. Normal mental 
function is evidently far more tenuous than previously suspected; like music, 
it must be continuously created; it emerges from the interaction between 
organism and environment. If we may reason from the sensory phenomena to 
social ones, there is in all this the suggestion that what we sce in our patients 
is less explicable in terms of the past than we have been wont to consider. 
Contemporaneous reinforcement by social cues may account for much of 
what we take to be intrinsic consistency of personality molded by previous ex- 
perience. This implies that, by emphasis on modification of current social en- 
vironment rather than the uncovering of past memory traces, we may hope 
to alter disordered behavior (52). 
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Taken together, the physiologic and psychologic lines of evidence lead to a 
considerably enriched conception of the relation between the central nervous 

— system and its environment. Brain has been, on the one hand, freed of a 
parasitic dependence on the environment and, on the other, shown to be in 
Obligatory symbiosis with it. 

"This has been, despite my original intention, a discursive presentation, 
with only fragmentary indications of the clinical relevance of the physiologic 
findings that have been so fascinating to me. It will have been successful only 
to the degree that it has aroused interest in studying the original literature 
and in approaching patients with the findings of the laboratory in mind. 
Such an orientation implies an enlarging of the frame of reference within 
which the meaning of disordered behavior is sought. Just as anatomic dis- 
Coveries provide the spur for expanded physiologic generalizations, physio- 
logic findings point to new directions for clinical theory. In turn, the clinical 
analysis of behavior pathology can continue to provide clues for the physi- 
ologist and anatomist. 

X We live in an exciting period of mental science. Studies pursued in isola- 
tion of one another are beginning to come together. This holds true for 
physiology itself as well as for its sister sciences. In the not too distant past, 
the neurophysiologist, in his endeavor to analyze unit activities, had limited 
- himself to anesthetized or surgically mutilated preparations. The behavior- 
ist, insisting that the adaptive aspects of behavior held the key to under- 
Standing, had focused upon the conscious organism in a laboratory or field 
- environment and had disregarded the direct assessment of what went on in- 
Side the organism. Now, we find the neurophysiologist approaching the phys- 
iology of higher nervous activity with microelectrodes implanted in the 
Waking brain while he manipulates the environment. The physiologic psy- 
chologist is no longer content to construct hypotheses about the central state 
in terms borrowed from physiology but endowed with special meanings (53). 
From this marriage there have already emerged new conceptions of central 
function with immediate applicability to clinical problems. The very fact of 
today’s symposium is an impressive indication of the search for a rapproche- 
ment between clinic and laboratory. 

Perhaps you will permit me to close with a bit of poetry, chosen from an 
essay by Sir Charles Sherrington (54), in which he portrays the awakening of 
brain, and with it, mind: 

A Scheme of lines and nodal points, gathered together at one end into a great ravelled 
knot, the brain, and at the other trailing off to a sort of stalk, the spinal cord. Imagine 
activity in this shown by little points of light. Of these some stationary flash rhyth- 
mically, faster or slower. Others are travelling points streaming in serial lines at various 
Speeds. The rhythmic stationary lights lie at the nodes. The nodes are both goals whither 
Converge, and junctions whence diverge, the lines of travelling lights. . . . 

Suppose we choose the hour of deep sleep. Then only in some sparse and out-of-the- _ 
Way places are nodes flashing and trains of light points running. . . . The great knotted 
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headpiece lies for the most part quite dark. ... Occasionally at places in it lighted 
points flash or move but soon subside. Such lighted points and moving trains of lights 
are mainly far in the outskirts, and wink slowly and travel slowly. . . . 

Should we continue to watch the scheme we should observe after a time an impres- 
sive change which suddenly accrues. In the great head end which had been mostly dark- 
ness spring up myriads of lights, as though activity from one of these local places sud- 
denly spread far and wide. . . . The great topmost sheet of the mass, that where hardly 
a light had twinkled or moved, becomes now a sparkling field of rhythmic flashing 
points with trains of travelling sparks hurrying hither and thither. ... It is as if the 
Milky Way entered upon some cosmic dance. Swiftly the head-mass becomes an en- 
chanted loom where millions of flashing shuttles weave a dissolving pattern, always a 
meaningful pattern though never an abiding one; a shifting harmony of subpatterns. . . . 
The brain is waking and with it the mind is returning. 
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HE Committee on Psychotherapy in an Orthopsychiatric Setting was 

conceived in 1954, at the time Mr. Simon Tulchin was President of the 
Association. During that year a committee was formed in New York, and 
in the following year it did a rather extensive exploration of the concepts of 
psychotherapy as viewed in an orthopsychiatric setting. Following the ac- 
complishments of this committee the possibility of setting up regional com- 
mittees was explored and, in addition to the one in New York, two other 
committees were formed—one in Cincinnati under Dr. George Reeve as 
Chairman and the other in Detroit with Dr. W. Mason Mathews as Chair- 
man. At the same time a national committee was proposed which would 
serve as a centralizing group for the various work committees. This national 
committee, with liaison from the Board of Directors, recommended that a 
series of additional committees be formed during the next few years. When 
the Board established the national committee, the existing regional com- 
mittees came under scrutiny and it was recommended that the membership 
of regional committees be confined to AOA members and that they be con- - 
cerned with the basic charge to the national committee. 

During the presidency of Dr. Exie E. Welsch and her successors the work 
of the national committee and the regional committees was encouraged. 
Considerable effort was expended in organizing these committees. The work- 
ing committees were established in areas where sufficient membership made 
possible à committee composed of two psychologists, two psychiatrists, two 
social workers, and a chairman who could be from any of the three disciplines 
and as chairman could give active leadership. Since the charge to the 
national committee was to confine its efforts to considering psychotherapy in 
an orthopsychiatric setting, much time and effort were devoted, to clarifying 
the meaning intended by the use of the term psychotherapy in this way and 
how the contributions of various disciplines, over and above their basic ones, 
could be made. 

. With the organization clarified, the first major job was undertaken. From 
its deliberations the national committee recommended that the original 
Charge be reformulated. Recognizing that for the orthopsychiatric team 


49 


50 PANEL: PSYCHOTHERAPEUTIC FUNCTION OF THE TEAM 


there are many ways of helping people, not all included in the more narrow 
meaning of the term psychotherapy, the committee recommended a state- 
ment which was approved by the Board: “The Board wishes these commit- 
tees to confine their efforts to exploring the special forms of treatment (psy- 
chotherapy) in orthopsychiatric practice, and that here among the special 
considerations time be given to the issues of qualifications, training and 
supervision of psychotherapists.” 

The definition of psychotherapy that the committee is currently using was 
examined by various committee members and was reaffirmed as being work- 


able: 


The committee agrees that there are a variety of psychotherapies for the treatment 
of emotional disturbances having internal and external components, and it confines its 
discussion to this consideration. It has defined the psychotherapies as certain psycho- 
logical methods geared toward the treatment of emotional disturbance, in which each 
step of the therapeutic process is open to scientific critical analysis. This definition neces- 
sarily excludes but does not negate the value of educational, physical and other methods 
of ameliorating human difficulties. Some or all of these latter methods may be used in 
the orthopsychiatric setting. 


Following the formulation of a definition, the national committee chose 
as one project for all of the committees the conduct of a pilot survey which, 
through questionnaires, would explore the functioning of various clinics and 
services considered orthopsychiatric in nature. In spite of the obvious limita- 
tions of such a study, the returns from the pilot survey which have been 


available for almost a year are sufficiently important to justify reporting 
them at this meeting. 


The following excerpts from a report prepared for the 1958 Board of Di- 
rectors of the American Orthopsychiatric Association! seem very pertinent 
to our current efforts to understand and to clarify our concepts of psycho- 
therapy in an orthopsychiatric setting and to clearly define the qualifica- 
tions, training and supervision of psychotherapists in that setting. 


Orthopsychiatry is an integrated multi-disciplinary approach to the prevention and 
treatment of human behavioral disorders based on scientific understanding. To these ends 
orthopsychiatry utilizes the knowledge and skills of the relevant professions under the 
leadership of psychiatrists, Traditionally, the relevant professions in the Association 
have continued to be psychiatry, psychology and psychiatric social work .. . . 

The primary characteristic of orthopsychiatric clinical practice has been the co- 
ordinated utilization of the services of the relevant professional people in such a manner 
that the contribution to the study and the treatment of the patient from each team 
member brings to bear not only the special and particular features of his own professional 
background but also the fruits of his training and his experience in the orthopsychiatric 
setting. Orthopsychiatric team functioning stresses for each discipline the maintaining of 


a clear conception of its own areas of activity and function in relation to those of the 
other professions. . . . 


1 A report by Marion F. Langer, Executive Secretary 
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The essence of orthopsychiatric experience lies in the working together of the dif- 
ferent team members in such a manner that in addition to the unique contribution from 
his own professional field, each individual assists in the integration and application of 
available scientific knowledge to the solution of the presenting clinical problem. [Where 
psychotherapy is concerned] this integrating process is more than the addition of the dif- 
ferent contributions—the whole is, indeed, more than the sum of its parts. 

This integrated approach to the study and treatment of human behavior is the 
basic conviction that led to the formation of the Association in 1923 by ten psychiatrists. 
They shared the conviction that the only sound approach to the study and treatment 
of human behavior and behavioral difficulty was through the recognition of the whole 
person as a physical, emotional and social being living in a complex social environment. 
With this as the basic concept of study and treatment, it was natural that by 1925, per- 
sons from the fields of social work and psychology were invited to membership in the 
Association. 


Two concepts are traditional for the American Orthopsychiatric Associa- 
tion: the team concept and the concept of the human being as a total person 
in his total world. These concepts are basic to a consideration of the pro- 
fessional qualifications of the members of the orthopsychiatric team and the 
team function. 

Psychiatrists shall have had three years of approved basic training in psychiatry, 
two years of clinical experience and certification (or eligibility for certification) by the 
American Board of Psychiatry and Neurology. 

Psychologists shall have the Ph.D. degree or its equivalent and three years of clinical 
experience, or the M.A, degree plus one additional year of graduate work and five 
years of clinical experience. 

Psychiatric social workers shall have the M.S.W. degree in the Psychiatric Social 
Work sequence from an accredited school of social work and three years of clinical 
experience following training. Graduates from other social work sequences shall have 
four years of clinical experience following training, one of which shall have been under 
the supervision of a qualified psychiatric social worker.? 


These qualifications require professional maturity in each of the three dis- 
ciplines which have equal professional status in the performance of the team 
function. Concerning this maturity the following quote, from a paper given 
by Deutschberger and Mathews at the 1950 meetings, seems pertinent: 

A profession may be said to reach maturity when, in the educational processes by 
which it is transmitted, it can make a clear distinction between preparation for profes- 
sional function and preparation for technical competence alone. By professional function 
is meant an understanding of one’s self, a conviction of one’s skill, a respect for the 
people one serves, and an identification with those larger, social goals of one's work. 


With the requirement of professional maturity in mind as a standard for 
each of the three disciplines, to participate in psychotherapy as a team effort 
there is an additional requirement. At least one full year in a clinical setting 
In which the staff includes a psychiatrist, a psychologist and a psychiatric 
social worker functioning as an integrated therapeutic team would be a 

* Marion F, Langer, op. cit. 
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minimum requirement, remembering that this minimum is in addition to the 
standards established by the three disciplines. 

Some operational definition of an orthopsychiatric team is important, 
With the fundamental concept of the whole person in his total world, with 
the basic training requirements of each discipline and with the maturity 
described earlier the team members function in the following manner: First, a 
clear and intensive diagnostic study in which each member of the team uses 
his skill to the utmost to arrive at an honest, integrated picture of the client. 
Following this, in staff conferences the team clarifies the needs of the subject 
and determines the type of psychotherapy best suited to help him. At this 
point if only the case were to be seen it would then be assigned to one mem- 
ber of the team, who would carry the major contact with the patient. The 
team function from this point would be that of consultation, progress staff- 
ing and general consideration of the subject with the full awareness that 
major decisions concerning the different aspects of treatment should be al- 
ways made at team level. However, it is likely that the member of the team 
carrying the therapy would be in the best position to indicate the types of 
decisions to be made. Contrariwise, at times therapists not directly involved 
in the treatment would be able to see the picture more accurately and thus 
be in a position to help the team make a better decision. If the case plus 
family members, school or other situations pertinent to the concept “whole 
person in his total world” needed consideration, then each team member 
would serve in his basic professional capacity as well as a member of the 
therapeutic team. 

This, of course, poses a question that demands an answer in the framework 
of the orthopsychiatric setting. The question is—Can treatment be carried 
on more successfully as a team function than as a function of a single thera- 
pist with only occasional consultations? This particular question will be 
raised in several of the papers to be given today. It has been implicit in many 
papers and discussions at meetings of the Association throughout its his- 
tory without any real clarification or definitive action. This might well be an 
important subject of vital concern for deliberation in the near future by the 
Committee on Psychotherapy in an Orthopsychiatric Setting. 

The papers which follow, drawing upon information gained from the Com- 
mittee's pilot study, will provide additional knowledge of contemporary 
practices in the settings for which data were obtained. 
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HIS paper presents the findings from that section of the survey ques- 
tionnaire dealing with clinic assignment of cases for psychotherapy as 
well as preassignment procedure. The New England regional committee 


- combined the data from its own area with that from the other regional com- 


mittees to present a comprehensive and.coherent summary. 

Th utilizing the questionnaire to solicit information concerning diagnostic 
procedures employed prior to assignment of the case for psychotherapy, we 
Wanted to gain an indication of what knowledge of a case was generally con- 
Sidered to be necessary in planning for psychotherapy and how various pro- 
fessional skills were utilized to provide this knowledge. The majority of 
‘Clinics replied that they generally utilize social study, psychological testing, 
and psychiatric interviews preceding psychotherapy. Responses from New 
England, where the questionnaire used made provision for a wider range of 
response than that of some other regions, showed more variation in the diag- 
nostic procedures used and in the degree of flexibility with which they are 
used with different cases than the above general statement indicates. Perhaps 
these variations also occur elsewhere, although this information was not 
available. Some of the respondents mentioned use of physical examination, 
nursery school observation, collateral inquiry, or other procedure. 

What one considers necessary by way of preliminary study of a case de- 
pends upon the concepts upon which policies are based. Should initial assess- 
ment determine only whether the patient is in need of psychotherapy or 
should it establish broad understanding of the case sufficient for planning a 
therapeutic program and deciding upon the best therapist for the particular 
patient? This differentiation represents one of the variables that determine 
what is done. Another is represented in the concept one has regarding when 
treatment actually begins. In some settings and circumstances, treatment 
may be seen as beginning quite early, even with the initial interview. Still 
another variable is whether an evaluation is conceived of as requiring exten- 
Stve and systematically fixed information or whether the evaluation can be 
made through exploration of the problem presented as it ramifies into various 
experiences and behaviors of the person. 


* Boston University Graduate and Medical Schools. 
T Judge Baker Guidance Center. 
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Information about who determines the need for psychotherapy in a given 
case and about who makes the actual assignment of a case for psychotherapy 
reveals two trends. One is for representatives of two or three disciplines, 
functioning as a team, committee, or conference, to make these decisions; the 
other is for the psychiatrist alone to decide. If those deciding represent only 
two disciplines, they are most likely to be psychiatry and social work. Actu- 
ally one suspects that decisions about assignment are arrived at in more 
complicated ways than could be shown in the type of inquiry made. 

In the Chicago committee's report concerning findings on this question, 
note was taken of the infrequency with which social workers and psycholo- 
gists alone make decisions about their own therapy in any setting where a 
psychiatrist is in any way involved. Evidently this is a point at which medi- 
cal responsibility frequently is exercised. One would need to know intimately 
the functioning of a particular clinic to evaluate whether multidisciplinary 
decisions concerning assignment served to broaden and enrich the decision- 
making, and how much they were a part of the way of life of the “organiza- 
tion man” that might be used for avoidance of individual responsibil- 
ity. 

Two questions dealt with which disciplines practice psychotherapy in the 
various settings queried and what rationale, if any, is used for determining 
assignments made to the different disciplines. When the question was put as 
to which disciplines engage in psychotherapy, a preponderance of replies 
stated that all three disciplines do so. To the further query: “What, if any, is 
the rationale for differentiating the assignments made to the different dis- 
ciplines?" considerable internal inconsistency and semantic uneasiness ap- 
peared, despite the inclusion of a definition of psychotherapy in the question- 
naire. For example, one clinic replied that all disciplines engage in psycho- 
therapy, adding that the "psychiatrist does psychotherapy, and procedures 
similar in most respects but entitled casework or counseling are performed 
by social workers and psychologists." Another clinic replied that only psy- 
chiatrists engage in psychotherapy but added that "play therapy with 
children is provided by a clinical psychologist,” and “social workers do sup- 
portive psychotherapy with parents of children." Those clinics that qualified 
their responses often did so with the specification that social workers do case- 
work. In a few instances it was mentioned that cases were assigned to psy- 
chologists for psychotherapy for training purposes only. Only about 10 per 
cent of the institutions queried said that psychiatrists alone engage in psy- 
chotherapy in their setting. A very small number reported psychotherapy 
carried out by others such as medical students, public health nurses, of 
pediatricians. We wonder whether there was a failure to report this practice 
in many instances. 

When asked about how assignments to the different disciplines were de- 
termined, the preponderance of institutions reported that there is no estab- 
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lished basis for distinguishing or that the experience and aptitudes of the 
individual therapists are the main or sole consideration. 

It appears that there are some regional differences regarding assignment ot 
cases. In child guidance clinics in some regions the social workers most often 
treat parents while psychiatrists or psychiatrists and psychologists treat the 
children. In one region social workers do the largest amount of psycho- 
therapy with children in the region's several residential treatment centers. 
In mental hospital settings in some areas, psychotherapy is done principally 
by psychologists. In one region few psychiatrists do psychotherapy with 
children, perhaps in part because of a shortage of child psychiatrists. 

A sizable number of institutions commented on the social worker's focus- 
ing on reality rather than fantasy, providing ego support, etc. A few child 
guidance clinics said that parents are sometimes assigned to psychologists or 
psychiatrists for casework. In such assignments, casework as a form of treat- 
ment is apparently differentiated from psychotherapy, since some of the 
same clinics say that parents presenting more serious problems may be as- 
signed to psychiatrists for psychotherapy. 

Reasons for assignment to psychiatry were most often given in terms of 
depth of material to be dealt with in therapy, goals involving personality 
change, or severity of pathology. Occasionally the factor of pathology was 
considered in a way contrary to expectation; in a few clinics cases with 
particularly good prognosis were assigned to psychiatrists in training, while 
in a few clinics some severely disturbed patients were assigned to social 
Workers. As mentioned above, in some of the mental hospitals surveyed psy- 
chologists do most of the psychotherapy. 

In only a few instances did clinics attempt to specify types of cases or 
kinds of psychotherapy as being appropriate for psychologists. One clinic 
Specified that psychologists do crisis interviewing, and a very few mentioned 
that psychologists work with problems involving perceptual difficulties or 
learning problems. It would appear that in the settings where psychologists 
do psychotherapy, they carry cases which were not selected for them be- 
cause of their being psychologists. It seems apparent that the psychologist 
in contrast to the social worker presents a less clearly perceived image with 
respect to his therapeutic role. 

Diagnostic procedure considered necessary for assessing the need for psy- 
chotherapy varies with the theory with which people operate as well as the 
nature of the setting and the problems presented. How flexible clinics really 
are about allowing the needs of the individual case to govern procedures, we 
do not know. Flexibility is more possible when experienced practitioners are 
making the decisions, whereas less experienced practitioners need careful 
Supervision in exercising their discretion about content of diagnostic study. 

* did not find out to what extent clinics seek to provide specific training 
for this aspect of clinical work. 
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plene may be implemented in a variety of ways. I 
eral, the environment in which psychotherapy takes place adds a uni | 
influence to the process taking place between the individual patient and in 
dividual therapist. This environment has not only certain physical chai 
acteristics, but also a complex of traditions, administrative policies, an 
general goals. In other words, individual psychotherapy is rarely the onl 
function of a given setting, although it may be the main tool of some. - 
other multidisciplinary settings it may be a very minor tool in achievi nj 
some general therapeutic goal. Naturally, agencies vary widely in their gen 
eral goals. Some are as specific as training the mentally retarded, whereas 
others are multiple and general as in a general mental health clinic. Adminis 
trative structure and policy vary with these goals as well as for certain h S 
torical and legal reasons. This section of the panel will try to examine the in 
fluence of this environment on individual psychotherapy. 

The questions in the questionnaire related to some aspects of this en 
ronment. One question concerned other functions of a setting besides 
psychotherapy, and another, those professions who work in these settings fol 
purposes other than psychotherapy. Unfortunately, no question was asked 
concerning the proportion of time, effort and personnel spent in psycho 
therapy, so the relative importance of this tool could only be implied. d 

Some idea of administrative function was gained from noting the profes 
sion and position of the persons filling out the questionnaire. 

A question was also raised about the administrative acceptance of medical 
responsibility, and how it was carried out. More directly in relation to psy 
chotherapy, information was obtained concerning methods by which the 
ministration reviewed treatment cases, and what consultation, if any, 
provided. The committee realizes the gaps in information about size 0 
staffs, part-time personnel, and proportions of the different professions. 

Within different environments, certain therapeutic processes take place 
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The local committees showed as much individuality in handling the ques- 
tionnaire as the agencies did in answering it. For example, one region did not 
include the question on other functions of a setting. The most important 
variation as far as this section is concerned, however, was the type of setting 
chosen for information. Certainly the most frequent setting was the out- 
patient clinic, but even these are not a uniform group. Some regions had a 
large number of purely child guidance clinics, whereas others may include 
only one or two. In much smaller numbers and in varying proportions, set- 
tings such as private psychiatric hospitals, state psychiatric hospitals, hos- 
pitals for the mentally retarded, children’s residential treatment centers, 
family social agencies and counseling centers were also included. When 
enough of these were available, their practices appeared quite different from 
those of the outpatient clinics. Also children’s clinics frequently had differ- 
ent practices from adult clinics, and training from nontraining or service- 
oriented clinics. Consequently, it is necessary to differentiate trends which 
are universal from those limited to certain regions or certain types of set- 
tings. 


RESULTS 


The question on other services or functions showed similar results in the 
four regions where this question was asked. Less than 5 per cent of the set- 
tings claimed psychotherapy as their only goal. Outpatient services usually 
also provide diagnostic studies as well as consultation and referral services, 
with a few also giving some type of special education. Inpatient settings pro- 
vide a much wider variety of services and it is probable that here psycho- 
therapy is less important than other tools. Even different kinds of hospitals 
vary greatly in their use of psychotherapy. Other services mentioned include 
education, occupational and industrial therapy, recreation, all aspects of 
medical care, shock and drug therapies, and custodial care. Some children’s 
institutions also do child placement. 

_ Naturally, suitable professional personnel are hired to perform these serv- 
ices. They include teachers, occupational and recreational therapists, 
nurses, dietitians, physicians, and occasionally sociologists and research 
workers. Relatively few of these are ever also used for individual psycho- 
therapy. On the other hand, social workers, psychologists and psychiatrists 
may all be used in some settings for completely nonpsychotherapeutic func- 
tions. Social workers, for example, are rarely used for the psychotherapy of 
adult inpatients, although they are hired by hospitals for casework with rela- 
tives, placement of discharged patients, etc. Some clinics state that social 
Workers do casework, not psychotherapy. This means we need more clarifi- 
cation of the meanings of each. Psychologists when not used as psychothera- 
Pists usually perform diagnostic tests. Psychiatrists have many other possible 
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functions if they do not directly perform psychotherapy. Some of these, such 
as supervision, consultation or teaching, have an indirect relationship to 
treatment, but others are either diagnostic or administrative. 

Only two regions analyzed the data about who participated in answering 
the questionnaire, but the results are so similar that they may well be gen- 
eral. Only 8 per cent of the questionnaires were filled out by representatives 
of all three orthopsychiatric disciplines. About 75 per cent were filled out by 
a single individual, and the remainder by at least two persons, usually repre- 
senting two professions. Psychiatrists participated in 64 per cent of the ques- 
tionnaires, psychologists in 27 per cent, and social workers’ in 47 per cent. 
The chief administrator was almost invariably involved. This showed that 


psychiatrists were always directors of private hospital programs, usually of © 
training clinics, and frequently of state hospitals and service clinics. Social | 


workers were the chief administrators of social agencies, but in one region 
also tended to be administrators in service clinics. In the other region, 
psychologists tended to hold such clinic positions. Psychologist participa- 
tion as a whole was greatest in government-sponsored clinics. Children's 
institutions showed the greatest variations in administration. 

The answers to the question on medical responsibility bring out the need 
for sharper definitions. Although 80 per cent of the settings accepted medical 
responsibility, this has little meaning because of the social agencies and other 
definitely nonmedical agencies contacted. It is interesting that a few clinics 
state that they leave medical responsibility to the family physician or refer- 
ring source. On the other hand, some settings with consulting psychiatrists 
as their only physician state that they have medical responsibility. The 
question arises as to how much and what kind of responsibility is taken. The 
methods described vary greatly and must certainly have an effect on the 
kind of psychotherapy done. 


At one extreme are a small number of clinics, as well as most private hos- 


pitals, in which medical responsibility for psychotherapy is taken by limit- " 


ing this function to psychiatrists. The other professions are used for other 
purposes. At the other extreme are a group who take responsibility purely on 
the basis of administrative structure. That is, some physician holds an ad- 
ministrative post but has no connection with therapy cases. The great major- 
ity, however, plan for a psychiatrist to have some contact with every cases 
by supervision, consultation, or case conferences. This, of course, is an ideal 
which may not be met, and the question of the meaning of these terms will 
also be brought up. One regional committee questions whether an agency 
which makes no differentials in assignment, claims no differences in thera- 
peutic methods, and does not supervise psychotherapy, really is taking 
medical responsibility for its treatment cases. 

A closely related issue is administrative review. It may overlap medical 
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responsibility in those agencies headed by a psychiatrist, but implies some- 
thing more formal. This usually means that certain personnel are assigned to 
review certain cases at a given time interval for specified administrative 
purposes. In this way the administration takes responsibility for seeing that 
the general therapeutic goals of the setting are being carried out in individual 
psychotherapy. The answers to the question on administrative review 
showed considerable variation. In some instances, especially in smaller set- 
tings, there was a merging of supervision, consultation, teaching, and ad- 
ministration. In other clinics there was the implication that administrative 
responsibility is something foreign to the process of individual psycho- 
therapy. Few settings hold a formal review of all cases at specified intervals. 
Informal review of “problem cases” is fairly frequent as well as delegation of 
administrative responsibility to the immediate supervisor. Review may also 
be performed by the chief administrator, the chief of a department or a 
multidisciplinary group. In some training settings, review occurs only when 
student therapists leave. 

The variations are almost as great in the areas of consultation as an ad- 
junct to psychotherapy. Although from 50 to 75 per cent of the settings 
stated that they used consultation of some sort, the processes described were 
not the same. The largest number use it in the sense of a nonmedical thera- 
pist’s having a single session or a limited number of sessions with a psy- 
chiatrist in order to clarify diagnosis, procedures, or goals of treatment in 
difficult cases. Other meanings include medical recommendations on psy- 
chiatric hospital patients or social agency clients, psychiatric recommenda- 
tions on medical patients, handling of medical or legal emergencies in out- 
patient clinics, and sometimes administrative review of treatment cases. One 
interesting form of consultation was a dilute form of supervision for ad- 
vanced nonmedical therapists, or as an adjunct to supervision by members 
of their own profession. Other consultation functions mentioned were for 
staff conferences, group therapy, research, and for casework with family 
members in a group. Some of these functions are so difficult to picture that it 
becomes apparent that anything a person with the title consultant" does 
becomes “consultation.” The process certainly needs clarification regarding 

by whom,” “to whom,” and “for what purpose.” The only general prin- 
ciple apparent in the answers is, with one exception, that a consultant does 
not personally carry out recommendations regarding patients. 

Having surveyed, in this brief and incomplete way, the effect of certain 
administrative policies on the practice of psychotherapy, we can turn to an 
examination of the methods and goals of the individual professions practic- 
ing psychotherapy. Each setting would naturally like to hire those who could 

est serve its general therapeutic purposes. The answers to a question con- 
cerning these methods and.goals are particularly thought-provoking. About 
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a half to a third of those using more than one discipline for psychotherapy 
said there were no differences in methods and goals, although some of these 
had previously made differences in assignments. However, a little less than a 
third actually made no differential between different professions in assign- 
ment, methods or goals. The attempts of others to describe methods and 
goals of treatment were not always successful. The descriptions of social 
service treatment were the clearest, involving ego-supportive methods geared 
toward rather well-defined goals, but again the differentiation from "'case- 
work" was often discussed. Psychiatric treatment was more usually described 
according to method by such terms as "intensive," “deep,” or “uncovering.” 
Also mentioned were certain types of cases to be treated by psychiatrists, 
such as psychosomatic diseases, or conditions in which drugs were being used. 
"There was seldom any attempt to describe the methods and goals of psychol- 
ogists. Many administrators stated they were unclear, but that they were 
working on differentials. In one region it seemed that training clinics at- 
tempted this kind of differentiation more often than nontraining clinics. The 
significance of this information will be discussed later. 

Simply to gain some information on a newer form of psychotherapy, à 
question was asked concerning the prevalence of group therapy, and the pro- 
fessions practicing it. The answers indicate that two-thirds of the settings on 
the East Coast offer group therapy compared to one-third in the Middle 
West. A few other disciplines might also be involved as well as the usual 
three, perhaps slightly more often than in individual psychotherapy. All but 
one region show social workers least involved, but psychiatrists tend to pre- 
dominate on the East Coast and psychologists in the Middle West. There 
seems to be more group therapy with adults than with children, with in- 
patients than with outpatients, and in training than in nontraining settings. 
In general, group therapy is less common than individual therapy, shows less 
uniformity of practice, and seems to depend more on individual interest than 
on formal training for its therapists. 


Discussion 


What can we learn from this information that may be useful in the train- 
ing of psychotherapists from any profession? First to be considered are the 
methods and goals of each discipline. If almost half of the agencies state that 
there are no differences, one could assume that the same training should be 
given to all persons engaging in psychotherapy. On the other hand, why do 
more than half struggle for some differentiation? In the history of this com- 
mittee it is interesting to note that the original members came to the conclu- 
sion that there could be a special profession of psychotherapists drawn from 
persons with a variety of professional training. After an almost complete 


| 


change of personnel and considerably more discussion, the present committee | 
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concluded that maintenance of the original professional identity was im- 
portant to any psychotherapist, and that it was best to receive this training 
from members of one's own discipline, if possible. These differences in atti- 
tudes and opinions are widespread and easily become emotionally charged. 

I believe that careful examination of the information on the administrative 
environment as well as the educational practices may help to resolve the 
problem. One must always consider the possibility that expediency guides 
certain practices rather than ideal planning. Many administrators were 
openly apologetic about some of their makeshifts, although they did not al- 
ways state what they considered to be ideal. One can certainly wonder what 
kind of professional planning could explain why only psychiatrists do psy- 
chotherapy in private mental hospitals, why they predominate in veterans' 
hospitals, and may be completely absent from the psychotherapeutic picture 
of some state hospitals. Sometimes expediency can only be suspected, as in 
the common statements of clinics that patients are assigned by matching the 
personal qualities of the therapists to the individual needs of patients. Very 
often this means that available personnel are used as well as possible under 
the circumstances. It is possible that the group which limits psychotherapy 
to psychiatrists is reacting to the careless or even dangerous practices which 
may be justified by expediency. 

I believe it is possible to be much more flexible if the environment in which 
psychotherapy takes place is given adequate consideration. The setting, with 
all of its implications, certainly can have as much to do with determining the 
methods and goals of psychotherapy as the individual therapist. A very 
simple example of the effect of the physical environment can be seen in 
different types of rooms for play therapy. In a playroom with dirty walls, 
broken toys, and battered furniture, children either freeze up in fright, or 
quickly add to the general destruction. In a well-kept playroom, the be- 
havior of the child is less influenced by external circumstances, and the 
therapy also has a different tone. 

Similarly, psychotherapy is different if it occurs in a hospital as compared 
to a clinic, on a charitable basis as compared to a fee basis, in a setting with 
concrete goals like a child placement agency as compared to a setting with 
broad goals like a mental hygiene clinic. Naturally, the patient's problems 
and circumstances direct him toward the appropriate setting, although he 
may need some special help along this line, but each environment also tends 
to develop individual ways of operating, and tools which have been found 
useful in attaining its specific goals. It is doubtful if any agency can encom- 
pass all possible therapeutic goals. In carrying out its particular purpose 
then, a setting will establish a certain structure and certain policies and hire 
appropriate people to carry these out. It may even engage in the training of 
Professional personnel needed. 
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If psychotherapy is an important tool, training for staff and possibly stu- 
dents will be provided. The general goals of the setting then influence the 
type of training given to the student psychotherapist regardless of previous 
professional training. It is quite probable that each student will be assigned 
rather similar cases to attain similar goals. Even new staff, if they have not 
worked in a similar environment, will have a period of in-training to learn 
the particular methods and goals of the setting. The makers of the question- 
naire considered such staff in-training as almost a necessity for any ortho- 
psychiatric agency. Up to this point it is clear that little differentiation of 
methods and goals of different professions is possible. These are set by the ad- 
ministration and by the experience of the therapist, although some variations 
may be produced by individual talents. 

But does this uniformity of the professions persist for the experienced psy- 
chotherapist? We all know highly gifted therapists of different backgrounds 
but can one generalize to their whole profession? 

The questionnaire could not really tap the differences in well-qualified ex- 
perienced psychotherapists compared to the inexperienced. However, certain 
information it did obtain seems pertinent. For example, most unsupervised 
psychotherapy is done by psychiatrists. Also, psychiatrists are most fre- 
quently used to supervise the cases of other professions, even in social agen- 
cies, and the reverse is quite rare. More consultants are psychiatrists than 
any other profession. Most of the chief administrators, and hence, policy 
makers, are psychiatrists. I do not believe all of this can be explained on the 
basis of legal need. 

One must conclude that the profession of psychiatry has something special 
to offer to the practice of psychotherapy or it would not be such a pervasive 
part of the environment, even where psychiatrists do not themselves practice | 
psychotherapy. Certainly within a given environment, a variety of pro- 
fessional persons can be taught to do very similar treatment. But what hap- 
pens if such a therapist moves out of the setting in which he learned psy- 
chotherapy? How transferable are methods and goals? One must assume that 
the training of the psychiatrist allows for greater flexibility, and I hope the 
report on training will throw some light on this. 

In conclusion I feel that the information from the questionnaire indicates 
that there is considerable obscuring of professional boundaries in the practice 
of psychotherapy within a given orthopsychiatric setting. This appears to be 
due to the intrinsic therapeutic methods and goals set by the administration. 
However, flexibility and transferability of psychotherapeutic skills probably 
are more dependent on preliminary professional training. 
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UR report is based on the questionnaire responses of 142 clinics, 

agencies or hospitals from six regions, namely, Chicago, Cleveland, 
Detroit, New England, New York City and Washington, D. C. They serve 
both inpatients and outpatients, adults or children, or both. The following 
types of institutions have reported: psychiatric clinics of general or univer- 
sity hospitals; inpatient and outpatient departments of Veterans Admin- 
istration facilities; state hospitals and psychiatric clinics of state hospitals; 
state schools for the mentally defective; family or community mental health 
clinics; counseling centers of family agencies; child guidance clinics; day 
schools and treatment centers for children; residential treatment centers for 
children and adolescents; court clinics; and youth service agencies. 

Several of the clinics could not be considered orthopsychiatric because all 
three disciplines were not represented on their staffs. The replies of some 
others, where all disciplines are employed, raise the question as to whether 
they may be considered functionally orthopsychiatric. While the inclusion of 
Tesponses from these clinics and hospitals might be questioned in a survey 
designed to evaluate the practice of psychotherapy in orthopsychiatric set- 
tings, their answers were informative in conveying knowledge of psycho- 
therapeutic practices in diversified clinical settings over a large part of the 
country. 

The replies were not always responsive to the intent of the questions. In 
Some instances the answers were not definitive but were stated in loose con- 
text. This was so even in reply to types of questions which lent themselves 
easily to quantitative data. Some of these shortcomings and inadequacies 
may be attributed to faults in the questionnaire or may be due to reluctance 
on the part of the persons replying to give certain information or to confu- 
Sion about what was required. Other factors which controlled the amount 
and type of information given will be indicated in the body of this report. 


This paper is concerned with the training of the team members, and the 


* Mount Sinai Hospital. 
Y Board of Education of the City of New York. 
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material is presented and evaluated as follows: basic psychotherapeutic 
training of members of the three disciplines; in-service training; the influ- 
ence of the team on the training process; the present state of training; and 
concepts and suggestions for future training. 


TRAINING Prior TO ASSIGNMENT 


Agencies were asked to describe the requirements for minimum training 
and experience for beginning team members who were expected to practice 
psychotherapy after job assignment. 

Social workers are generally required to offer graduation from accredited or 
approved schools as a minimum preparatory requirement. If the replies from 
the various settings were intended to indicate that these schools were ac- 
credited or approved by professional social work organizations, or other ap- 
proving bodies such as the American Association of Psychiatric Clinics for 
Children, few of them did so. However, a listing of the social work schools 
which use the various clinics, agencies and hospitals for field work revealed 
that the majority are recognized professional schools of social work. The 
M.S.W. degree or equivalents granted by such schools were found to be de- 
manded from beginners more frequently than the comparable standards for 
psychologists. 

While the Ph.D. in psychology is being considered more and more as a 
base qualification, the minimum preassignment requirement for psychologists 
revealed that less than half of them had the Ph.D. degree or were in the proc- 

ess of getting it. An M.A. degree was more common as the minimum re- 
quirement. 

Required experience for social workers and psychologists showed great 
variability, within each discipline and in comparison to each other. Gener- 
ally, social workers are expected to show more experience prior to job place- 
ment than is demanded from psychologists. 

Prior training and experience requirements for psychiatrists were usually 
stated in terms of standards established by the American Board of Psy- 
chiatry and Neurology, psychiatric residencies and AAPCC certification. 
Other requirements, stated less specifically and less frequently, were “com- 
petence in the field,” “qualified training and experience,” etc. The medical 
degree and some specialized experience in psychiatry serve as the minimum 
basic standard for psychiatrists. 

In each discipline there are evidences of growing standardization of basic 
requirements for those expected to do psychotherapy. This development 
seems to be more in response to the standards of professional associations 
within each discipline than to the demands of clinics. The extent to which the 
clinics themselves are responsible for influencing basic preparation and ex 
perience requirements is probably controlled by the following factors: 
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Size of the clinic, previous professional standards, number of staff 
bers belonging to each discipline, salary levels and opportunities for - 
cement. 

The needs of clinics for trained personnel as compared with the number 
of available, qualified clinicians. 

-8. Geographic location of clinics in urban, suburban or rural areas in the 
East and Middle West. (We do not have adequate data from other parts of 
* United States.) 

In stating their minimum training and experience requirements for be- 
sinning workers, some of the clinics undoubtedly gave the existing qualifica- 
of their staffs. While this was probably more frequent in clinics which 
perhaps one member of each discipline on the staff, it seemed to be true 
5o of clinics with larger staffs. Some clinics stated that more comprehensive 
d more demanding minimum standards controlled their hiring policies, but 


d hiring policies are governed as much by the factors listed above as they 
by professional demands. Wherever clinics did demand higher standards, 
y did so on the basis of offering superior professional conditions which 
ald attract a sufficient number of applicants. 


e questionnaires. This is partly due to the failure of the questionnaire to 
for amplified data; for instance, the question concerning the preassign- 
t requirements for experience for psychologists gave no indication of the 
ture of the required experience, which might have been purely in psy- 
ometric work assignments. Further, the question whether casework train- 
n preparation for an M.S.W. degree offers adequate basic training in 
ychotherapy (according to the questionnaire's definition of psycho- 
erapy) cannot yet be answered fully. Psychiatrists too may satisfy their 

d requirements without going through actual training in psychotherapy. 
.. Basic to the investigative problem in this area is the need to differentiate 
irther between psychotherapy as a definable process and practice and other 
tices which may be only tangential to or preparatory for the practice of 
chotherapy. Actually, many clinics or agencies do not stress training in. 
hotherapy as a specific preassignment requirement. í 


In-Service TRAINING 


„More information was obtained about in-service training practices than 
pout preassignment requirements. The in-service training processes are 
ential in estimating not only the quality of training practices but also the 
ent of orthopsychiatric function in the training program. " 

pervision is used much more often than other practices in the in-service 
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training programs of hospitals, clinics and agencies. Other interdisciplinary 
practices are case conferences, seminars, didactic courses and consultation. 
Descriptive data concerning the content and procedures of these training 
practices and their effects on beginning workers are inadequate in our pres- 
ent material. 

In-training is a continuing process; in terms of the trainee, its goal is to \ 
expand knowledge, and to increase and improve skills in the practice of 
psychotherapy. The training program, however, cannot be focused in one 
direction—on the trainee alone. It is important to know how all members of 
the team are affected by interdisciplinary programs which must have impact 
on all participants, whether they be trainees in psychotherapy, supervisors, 
consultants or administrators. The team approach reinforces the strengths 
of component members and enables them to study with greater capacity and : 
to tolerate frustration increasingly. Multiple effects can be observed when- 
ever organized training takes place in an interdisciplinary setting; it is of 
course difficult to derive adequate data about these effects from the replies 
of the clinics alone. 

Not only will future investigations have to probe deeper into these in- 
training programs of orthopsychiatric settings, but they will also have to 
examine the philosophy, content and techniques of these programs in great 
detail. Such investigation should include the responses of the members 
(teachers as well as students) of the training programs, and should not be 
limited to the one or more administrative staff members who usually filled 
out our questionnaires. 

A majority of clinics reported that they encourage personal analysis as a 
preparation for staff members who are assigned to do psychotherapy within 
the team. Some of the regional surveys indicated that more than 50 per cent 
of the members of the three disciplines in these areas were undergoing or had 
had psychoanalysis. The data, however, are not detailed enough for a 
statistical analysis. Despite this limitation, the over-all impression gained 
from the replies to the questionnaire was that many clinicians have had 
some psychoanalytic training or a personal psychoanalysis of some kind, 
even though it is not a requirement in clinical practice. In a few instances 
personal analysis was listed as an actual requirement for beginning staff 
members. 

Many clinics gave noncommittal replies to the question concerning psy- 
choanalysis of staff members. Some said that it was not discouraged; a few 
stated that it was not encouraged. À 

The replies from one regional group indicated that more social workers 
had had personal psychoanalysis than either psychologists or psychiatrists. 


However, no trend was discernible when the reports of all regions were 
totaled. 
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— Information beyond the mere listing of percentages of staff members who 
had had psychoanalysis was not reported since the questionnaire had re- 
quested only quantitative responses. It would, however, be of great interest 
“to know more about the relationship between personal psychoanalysis, psy- 
choanalytic training and the functioning of the interdisciplinary team. Such 
information could perhaps be obtained only by an investigator collecting 
information through direct interviewing on the spot. The questionnaire also 
‘asked whether the settings were approved as training agencies by profes- 
ional schools. Many professional schools and training centers like colleges, 
schools of social work, universities and hospitals were listed in the replies. 
"There is evidence that schools of social work used our respondents more fre- 
quently and more intensively for training purposes than did schools or train- 
ng programs for psychologists or psychiatrists. 
_ The use of clinic facilities by professional schools and training programs 
i5 to be considered in the following terms: 
41. Some settings had never applied for approval as field-training institu- 
tions. This does not indicate whether they would be accepted or rejected if 
they applied. 
72. The size of a setting and its policy and practice influence its decision to 
"for approval as a training institution. 

3. The question of reasonable geographic proximity between professional 
Schools and training centers is often important. 
4. Postgraduate training in psychiatry and child psychiatry is not con- 
fined to established medical schools and universities but is carried out by 
- 8pproved hospitals, child guidance clinics and other institutions and agencies. 


1 
‘Tue TEAM AND THE PsycHorHERAPEUTIC TRAINING Process: 


Present SrATE AND Future NEEDS 


_ As might be expected from a preliminary study of this kind, no definite 
_AnSwers could be derived from the more than 20 highly varied questions in- 
_ Gluded in our questionnaire—S of them dealing specifically with the psycho- 
er ipeutic training of the team members. However, the nearly 150 clinics, 
ospitals and agencies which cooperated in trying to satisfy (at least in part) 
Our curiosity gave us a very rich and stimulating report, which we enjoyed 
thoroughly but which we have considerable difficulty in fully digesting. 
. ^re can be no doubt in the minds of those of us who have devoted much 
time and effort to the material received that the orthopsychiatric team at 
. q^ Present moment is more often than not a loosely composed body of in- 
| dividuals Whose integration depends more on the personal relationship of the 
members to each other than on any broadly conceived, standardized, dy- 
amie or well-understood integrative process. There are beginnings, but 
ere is not yet a definite professional instrument that is able to function as 
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a unit in anything beyond a purely technical assignment which gives lim- 
ited tasks for the different disciplines. Such a formalized approach may be 
adequate for assignment and for certain diagnostic procedures, but it seems 
to us that a more adequate structure of the psychotherapeutic team as a 
new unit will make more demands on its members in the future. 

It seems to be generally true that psychotherapeutic efficiency is not yet 
an integral part or goal of the prior training of any of the three basic dis- 
ciplines in our orthopsychiatric field. There is of course a background of defi- 
nite training in casework—which is now frequently identified with counsel- 
ing—in the professional curriculum of most graduate social workers. How- 
ever, not all social work schools use psychodynamic concepts in the teaching 
of casework counseling, and a good number of the agencies that responded 
to our questionnaires (when evaluating social casework) very definitely did 
not use our broad concept of “the psychotherapies as certain psycho! xgical 
methods based on a theory of personality structure and geared toward the 
treatment of emotional disturbance in which each step of the therapeutic 
process is open to scientific critical analysis." 

The psychologist and the psychiatrist who join a clinic or agency which 
uses orthopsychiatric therapeutic teamwork may or may not have been 
trained previously in the practice of psychotherapy. Their degrees, licenses 
and professional board standards do not require proficiency in psycho- 
therapy. However, it is gratifying to know that training facilities are in- 
creasing rapidly and that standards of teaching and learning have improved. 


A number of psychiatrists whose entire training was acquired in state | 


hospitals are now increasingly exposed to special psychotherapeutic training 
facilities. However, the standards of these facilities are not always above 
question. The same is true for a good number of postgraduate training pro- 
grams for psychologists. 
It seems at the present moment that most clinics and agencies have to 
provide the largest amount of psychotherapeutic efficiency for their staff 
members through in-service training, i.e., after the staff member has join 
the team. We get the impression from the questionnaires that there is still a 
tendency toward the preservation of the integrity of the member of each dis- 
cipline; ien in the orthopsychiatric approach, a social worker usually re- 
mains a social worker, a psychologist remains a psychologist and a psy- 
chiatrist remains a psychiatrist when they join in the common enterprise 0 
psychotherapeutic teamwork. This might not always be easy but it seems t? 
be the attitude of a majority of the organizations to make use of the basic 
and specific professional skills which each discipline has acquired separately: 
The tendency toward a shedding of these specific skills for the sake of a new 
independent psychotherapeutic specialty seems to be quantitatively small in 
clinic and agency practice. How much future intensive and integrated psY- 


ed 
í 
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tic teamwork will lead toward increasing blending of functions 
inary identity remains to be seen. This might depend to a con- 
extent on the question of whether the present state of more definite 
nary assignments is for the majority of hospitals, clinics and agencies 
a question of tradition and routine or whether it is the result of defi- 
experiences and purposcful, well-conceived planning. 
What in-service training in psychotherapy actually consists of, the ques- 
ires do not spell out clearly. Besides staff conferences on various levels, 
and seminars, the main vehicle for teaching psychotherapy in 
psychiatrie settings seems to be individual and group supervision. If 
is so, the qualification of the supervisors becomes the central point which 
es our attention. Do they supervise the team?—does the qualified 
ber of one discipline supervise the members of all disciplines in their 
imwork psychotherapy? While this seems to be a logical assumption, it is 
ly borne out by most questionnaires. As a matter of fact this seems 
'so only in a small minority of settings. 
a rule, psychiatry seems to be frequently the only discipline which has 
visory function over psychotherapeutic teamwork, even if it is called 
tation" in some social work settings in order to avoid the word 
"supervisor" for a member of another discipline. (The logical difference be- 
i tween supervision and consultation should be the distribution of responsibil- 
Mies: a supervisor definitely participates in the actual responsibility for the 
! ent of the psychotherapeutic process, whereas the advice and inter- 
- Pretation of a consultant do not enter the area of definite responsibility—the 
consultation may be used or discarded by the therapist, who may also have 
ieee supervisor of his own discipline.) We find certain remarkable ex- 
- scc to the type of supervisory practice described above. In most Vet- 
ans Administration facilities, psychotherapy is practised and supervised 
by psychologists. The psychiatrist, however, has certain quasi-supervisory 
unctions which supposedly concentrate mainly on medical and administra- 
tive aspects. The social worker seems to play a very minor role in such 


n, as well as in training and teaching, interdisciplinary teamwork- 
iotherapy is only in its early phase. Whenever it actually exists, it is 
sually only partially applied, its structure and concepts are vague, and its 
er cohesion weak or not definitely established. Lack of training stand- 
S, lack of available personnel, lack of inner conviction, lack of security, 
Competition for status in the relations of the different disciplines are 
lifest in many of the orthopsychiatric settings which we have explored. 
ture surveys will have to seek a more definitive picture of content and 
dures in in-training practices. It will be necessary to know whether 


- 
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successful training in psychotherapy is due merely to good supervision of 
trainees and/or whether agencies have conceived and implemented specific 
training programs equipped with a variety of training approaches. In either 
case we should know more about the content covered, the procedures, and 
the degree of success in reaching goals. 

It is, on the other hand, becoming quite manifest that the psychothera- 
peutic function of interdisciplinary teamwork can develop new and efficient 
aspects which, in the future, might make—in many instances and for many 
specific needs—psychotherapeutic teamwork superior to individual psy- 
chotherapy. Experiences with therapeutic and nontherapeutic groups have 
demonstrated that in many emotionally threatening situations, an inte- 
grated small group is more resilient than an individual. Shared team re- 
sponsibilities are easier to carry than if such burdens rest on one indi- 
vidual alone. Team members with different disciplinary backgrounds can 
stimulate, support and complement each other to a higher degree of effi- 
ciency than an individual is able to do who is often alone and isolated in 


his therapeutic responsibility. Psychotherapeutic teams are better able to 
recognize, understand and check countertransference phenomena dev elop- | 


ing in an individual team member. It is not necessary or desirable that the 
team member divest himself of his individuality or of his identification with 
his own discipline in order to become integrated in a team. There is no need 
for competition in a team either. The team might have a chairman, but the 


chairman does not have to be the team leader. Team leadership might change » 


in different situations but it basically originates from abili ty and personality 
assets rather than from imported status. The well-integrated team is not à 
threat, but a protective agent for the individual team member of whatever 
discipline. 

We have been fortunate to find signs of these developments in the material 
that our committee members and the 142 agencies, clinics and hospitals have 
collected. We see the beginnings of an integrated interdisciplinary psycho- 
therapeutic orthopsychiatric team—but we have a very long way to go be- 
fore we can expect uniform satisfactory therapeutic 


c results from this type of | 
psychotherapeutic process. ' 
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E HAVE heard that supervision is the favored means of psycho- 

therapeutic training in the majority of the clinics our committee sur- 
veyed. This finding may be questioned in light of the lack of clarity in 
distinguishing between direct clinical supervision, administrative review, 
and consultation in some of the answered questionnaires. Additionally, it 
has been noted that the legal concept of medical responsibility for psycho- 
therapy is at times satisfied by means of supervision. This raises doubt as to 
how much of the so-called supervision in our data fulfills the need of the less 
experienced therapist for a periodic tutorial Jorm of education from a person 
of superior vision. 

Despite the foregoing, I am sure that we were not surprised to hear that 
Supervision is popular. Fleming (7), writing on the role of supervision in 
psychiatric training, observed that “the opportunity to work with patients 
Under supervision is becoming more common and more of an essential part of 
a training program. The value of supervision is not a topic for much argu- 
ment.” The report of the Ithaca Conference on Psychiatric Education (17) 
States: “The core of all psychiatric training lies in the character of clinical 
Supervision.” The tendency toward an increase in didactic teaching in psychi- 
atric residency programs noted in that report was considered by the major- 
ity to be an unfortunate consequence of the increase in the size of the pro- 
Stams. Although Ekstein and Wallerstein (4) entitled their monograph 
comprehensively The Teaching and Learning of Psychotherapy, it is a careful 
examination of the supervisory process. The scope of their work makes it a 
unique contribution to the literature on the subject. One gets the impression 
that the limited amount that has been published about supervision does not 
accurately represent the quantity of thought and verbal communication 
that has been devoted to it. 

€ literature seems to be devoted primarily to two questions: (a) To 


5 * Tam grateful to M, L. Falick, J. Fischhoff, S. Kellman, M. Levitt, L. Lucas, W. M. Mathews, 
d O. 'ubenstein, C, Shoecraft and D. Schroeder, my colleagues on the Detroit Area Committee, for 
their helpful advice, 
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what degree should the supervisory process resemble a classical pedagogical 
technique at one extreme and to what degree should it resemble psycho- 
therapy itself at the other extreme? (b) Is there a better medium for super- 
vision than the therapist’s subjective report of what has transpired in his 
work with his patient? 

One way of summarizing the literature responsive to the first question is 
to approach it historically. Our questionnaire stated that there are a variety 
of psychotherapies and made no further attempt to determine the nature of 
the treatment employed by the individuals working in the different clinics. 
Nevertheless, I feel it is safe to assume that were we able to trace back the 
origins of the techniques, we would find they were principally derived from 
two sources: Sigmund Freud’s psychoanalysis and Adolf Meyer’s psycho- 
biology. Before the turn of the century, Meyer (14) was instrumental in sub- 
dividing the work at the Illinois Eastern Hospital for the Insane so that the 
junior assistants were directly supervised by their seniors instead of working 
independently as they had previously. He also developed the personality 
study and life chart which in subsequent years in certain training centers 
were completed by the trainee about himself. These served as a basis for 
interviews with one of the teaching staff as a means of learning psycho- 
therapy (2). This method of supervision clearly resembled the process being 
taught and learned. In recent years this practice has become less common.! 

Freud (8) dated the beginning of psychoanalytic training at 1902. This 
beginning took the form of discussions “according to certain rules” at his 
home. Another description of these discussions mentions interpreting onë 
another's dreams (3). With time it became more common for the prospective 
analyst to undergo personal analytic therapy. The aim of this has changed 
over the years from demonstrating to him the existence of the unconscious to 
“freeing the candidate from emotionally conditioned attitudes which may 
interfere with psychoanalytic therapeutic work" (8). Following the estab- 
lishment of the Psychoanalytic Institute in Berlin in 1920, the curriculum 
was formalized so that supervised clinical work on the one hand, and read- 
ing, lectures and seminars on the other, were separated from the student's 
personal therapeutic experience. On the surface it would appear that psycho- 
analytic training has evolved in such a way as to avoid the first question a$ 
to what extent supervision should resemble psychotherapy. But this is not 
the case. 

Two panel discussions at recent meetings of the American Psychoanalytic 
Association on “The Technique of Supervised Analysis” (11, 16) focused on 


the problems of countertransference and the candidates’ personal problems. — 


* It is tangential to my subject, but of interest historically to recall that Dr. and Mrs. Meyer formed 


an orthopsychiatric team shortly after the turn of the century by virtue of Mrs. Meyer’s pioneering wor! 
with the relatives of Dr. Meyer’s patients, 
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It was the consensus of the panel that efforts to convert the supervisory 
relationship into a therapeutic procedure should be resisted. "There was dis- 
agreement as to how to proceed when personal problems affected the stu- 
7 dent's therapeutic work. 

—— Blitzsten and Fleming (1) are of the opinion that the change in the termi- 
nology utilized to designate supervision of analytic work is expressive of. 
changing concepts. To them the original term “control analysis" means in- 
Struction in technique. “Practical work under supervision" refers to the stu- 
dent's countertransference. They interpret the newest term “supervisory 
analysis” to include “analytically therapeutic work with the student during 
the process of supervision.” Lest there be any doubt as to their meaning 
they further define the last mentioned as a continuation of the exposure of 
| neurotic conflicts, attempts to make conscious what is unconscious, and an 
"attempt to increase the integration of the student's personality. 

| _ Levine (17) considers planned hours of individual supervision as used in 


do 


Psychiatric residency programs to be based on three models: (a) preceptor 
"technique in medical training, (b) the individual supervision or control 
hours in the analytic institutes, and (c) what he calls the "productive" 
"Supervision system in the training of social workers. The emphasis on per- 
Sonal supervision in social work schools has been compared to the impor- 


tance psychoanalysis has placed on personal analysis as the keystone of 
training (4). 


No one debates the injunction *Know thyself,” but how it should be ac- 
complished is not agreed upon. 
© In turning our attention to the second question, I believe we would all 
"agree that the supervised therapist relying on his memory and/or his notes 
E Cannot provide his mentor with a completely accurate representation of 
j what has transpired in his therapeutic sessions. To claim otherwise would be 
= to deny our concepts of mental functioning regardless of which school of 
thought they are expressive. 
The reason for the persistence of the difficulty in the practice of super- 
Vision based on the student’s subjective, and thereby censored, report was 
- probably best expressed by Freud (9) in his first introductory lecture when 
he said, “The dialogue which constitutes the analysis will admit of no 
audience; the process cannot be demonstrated.” Since then others have said 
that observing the process of psychotherapy alters that process. Graduates 
— f analytic institutes have been heard to say that the first thorough piece of | 
analytic work they do is with their first unsupervised analysis. Thus, it has 
. Seen suggested that supervision may alter the process because of the im- 
— Plicit observer, 
| There have been experiments with more direct observation as a super- 
Visory technique. One-way vision rooms (6) and verbatim recording of 


f, 
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sessions (5, 10, 18) have been used in a variety of ways. The proponent of 
each method is enthusiastic about his approach. Kubie (13) describes how 
Dr. Redlich and his associates at Yale have undertaken a pilot study wherein 
they record not only the therapeutic sessions, but also the periodic super- 
visory sessions. This is to be followed by an effort to determine the degree of 
agreement and disagreement between the material recorded during therapy 
and subsequently reported retrospectively during supervision. This tech- 
nique offers an opportunity to evaluate our usual supervisory technique, 
which I would like to note so often seems to accomplish a great deal in spite 
of its inherent inadequacies. 

Let us turn now to what we learned from our questionnaire. The committee 
suggested that questions 10, 12, 13, and 14 pertained to the direct super- 
vision of the psychotherapist as a teaching method. I shall attempt to sum- 
marize the responses to each of the questions. 

Question 10 inquired as to the circumstances under which a staff member 
would do psychotherapy without supervision. It parenthetically suggested 
such factors as length of experience, number of cases, general capabilities 
and lack of supervisors. The responses cannot be handled statistically. It is 
clear that the psychiatrist functions more without supervision than psy- 
chologists and social workers. The distinction between the latter two was 
negligible except in the data collected in the Chicago area, where psycholo- 
gists do less independent therapy than social workers. The factors of “lack 
of supervisors" and "number of cases" were conspicuous by how infre- 
quently they were mentioned. In some instances where therapy is practiced 
without supervision the impression was left that there might be consultative 
and/or administrative review. The factor of medical responsibility was un- 
doubtedly of significance in some of these clinics, but there was no way to 
cross-check with question 17. At any rate, the data make it appear that some 
people are supervised ad infinitum. The resulting tendency of encouraging 
dependency and stultifying originality is suggested although not demon- 
strated. This has been of concern in situations where medical responsibility 
is not an issue, e.g., in the training of psychiatrists (17). 

, Question 12 investigates the pattern of who supervises whom according to 
discipline. The answers lend themselves to some statistical reporting, 4$ 
presented in Table 1. 

Although the sample is small, the following trends are suggested. The bulk 
of the supervision is done by psychiatrists. Most of the cross-discipline 
supervision is in the form of a psychiatrist supervising a psychologist of 
social worker. In the few clinics reporting that psychologists and/or social 
workers supervise representatives of other disciplines (the last two columns 
on the right) the supervisor is usually the director of that clinic, This is more 

common in Michigan, where nonmedical clinic directors often share super- 
visory responsibility with a part-time consulting psychiatrist. 
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TABLE 1. WHO SUPERVISES WHOM ACCORDING TO PROFESSIONAL 


DISCIPLINE 
E : Supervised by | Psychiatrist | Psychologist |Social Worker 
Supervised | Oem Disci. Supervising | Supervising | Supervising 
by Own | pline with Other Other Other 
Discipline | Psychiatrist | Discipline | Discipline | Discipline 
Social Worker 
Supervisee Total 32 32 3 — 
New York | 6 7 0 — 
Chicago 6 18 0 — 
Detroit 9 4 3* — 
Boston 11 3 0 — 
Psychologist 
Supervisee Total 21 16 = 9 
New York 4 3 = 0 
Chicago 9 6 -- 1 
Detroit 7 3 — 5r 
Boston 1 4 = 3 
Psychiatrist 
Supervisee Total 74 — 5 4 
New York 14 -— — 2report superv. by psychiat., 
psychol. and soc. worker 
Chicago 22 = — 1 0 
Detroit 12 n ee 2* 0 
Boston 26f = ie 0 2t 
eee veis cu 
Total questionnaires 115 (The totals of the rows do not add up to the number of. question- 
New York 25 naires because not all categories could be uniformly charted and in 
Chicago 36 some clinics not all disciplines practice psychotherapy.) 
Detroit 28 
Boston 26 


* Some of these were in conjunction with a psychiatrist. 

„f The total of these two exceeds the number of clinics surveyed because in some child guidance 
Clinics the psychiatrist's work with parents is supervised by social workers and his work with the child is 
Supervised by psychiatrists, 


Social workers are involved in the supervision of social workers more fre- 
quently than psychologists supervise psychologists. This is in keeping with 
the trend noted in-the study of functions of professional workers in psy- 
chiatric agencies conducted under the auspices of the Membership Study 
Committee of the American Orthopsychiatric Association published in 
1950 (12, Table IX). 


aring the responsibility for supervision between representatives of two 
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disciplines appeared to be more prevalent in the Chicago area. The New 
England area used a questionnaire which did not define psychotherapy and 
they stated that the definition of psychotherapy had a considerable influ- 
ence on who supervised whom. While the data from the Washington-Balti- 
more area did not lend themselves to tabulation in Table 1, the following 
statement, quoted verbatim from their report, is revealing: “Psychologists 
are not engaged in the supervision of psychotherapy, but in some cases 
social workers supervise social workers, once spelled out as casework super- 
vision." 

The next question asked about the minimal qualifications of the super- 
visors. The principal thing we learned was that question 13 was a difficult 
one to answer. Several clinics ignored it. The majority of those that did at- 
tempt to answer it did so in vague terms that left doubt as to whether they 
were outlining minimal qualifications or describing the curriculum vitae of 
the people then functioning in a supervisory capacity. As might be guessed, 
the consensus of qualifications was an ill-defined combination of demon- 


the practice of psychotherapy. Some of the regional committees were left 
with the impression that factors such as the size of the clinic and the avail- 
ability of personnel were the more vital determinants. 

The first part of question 14 requested a list of schools or organizations 


U. S. Public Health Service American Association of Psychiatric Clin; 
ien Anis Bead. ciation of Psychiatric Clinics for 


tribute with respect to the supervis 
problems? 
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—— Ts it true that a significant number of persons are really supervised end- 
lessly? I say "really" supervised because we need to distinguish direct 
clinical supervision from administrative review, irregular consultation with 
a colleague, or collaborative work with a physician motivated by a need to 
have someone assume medical responsibility. Are our efforts to stimulate 
professional growth through the medium of supervision reaping the un- 
desired result of inhibiting mature, independent professional thought and 

3 action? 

& The most striking finding of this portion of our survey was the relative in- 

— frequency of psychologists functioning in a supervisory role. Is this a com- 

EE mentary on the absence of rigorous methodological control in our survey, or 

f isit representative of a prevalent condition? If there is reluctance to entrust 

= psychologists with supervisory responsibility in psychotherapy, why is this 

80? Ts it a reflection of the level of therapeutic and supervisory competence 

—— ef psychologists working in the orthopsychiatric settings we surveyed? Is it a 
~ Way of noting that in most of the agencies psychiatrists are the “captain” of 

the team and the relations between social work and psychiatry are more co- 

Operative and less competitive than the relations between psychology and 

Psychiatry? Is it expressive of the traditional confusion about the differ- 

ences between psychotherapy and casework? In other words, would many 

insist that what has been tabulated as social workers supervising psycho- 
therapy is in reality the supervision of casework? Is there some other ex- 
planation? Many of these questions will be not only difficult, but also touchy, 
to answer. He 
Cross-discipline supervision exists in many agencies and seems to follow 

Certain patterns. Are these patterns a consequence of the fact that the most 

qualified persons are supervising regardless of their professional designa- 

tion? Are they nothing more than an adaptation to the size of staff in the 
various disciplines? Are they a result of an effort to have theoretical and 
methodological information cross interdisciplinary lines? Do we have any 

idea as to how much opportunity there is for the several disciplines to im- 

part the special knowledge and techniques of their area to others? Can it be 

demonstrated that this is a worth-while goal for which to strive? 


s 


SUMMARY 


Direct clinical supervision, a periodic tutorial form of education from a 
= Person of superior vision, is the favored means of psychotherapeutic training 
— in the orthopsychiatric agencies our committee surveyed. Review of the 
: literature reveals support for this practice and an exploration of the tech- 
~ niques employed in supervision. 

Our survey suggested that some therapists are supervised ad infinitum. 
Psychiatrists do the bulk of the supervision for all disciplines. Social workers 
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seem to do far more supervision of psychotherapy than psychologists do in 
the clinics we surveyed. These trends raise a variety of questions. 
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Y JOB is to speculate on what we should do next in trying to find out 

how psychotherapy is practiced in clinics throughout the country. 
To my mind the trouble with the work we’ve done so far is that it has been 
successful in giving us some partial answers to our questions. If it hadn’t 
been at all successful, we would now have a clear-cut choice point: either 
settle down and do a “decent” survey, or abandon the attempt altogether, 

But partial answers are tantalizing and frustrating, and leave us in a 
dilemma. On the one hand they spur us on to settle the questions that the 
survey has raised; on the other hand they are better than nothing, and took 
a lot of work to get, and may lead us to stop here. I myself am among those 
who are spurred on. I feel that psychotherapy is too crucial a service being 
offered to too many people in too many clinics for us to be satisfied with 
partial answers about its practice. So let me first tell you why I think a 
further and hopefully final survey should be done, pointing to a shining ex- 
ample of a survey for comparison, and then outline the steps I think might 
be taken to carry out this work. 

I won’t hold you in suspense about the identity of this “shining example.” 
It was carried out at the direction of the Membership Committee of the 
Association, and came out in published form as the lead article of the first 
issue of THE JOURNAL in 1950! The study was undertaken to examine the 
current practical meaning of “coordinated services" in orthopsychiatric set- 
tings, since the By-laws of the Association stipulated as a membership re- 
quirement at least a year's experience in a clinic using “coordinated services 
of psychiatrists, psychologists, and social workers.” The survey was author- 
ized by the Board of Directors of the Association in 1946, along with $5,000 
to help carry it out. 

First, the Membership Study Committee used the questionnaire tech- 
nique, and got 327 usable replies from mental hygiene and psychiatric 


* Reprints of the article—"A Study of Current Trends in the Use and Coordination of Professional 

Services of Psychiatrists, Psychologists and Social Workers in Mental Hygiene Clinics and Other Psychi- 

e$ Agencies and Institutions"—are available from the American Orthopsychiatric Association, 1790 
roadway, New York 19, at 50 cents each plus 10 cents for postage and handling. 
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clinics, hospitals, and other agencies. The questionnaire was one page long, 
covered the auspices and clientele of the clinics, the staff and its training, 
and questions about “coordinated services.” In addition, 43 of these clinics 
were visited, mostly by the field worker of the project, partly by field work- 
ers of the National Committee for Mental Hygiene and the American 
Association of Psychiatric Clinics for Children, who were making visits in 
connection with other projects. They worked from a three-page interview 
schedule, designed to ensure complete coverage and comparability of one 
visit’s findings to another’s. Field workers also wrote narrative reports on 
the organizations, which could include unique features and individual 
emphases in programs of each agency, as well as comments of staff members 
about the coordination of services. The 43 agencies were chosen to represent 
all the categories of clinics which the tabulation of the questionnaire had 
yielded—school, hospital, child guidance, and the like. Attention was also 
paid to geographical and other such distributions where the modest budget 
of the survey allowed. The sample was not truly representative, so the re- _ 4 
sults of the visits are reported in narrative, qualitative form. : 

The final report is extensive, carefully thought out, and bears rereading, - 
or first reading, as the case may be. From the standpoint of our present dis- —— 
cussion, however, it is the contrast between the visits and the questionnaire 
which catches the eye, and I shall talk about some of the findings later as 
they relate to my discussion here. 

To return to our present survey, there were, in my mind, two major diffi- 
culties which it ran into, one having to do with sampling, and the other with 
the questionnaire technique. 

First, from the point of view of sampling, we established a laissez-faire 
policy in the selection of agencies to contact. We discussed this question at 
length in advance: should we stick to some specific definition of orthopsy- 
chiatrically oriented” clinics, or sample a wider variety, including organiza- | 
tions where we knew, for example, that all three professions were not repre- - 
sented? Our answer was that we couldn't know what difference it would - 
make unless we did a prior pilot study, and we didn't feel we had the time or 
energy available for that. So we decided that the different regions should - 
contact any agencies they saw fit to contact. The result is that while most. — 
regions restricted themselves to clinics of the classical orthopsychiatric < 
definition, some of them included many other agencies as well. So we have a - 
geographical bias as to the sample of agencies contacted; and since we hear A 
so much about geographical differences in our work, this bias works against - 
the degree to which we can rely on our answers. 1 

There is another problem of sampling in our work thus far, and the effects — 
of this one are very difficult to evaluate: we have no idea how the size of an — 
organization and its location in the community may determine what happens - 
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in its operations. True, we do have examples of enormous clinics and small, 
part-time clinics, and we have examples of clinics in metropolitan areas close 
to teaching and professional organizations, and others in relatively rural 
areas where the staff is professionally isolated, But we have not selected 
representative numbers of each of these in comparison to the distribution of 
all clinics in the country. Neither have we set up our study so we could tell 
what effects these factors might have on our findings. 

Now the second major difficulty, the questionnaire method. This, too, was 
a matter of choice at the outset: we decided deliberately and with consider- 
able trepidation to use the questionnaire method of data collection. Now 
we knew in advance that questionnaires are no substitute for personal inter- 
views with respondents. It was again because no one had the time available 
to visit agencies for a survey which was, in the beginning stages at least, in- 
formal and question-seeking rather than answer-seeking. But now that we're 
thinking—or at least I’m thinking—that we should get more formal and 
systematic about our search for information, maybe we should go to attitude 
research and see what the thinking and experience of questionnaires os. 
personal interviews has been. 

You may be surprised that I speak of our study as an attitude study. I do 
it for this reason: with some very notable exceptions, the agencies wrote in 
their answers to our questionnaire what their official policies or attitudes 
were about how psychotherapy should be done and who should do it. I say 
this chiefly because of the brevity of most of the responses in the Washing- 
ton-Baltimore area. Without looking into case records no clinic could know 
what had really gone on in its operations. The staff might spend a good deal 
of time thinking through the questionnaire items, but still what it would 
write down would be its official policy or attitude toward the issues under 
question. They might have every intention of carrying out these policies to 
the letter in every case. But without actually looking at the case records 
they could never know if they really did carry out their intentions. Let me 
give you two examples which came up in different connections. 

A small clinic of the child guidance type had an official policy about its in- 
take, that in general it would see children and whatever parents it could en- 
tice in relation to each child's treatment. At the same time it was recognized 
that there were not enough therapeutic hours among all the professionals in 
the community to take care of the needs of all the adults who sought treat- 
ment. So the clinic decided that in rare emergencies it would see an adult 
without a child. In filling out some official statistical records one year, the 
tabulator decided just for fun to see how many of these non-child-related 
adults had been seen over a number of years. It turned out that a little over 
half the adults treated were in this category. The staff was shocked. What 
had happened to their policy? 
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My other example comes from a clinic in another part of the country. 
They found something just as unnerving. The policy they looked into was 
one of the relation of the clinic to outside community agencies which re- 
ferred cases for treatment. The clinic saw, as a valuable educational function, 
keeping in contact with these agencies during the entire course of treatment. 
The referring agency would then be better informed as to what had hap- 
pened and what they could do when the case was referred back to them after 
treatment. A member of the clinic staff once wondered if they should check 
into the way this policy had been carried out, to see if it was feasible or de- 
sirable to continue it. The staff replied that they didn’t think it was neces- 
sary to look at the records, since they knew they were conscientious—they 
slipped up, they felt, in 10 to 15 per cent of the cases because of extraneous 
circumstances, but certainly not more than that. But the check was carried 
out anyway. The case records showed that the staff had slipped up in about ^ 
65 per cent of the cases. "These are not isolated examples—and they aren't 
even examples where one would expect distortions to occur, such as in rela- 
tion to touchy interprofessional issues. 

Here, of course, we have the problem which has plagued attitude re- 
searchers ever since this sort of work began, namely, What is the relation- 
ship between attitudes and behavior? If this problem has a ring of familiarity, 
there is good reason. It is like the question of the relationship between a pa- 
tient’s report of his involvements with important people in his life and his 
actual behavior with those people; or of the relationship between one’s 
choice of presidential candidate a month before the election and one’s 
actual vote after the final whirl of the campaign. There are always contin- 
gencies forced upon a respondent by the outside world which at any given 
moment make the most soul-searching formulation of attitudes out of date. 
Further, the attitudes being asked about are never the sole determiners of 
any behavior—in some cases the attitude researchers may unwittingly be 
asking completely irrelevant questions. 1 

To get down to cases, let’s take the survey conducted by the Membership 
Study Committee a decade ago. Recall that they were studying the concept 
of “coordinated services” of the three clinic professions. Remember, t00, 
that 327 organizations responded completely enough for inclusion in the 
tabulations. Of these, 240 reported that they employed all three types of 
professional personnel. Fully 235 of these reported that they considered 
their operation as using coordinated services of these professions. In trying 
to describe how this coordination was carried out, however, the agencies 
could not specify their ideas. The authors of the report conclude that “itis 
obvious from these data that there are no uniform concepts of coordinat 
services among psychiatric organizations.” 

So far it looked as though the agencies were against sin, but didn’t have 
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any very clear notion as to the nature of sin. Here is where the visits to the 
43 organizations paid off. The visitors found that the concept of “coordi- 
nated services" was not meaningless, but rather had different meanings, and 
these differences depended on types of over-all philosophy which are hard 
to state in a questionnaire. In general there were two of these philosophies: 
coordination on the basis of availability of the three professions providing 
rather separate services, and coordination on the basis of “interchange of 
professional counsel, advice or information between members of different 
professions. . . ." In the latter case there seemed to be about three ways of 
carrying out the interchange: “‘collateral,” where the psychologists and 
social workers perform separate, service functions subordinate to the psy- 
chiatrist, who carries out the treatment function; "collaboration," where the 
services of the three professions are well defined but not at all separate, and 
they participate not only in the planning for each case, but also in the de- 
velopment of the organization program and policy; "integrated," where 
there is both overlap and specialization in services performed by the three 
professions, flexibly arranged so that there are many possible combinations 
of the different skills depending on the needs of the patient or other com- 
munity service being rendered. 

I don't want to go into the details of how the three professions operate 
under these three general ways of carrying out interchange of services— 
these are very admirably presented in the 1950 report. But I do want to 
emphasize this: the fact that there are these different philosophies and their 
attendant behaviors came out of visits to 43 agencies, and did not appear in 
the analysis of the considerably larger number of questionnaires. 

Now that I have talked about our survey and what I think are its limita- 
tions in getting the information we started out to get, let me tell you what I 
think we can do about it in the future. I said that we should do more sys- 
tematic sampling of agencies in any further surveying, that we should visit 
these agencies and look at their records with them. These are enormous tasks 
and their solutions cover the whole field of survey methods. Since none of us 
on the Psychotherapy Committee has been trained in survey methods, I 
recommend that we hire someone who has been so trained. This would be an 
expensive job, certainly well beyond the budget of the Membership Study 
Committee's survey of the forties. I think it will make more sense to talk 
about the ways it can be financed after I have told you what steps such a 
survey would involve. 

First will come the preliminary planning between us and the people who 
might do the surveying. We have to know pretty specifically what questions 
we want to ask of a survey, since the form of the questions will determine 
what steps have to be taken to answer them. Suppose, for example, that we 
ask who does psychotherapy in clinics. A fairly economical procedure could 
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be instituted to answer such a question with such breakdowns as the sam- 
pling would allow: in such-and-such type of clinic of specified size and per- 
sonnel, for example, only one profession does psychotherapy, whereas in this 
other type, other professions join in the task. But from data to produce these 
answers, we could not expect to find out the circumstances under which psy- 
chologists do psychotherapy without supervision, Or the qualifications set 
for social workers to treat children. True, we might get hints from passing 
remarks heard in a few clinics which bear on these problems, but these would 
be anecdotes without any sampling, and we would be right back where we 
started. So first we must formulate our questions. 

Next we have to know what clinics or other agencies we want to study. 
Should we consider only those which conform to the “orthopsychiatric 
team” approach, or should we broaden our base to make our survey more 
broadly useful? No doubt we would like to be helpful to groups other than 
our own Association, but the numbers become enormous, and we may run 
out of money before our good Samaritan wishes can be satisfied. The Na- 
tional Institute of Mental Health conducted a survey of professional staff of 
psychiatric outpatient clinics as of 1954. These were defined as “outpatient 
psychiatric clinics where a psychiatrist is in attendance at regularly sched- 
uled hours and takes the medical responsibility for all patients in the clinic, 
or where there is a budgeted but temporarily vacant position for a psychia- 
trist." The survey included every known organization of this sort, and the 
total was 1,234. Of these, 850 employed all three professions. If we wanted 
to include a wider range of facilities we would run into difficulty in learning 
about the agencies, since reporting systems are not standard, and we would 


still have to decide what to include and what not to include. Some types of 


agencies would be easy to find out about—those affiliated with the Family 
Service Association of America, for example. But not all of us—nor all 
family service agencies, for that matter—would agree that these should be 
included in a study of psychotherapy. In my opinion, we should stick to 
clinics whose definitions leave us in no doubt for our main data, and include 
a few others for exploratory purposes. School clinics, counseling services in 
universities, and family agencies should be among those included, if only to 
B s in how many of these any sort of team approach to psychotherapy 
8. 

Having made these first decisions, the preliminary planning is over and 
the survey proper takes over. The first job of the surveyors is to tackle the 
problem of sampling. The report of the NIMH survey gives us excellent dat@ 
on clinics throughout the country, broken down into the sorts of distribu- 
tions that are useful to survey sampling: auspices, clientele, size of clinics; 
staff composition and man-hours, geographical distribution, urban-rur 
distribution, training activities. There were 850 clinics employing all three 
professions in 1954, and the numbers rise apace—60 per cent of all clinics 
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opened after the National Mental Health Act of 1946. On what basis could 
we make up a representative sample? If one were to try to take account of 
all the variables I just listed, a large sample would be necessary to ensure 
representation. But some of the variables are probably much more impor- 
tant to our study than others. I would imagine, for example, that the clientele 
and man-hours per profession variables would have far more effect on who 
does psychotherapy than the auspices of a clinic. That would mean that the 
sample might be smaller. I understand from people at NIMH who have 
visited a great many clinics that the variations from one to the next, espe- 
cially around the issues of psychotherapy, are tremendous. This means that 
we should perhaps choose a few very important variables within which to 

sample clinics and get a larger number within each type. An estimate of 
numbers at this time is foolhardy, but I'll make one anyway: if the sampling 

is good we should be able to learn what we need to know about psychother- 

apy and other clinic operations by intensive study of 30 to 50 clinics. 

Having decided on a proper sample, the next problem would be how to 
get the data. My strong recommendation is that the clinics be visited and 
that clinic records be examined. These visits will have to be carefully pre- 
pared for in advance. Most survey interviewers use some sort of interview 
schedule. These may vary from specific questions with multiple choice 
answers to be read out loud to the respondent, to broad outlines of what is 
to be covered. I would imagine that for our job the latter course would be 
followed. Such an outline serves much the same function as a case history 
outline for studying a patient. It ensures that all the relevant ground is 
covered, all the relevant people are interviewed, and the like. Clinics might 
be asked in advance to look at the case records of the last 50 or so intakes 
and tabulate a few things like which staff members saw each case and for 
what reasons, and whatever else the survey wants to ask. Staff members 
might be asked to look at their calendars to see how many actual hours of 
supervision they had had and from whom in the last so-and-so many months. 
The survey staff would, of course, offer to help with this tedious work, since 
very few clinics can afford that much time. 

The visits themselves would be carefully and tactfully arranged. In some 
areas it will be possible to make a brief preliminary visit to explain the 
nature of the study, but for the most part, correspondence and telephone 
calls will suffice. I should imagine that the visits would last at least a full day 
for most clinics, so the arrangements would be made far enough in advance 
for the different staff members to set aside time for the field workers. It 
would make rapport easier to establish if the visitors have had experience 
working in clinics and know the language and procedures. I would have 
thought that we should have to be concerned with the possibility that a few 
clinics might refuse to participate, or be reluctant and give very little useful 
information. But this doesn't seem to be a realistic fear in the light of the 
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Membership Study Committee’s survey: they don’t report any difficulty in 
getting cooperation. 

Analysis of the data is another step where training in survey methods is 
invaluable. Though survey researchers are modest about their accomplish- 
ments, the fact remains that there is a body of knowledge about how to 
separate fact from fantasy in analyzing survey data, and about how to know 
which findings can be generalized and which cannot. This sort of know-how, 
along with what I talked about before, of course, is what makes survey Te 
searchers worth their fee. 

Speaking of fees, how would we pay for this large job? I see the whole 


thing divided neatly into two phases, the preliminary planning and the — 


survey proper. The first phase involves decisions which only we can make— 
after all, it consists of our making up our minds about what questions we 
want to ask and whom we want to ask them of. It will require consultation 
with survey people, who can help us formulate questions, but most of it has 
to be done by us. Such expenses as these preliminaries might incur, I feel, 
should be borne by the Association. The survey itself is another matter. It 
will have wide implications for mental health fields in general, and I feel it 
would be quite appropriate for us to request a research grant for support of 
this work. The results of the first planning stage would supply ample ma- 
terial for making a sound, detailed proposal for such a request. With such a 
solidly conceived and soundly carried out survey, the results can really be 
relied upon and taken seriously in future planning. j 

What future plans? I should like to mention only the implications for 
training in our professions. Suppose it turned out that social workers were 
doing more direct treatment of children than anyone has suspected: those 
many schools of social work which offer very little training in this area 
would be very much embarrassed by such a trend. Suppose it were found 


that psychologists were doing most of the consultation with schools: in most 

universities where psychologists are trained the chief contact with schools - 
has been to find a source of normal subjects for comparison with patient - 
groups. Or suppose that psychiatrists were having less and less direct contact i 


with patients and more of their time were being used in a consultative 


capacity: certainly they would then need more systematic training in à 


wider variety of techniques and treatment settings than most psychiatric 


training centers have given in the past. 


The findings of a survey about psychotherapy in orthopsychiatric clinics) - 


then, would have widespread interest not on 


fessi ; ly to our organization, but to 
the professions which our members represent. This interest, of course, 1$ E. 


interest in the long run, and it would be well if it could be served with data 
which can be taken seriously. The time has passed when hunches, hearsay 
and opinion about orthopsychiatric practice can suffice. 


PROBLEMS IN THE TEAM TREATMENT OF 
ADULTS IN STATE MENTAL HOSPITALS 


PANEL, 1958 


1, THE HISTORICAL TRADITIONS OF THE STATE HOSPITAL AS A 
FORCE OF RESISTANCE TO THE TEAM 


JULES D. HOLZBERG, Px.D., Chairman 
Director of Psychological Laboratories, Connecticut State Hospital, Middletown, Connecticut 


TATE mental hospitals are one of society’s major investments in mental 

health. One need not emphasize the number of patients involved, the 
numbers of professional and nonprofessional personnel required, the operat- 
ing expenses as well as the capital investments, in order to register the human 
and economic investment on the part of society in the state mental hospital 
as an instrumentality for mental health. 

While stressing this significance of the state mental hospital, one must also 
recognize the expressed concern that our state mental hospitals are not ful- 
filling the mission charged to them by society. Although this concern reached 
its height during and immediately after World War II, when interest in the 
discharged psychiatric veteran compelled a more perceptive evaluation of 
the state mental hospital as the recipient of the psychiatric casualties 
amongst the sons and daughters of democracy’s effort, the concern is never- 
theless still present that state mental hospitals are not attaining the rich 
potential that is inherent in their appropriate utilization. 

On the assumption that the state hospital’s potential for contribution to 
the community’s mental health program can be more readily attained 
through the effective utilization of the “team” principle, this panel has been 
organized to examine the problems surrounding the effective integration of 
the team into the state hospital! To those who, like myself, have been re- 
cruited for state hospital service from clinic settings, there is a striking con- 
trast in the degree of devotion to the principle of the “team” in treatment in 
the state hospital as compared to the clinic, and in the extent to which the 
team concept is successfully integrated into the philosophy and practice of 
the state mental hospital. I am aware that considerable lip service is given 
to the principle of the team approach in state hospitals, but I am equally 
aware that this has not become a guide to action in the state hospital, and 
that the members of the so-called “team” have themselves continued to 
perpetuate the myth that the team is functionally integrated when in reality 
this is an objective yet to be realized. What is frequently encountered is that 

1 It is recognized and accepted by the writer that the solution to the state hospital's many problems 


does not lie exclusively in the “team.” What is assumed is that problems of more effective understanding 
and sreatment of patients can be resolved through the “team” principle. 
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many disciplines are represented in the state hospital, but being housed 
together under the same roof does not in itself constitute a team. Hospitals 
may talk of the team, in the same way that individuals espouse morality 
and humanitarianism, but this merely indicates that the team principle has 
earned contemporary respectability and community support. 
We are attempting to examine this problem in this panel by assembling 
a team of participants, who have been selected because they represent 
differing disciplines and have had experiences in different hospital settings. 
We recognize that this problem, to be completely understood, must be 
viewed through the eyes of more than a single discipline or of several dis- 
ciplines operating in a particular hospital. Our participants include a psy- 
chiatrist, a psychiatric social worker, a psychiatric nurse, a social scientist 2 
and a psychologist. 
By way of concluding my preliminary remarks, I might comment that it : 
is appropriate that this subject has found its way into the program of the © 
American Orthopsychiatric Association. While the Association itself, in 
terms of its program and publications, has shown much greater concern and - 
interest in the work of clinics in the rendering of services to children, the 
- uniqueness of orthopsychiatry as an institution remains in its devotion to 
the principle of the team in the processes of effectively understanding and — 
treating people, of all ages and in all types of settings. gi 


THE ORIGINS AND MEANING OF THE TEAM 


, Perhaps no concept in mental health activity is subject to more am- 
biguity and disagreement than is the concept of the team, and our panel will — 
undoubtedly reflect this ambiguity and disagreement. In fact, there is little 
doubt in my mind that this very ambiguity of concept may be playing 4 sig- 
nificant role in the central problem with which we are concerned, namely, the - 
failure to effectively integrate the team in state hospital treatment. As you 
may know, the word team is an Anglo-Saxon word which originally referred — 
to offspring, family, or progeny. This is a meaning that has gone out 
usage. Team has more recently been used to describe animals moving 
gether, beasts harnessed to the same vehicle, and, most recently of all, ha 
come to describe a number of people associated together or a group € 
people each completing one set of operations as part of a total project. 
historical derivation of the term is not too greatly at variance with the 
cept of the team in mental health work as it has come to be understood 
group of professionally and scientifically trained people brought together o 
a common goal, namely, understanding and treatment of a patient, 
each individual of the team contributing uniquely from his own backgro 
of training and experience toward that common goal. In its historical 
velopment, the mental health team has consisted of the psychiatrist, tie 
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psychologist and the social worker, although in more recent years there has 
been increasing recognition that other professionally and scientifically. 
trained disciplines can participate and are participating in this team process 
of understanding and treatment. 

The basic assumption underlying the development of the clinic team in 
practice was the recognition that man was not merely a biological organism, 


nor merely a psychic entity, nor merely a concatenation of social variables, — 


but rather, that he was all of these and much more, and, in order to be 
understood, had to be comprehended in terms of the interaction of a host of 
biological, psychological, social, and many other forces. The clinic team 
emerged out of the recognition that man was thus too complex to be fully 
understood through the eyes of a single discipline, let alone through the eyes 
of a single individual. Hence, the development of the team as a vehicle for 
integrating multiple understandings for the benefit of patient treatment. 

State hospitals have utilized teams, perhaps from their very inception. 
However, these have been teams of individuals who were in one way or an- 
other members of the medical discipline or derivatives of it—psychiatrist, 
nurse, attendant. It is only in more recent years that the team as it was 
identified in the clinic has come to be recognized for its potential contribu- 
tions to state hospital practice. This is the interdisciplinary team, involving 
the integration of medical and nonmedical disciplines, and it is the nature 
and problems of this interdisciplinary clinical team with which I am con- 
cerned. 


Historica, DEVELOPMENT OF THE State HOSPITAL AND 
Irs Imptications FOR TEAM PRACTICE 


The assumption already stated which underlies the introduction of the 
team as a vehicle for patient understanding and treatment in the clinic 
seems as valid today as it was at its inception. While our knowledge of be- 
havior and of the forces influencing behavior has grown considerably since 
the early development of the team concept in mental health, this very 
growth of understanding has further emphasized the deep complexity of 
man and the extraordinarily complex forces interacting with him and within 
him, Thus, our advances in the understanding of human behavior have, 


rather than minimizing the importance of the team concept, actually rein- — 


forced it, but in spite of this the team approach to patient understanding 
and treatment seems to be poorly integrated into the state hospital. 

The problem that we propose to deal with is complex, and each of the 
panel will examine it in the light of his or her particular orientation and 
background of experience. It is my intention to view the problem of the 
team in the state mental hospital from the point of view of the historical 
background of the state institution and what this historical background may 
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help us to understand in assessing the problem of team function in the state 
hospital. There is great danger in any analysis of this type that the anal- 
ysand may overgeneralize from relatively minor cues. I am certain that the 
panel will demonstrate one value of the team by serving as a corrective for 
such distortion. 

Social historians as well as psychiatrists have registered the observation 
that hospitals in general, and state mental hospitals in particular, have had 
a long tradition of authoritarianism (4, 6). I wish to make clear the distinc- 
tion between authority as the legally and socially sanctioned power to make 
decisions, and authoritarianism as an arbitrary method of decision-making. 
My concern in this paper is exclusively with the latter—the process of mak- 
ing decisions—and not with the exercise of authority. Some of my colleagues 
have suggested that terms like "authoritarianism" are not capable of 
scientific, operational definition and are too loaded emotionally. "Therefore, 
they feel such terms should be avoided in discussions such as this. I have 
tried to discover another term that might be more satisfactory to them, but 
have been unable to find one that conveys the appropriate conceptual and 
emotional significance. Consequently, I have given up this euphemistic 
search. 

There must be recognition that state hospitals have undergone (and are 
continuing to undergo) changes with regard to the problem of authori- 
tarianism over the past two decades, particularly since an aroused com- 
munity, stimulated by some popular writers since World War II, has begun 
to pry open the physical and psychological doors of state hospitals, and. 
permit the breath of contemporary democratic values to permeate this in- 
stitution. This is not meant to imply that all state institutions are infested - 
with the same degree of authoritarianism, or to deny that some may have 
by this time successfully removed this historical tradition in terms of its 
contemporary effects. What is being emphasized is that to a greater or lesser 
degree this recent history of state institutions inevitably influences, in direct 
or indirect ways, the functioning of the state hospital. This may take many 
forms, from extreme and open despotism, to the more benign, benevolent 
paternalism, but the differences conceal the basic underlying identity of the 
decision-making process. What may be even worse is the shifting from d 
potism to paternalism, an inconsistency which may create real problems in 
the learning of roles by professional staff. 

: It is this factor of lingering authoritarianism in its many forms that I 
lieve plays a significant role in inhibiting the complete integration of t 
practice as we have known it in the clinic. Mental health teams as th 
have been organized in the clinic have consisted of members of independ 
disciplines brought together in an equalitarian atmosphere of respect for 


~~ 
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each other's disciplines and their potential contribution to the problems of 
understanding and treating patients. 

Some years ago, the Group for the Advancement of Psychiatry published 
its definition of a team, and I believe it is worthy of repetition here: 


The idea is rather that of a coordinating administrative principle, whereby a number 
of disciplines may work together toward common professional objectives, with their 
own special professional objectives, with their own special professional status, distinc- 
tion or contribution. This idea requires the minimizing of hierarchy and of strivings for 
power and prestige; it means the protection of human dignity of staff members, as well 
as patients; the participation of all staff members in decisions affecting policy, practice 
standards and working conditions; and the provision of opportunity for the continuous 
development of the professional understanding and skill of the staff, in the interests of 
patients (5). 


This is not to suggest that all clinical teams must have a fixed personality. 
On the contrary, I recognize that each team will have a personality of its 
own, based on the individuals composing the team. What they will, or 
should, have in common are these qualities of common objective, distinctive 
contributions by each discipline, the minimizing of hierarchy, protection of 
dignity of team members, and participation in decisions on policies and 
practices. 

In describing these values, I am not suggesting that there is no need for 


“leadership. This would be tantamount to recommending anarchy. It is my 


thesis that because of the tradition of authoritarianism in state hospitals, 
the leadership of the team is more likely to bring into the team the authori- 
tarian influence of the state hospital background. This is especially so be- 
cause the leaders of teams in state mental hospitals have most usually had 
no experience in a team except that gained in state hospital practice. Thus, 
there has been no opportunity for training in the assumption of the role of 


~ democratic leader. 


A second consequence of this authoritarian history which I believe has 
relevance for the understanding of the difficulties in team practice is related 
to the fact that the mental health team has traditionally been a “thinking” 
team; i.e., it is concerned with understanding and conceptualizing the pa- 
tient in terms of his problems, needs, conflicts, etc., and the implications of 
these for his treatment. This is not to minimize the importance of the team 
in “doing,” i.e., in treatment, but clearly the latter is based primarily on this 
"thinking through" process. The attitude implicit in authoritarianism, how- 
ever, is that the leader does the thinking, on which others act. This un- 
fortunate consequence of the authoritarian attitude leads to a disdain for 
team "'thinking" as an essential process in patient understanding and in fact 
may frequently manifest itself in attitudes of anti-intellectualism where 
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personnel policy is geared to avoid the selection of the professional perso 
who “thinks too much” and by such thinking becomes undesirable. 


limited to three professional staff members, the team in the mental hospit 
frequently requires the involvement of many more disciplines. In additi 1 
to the psychiatrist, psychologist, social worker nucleus, there are nurses, at- 
tendants, occupational therapists, group Workers, recreation workers, etc; 
This fact, together with another, namely, that the patient load for a team in 


of this historical tradition seems to be also 


eam concept began to be introduced into the 
€ Program, in contrast, the concept of the 
quite early in its development. It is always 
operational procedures to displace older ones 
part of a beginning organization. This, I be- 


ty with regard to change, particularly where 


» the state hospital was an ongoing institu- 


uthoritarian Structures, which are more likely ` 


r 
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such change touches the very core of the authoritarian System and the team 
principle is a significant break with the authoritarian tradition in the state 
hospital. 


CoNcLusroNs 


The foregoing remarks should not be interpreted as meaning that the 
authoritarian tradition affects only the leadership of the mental health 
team. On the contrary, it may be far more significant that we understand 


effects of frustration in the team. It is not infrequent that there follows the 
development of "paranoid" beliefs on the part of individual team members 


One lack seems quite apparent in achieving this. The preparation for team 
performance is today too haphazard and chaotic. There must be Systematic 
training for the various Professional disciplines involved that will train 
them not only for roles as psychiatrists, psychologists, social Workers, etc., 


Scientific basis for evaluation and criticism of the mental hospital (1, 3, 7). 
Research directed toward evaluating how different teams can be organized 
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and their relative effectiveness in patient treatment seems one logical next- 
step in social science research now being extended and contemplated on 
mental hospitals. Perhaps even more basic, can research be directed toward 
assessing the validity of the assumptions underlying the team principle? 
There are some who have always maintained that the team was unnecessary 
and that those who clamor for it, do so out of personal motivation, such asa 
desire to assume power, rather than out of concern for the patient. It would 
be my hope that orthopsychiatry would play an active role in sponsoring 
such research on the assumptions underlying team functions. 
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2. POSSIBLE EFFECTS OF THE INTRODUCTION OF TEAM TREATMENT 
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T. GLYNE WILLIAMS, M.D, 
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UMAN beings cooperate one with another on the assumption that 

they can accomplish collectively what they cannot separately. Small 
organized groups with specific or limited goals are sometimes referre i to as 
"teams." Membership in the team may be either fixed and constani or on 
an ad hoc committee basis. Our panel might be considered in this latter 
category. Our team's specific goal is to increase our understanding of treat- 
ment problems in our state hospitals. 

All teams are dependent upon leadership for integration. The formal, des- 
ignated leader may hold his position by reason of his competence, initiative, 
prestige, political influence, seniority, professional status or ability to 
verbalize the group's mind. In addition, there may be an informal leader, 
who supports the avowed goal, or may give lip service to it, and lead the 
group toward entirely different goals. Leadership functions may also shift to 
. Some extent from member to member, based upon the competence of each 
“in certain areas. 

For a moment, let us turn our attention to the "cold war" man. Many 
Words have been used to characterize this species: conformist, bureaucrat, 
anti-intellectual, anti-leader, equalitarian, etc. He is always ready to join a 
“crusade against authoritarian ism.” He preaches group cohesion, the group's 
infallibility and uniformity of behavior and belief, yet he worships at the 
Shrine of Individualism. His verbal pantheon is extensively filled with 
greater and lesser deities, among them such words as Democracy. Arbitrary 
decisions made by individuals are authoritarian and therefore evil. Only 
decisions made by group consensus are acceptable. Physical force should not 
be used as an instrument of social control. Instead of pushing people they 
are to be manipulated by pushing ideas— "education," advertising, even 
brainwashing, 

All groups have some kind of status and power system. This system may 
either be formed by interaction among members or prescribed by society. 
The prescribed status system may not be acceptable to some members of the 
.  Broup, with the result that the team is rendered ineffective by the struggle to 
establish a new “pecking order.” Collaboration may also be extremely dif- 
ficult if there are vast differences in status between team members. 
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In order for any team to function effectively it must share responsibility 
in keeping with some plan for a physiological division of labor. Such coopera- 
tion in the hospital treatment team is complicated by the fact that society 
has designated the physician as almost solely responsible for the patient. 
Any physician in the team is expected to be the leader and to have the privi- 
lege of delegation. If he can fulfill the leadership role, all is well. However, 
many physicians have not yet had the administrative training and experi- 
ence to fit them for this role. 

A team member may withdraw from full participation and fall back upon 
his own professional group to preserve the inflated notion of his own impor- 
tance by sharing in his profession’s narcissistic image of itself. In this way, 
he fails to acquire an appreciation for the skills and knowledge of other disci- 
plines and thus loses much of his effectiveness as a cooperating member of 
the team. 

Traditionally in orthopsychiatry, “team” has stood for the child guidance 
trinity of psychiatrist, social worker and psychologist. The hospital treat- 


patients. This does not mean they would share treatment responsibility 
equally. The extent of each member’s responsibility might vary from time to 
time depending upon the treatment plan decided on by the team in each 
case. In many instances some members would play very little role in the 


icipation at team conferences. 


sionals to provide services to a patient that any one of them singly could not 
do. The hospital director may feel this is the approach which has been used 
all the time, and boast that he has the most wonderful assistants right at the 
doctor's elbow to do his bidding. Many will insist that the concept is only 
applicable to a clinic setting; and a few individuals are sick and tired of hear- 
ing about the team and would like to outlaw the term. 

: d nt recent developments in psychiatric treatment 
is the rediscovery of “moral treatment.” It has been revived under such 
terms as “milieu therapy” and “the therapeutic community.” The ideal 
state asylum of 1850 was a self-sufficient little community which offered a 
haven for “wandering spirits.” The superintendent represented the noblest 
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this would reduce the institution's therapeutic effect. Staff and patients 
lived, worked and ate together, as though every person were a worth-while 
human being. The great humanitarian walked among his "children," lis- 
tening, giving counsel and ministering to their needs. The staff had a moral 
responsibility to work, to control unacceptable behavior, and to help each 
other. By 1870, much of this had changed and the asylums were well on their 
way to becoming great human storehouses. 

Today one finds many dedicated hospital psychiatrists, with hundreds of 
patients, who try to have a personal interest in each patient very much as the 
moral therapists did in their day, Times have changed but relatives, courts, 


terest is possible. To preserve this myth, they often make tremendous per- 
sonal sacrifices. Failure to live up to the ideal leads to withdrawal, preoccupa- 
tion with administrative details, lack of faith in recoverability, and pessi- 
mistic custodial attitudes. 

Too frequently the state hospital is painted as all black. Many have 
Written it off as not salvageable. Its troubles are usually attributed to in- 
competent unimaginative leadership, overcrowding, deficient budgets, 
shortage of personnel, influx of “undesirable” patients (such as seniles), and 
Public indifference, if not downright hostility. The stereotype of the state 
hospital is that it is an unchanging paternalistic society possessing a rigid 
caste system. Isolation, inactivity, apathy, pessimism and “mutual with- 
drawal” usually complete the picture, But there is another side to the story. 
It is often forgotten that state hospitals take care of almost all of our recog- 

= RZed mentally ill persons, and that even against terrific odds they are 
Successfully rehabilitating an increasing number of those admitted, The 
- Public has in recent years shown more interest than ever before in its mental 
hospitals, More and better trained people are being added to staffs. New 
orms of physical treatment and the influx of other disciplines with fresh 
Viewpoints have resulted in a surge of optimism. Research and training are 
Teceiving added attention. 


hat 
ward setting? Would it provide a more secure and consistent interpersonal 


lost in the crowd? It is possible for one to see a patient every day and still 
F TOW very little about him. Working in a team would assure some communi- 


4nd stimulation which members derive from group participation should 
- 9Ppose the tendency toward “mutual withdrawal," 

F E. gopsntiy, a patient has no staff member to call his own. Even the 
EE Gant is not his since he is largely just custodian for the ward. He may 


conception of a firm but kind father. His authority and integrity were never 1 
questioned. He refused to accept more than 250 patients since he felt that 


advantage would the treatment team have in the state hospital | j 


Cation regarding him and compel some evaluation of his care. The support | 


and sometimes the doctors themselves hang on to the myth that such in- 


p environment for the patient? Would it help protect patients from getting — 


98 PANEL: TEAM TREATMENT IN STATE MENTAL HOSPITALS 


be fortunate enough to have personally assigned to him a doctor and/or 
social worker if he is on the admission service. It stands to reason that the 
patient’s feelings of security and self-esteem would be enhanced if he could 
speak of his doctor, his psychologist, his social worker, his nurse, etc. Should 
one of these leave, he would still have someone upon whom to depend. It is 
a well-known fact that it is virtually impossible to do intensive psychother- 
apy with disturbed schizophrenics without having “helpers.” 

A treatment team can perform three important functions: surveying, 
planning and rendering service. Surveying means studying each case to get 
necessary information to use for making decisions regarding treatment 
and/or disposition. Resurveying cases regularly is a control measure to 
check on the team’s judgments and performance and to alter treatment 
plans accordingly. Planning means formulating a treatment plan, using re- 
sults of the survey. In some cases transfer of the patient or referral elsewhere 
is indicated. Rendering service means essentially executing the treatment 
plan. Along lines of physiological division of labor each team member in his 
assigned role assists the patient toward recovery. 

There are many reasons why teams are likely to fail. Certainly hospital 
administration must accept, understand and support the idea. Persons 
holding power by virtue of their position in the administrative hierarchy 
may make arbitrary decisions regarding patients without consulting the 
team. The team having authority in name only tends to expend its energy 
talking and fighting instead of working with patients. Teams are only as 
good as their leadership. To function adequately the leader must possess 
supervisory skills, technical knowledge of his own field, and some awareness 
of contributions that other disciplines can make. Often there is a failure to 
include on the team persons who are the most important to the patient. 
Without anyone’s realizing it, some team members, particularly those with 
lesser status, may continue to operate in their traditional manner. For ex- 
ample, nursing personnel may continue to report observations of patients 
and carry out orders but take no direct part in decision-making. Teams are 
generally more efficient if all their patients reside in the same nursing unit- 

The introduction of teams into a hospital threatens the existing social 
structure. Department heads may fear that they will lose supervisory con- 
trol over their people. Certain ones accustomed to taking things directly to 
higher echelon supervisors may resent having to deal with team members 
with less status. 

‘ A poorly integrated and conflict-ridden team can have the same disturb- 
ing effect upon a patient as its individual therapist counterpart. Disagree- 
ment between staff members, if not worked out openly within the team, iS 
often transplanted into intrapsychic conflict for the patient. Inadequate 
leadership, struggles for power within the team, and equalitarian laissez- 
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faire attitudes lead to indecision, ineffectiveness and confusion as to who has 
authority. Patients, staff and relatives ask constantly, “To whom does one 
go to get an answer?" 

The director of the hospital and his executive committee must decide 
where each staff member can make his maximum contribution. Too often 
personnel are assigned in traditional Ways or are spread too thin to be effec- 
tive anywhere. It is necessary for some staff persons to be members of 
several teams. Representation of various disciplines on teams is likely to 
vary in different parts of the hospital. For example, on the admission service 
a team might consist of a psychiatrist, a psychologist, occupational thera- 
pist, social worker and nurse. In a chronic section, a team might consist of a 
psychiatrist, a social worker, an industrial therapist and attendants. 

When possible, attendants and hospital industry personnel should partic- 
ipate in the treatment process. Many of them have a great deal to contribute 
if they understand that it is their responsibility to be "therapists." They 
often have closer relationships with patients than the professional staff does. 
By their inclusion in the team, these relationships are supported and scruti- 
nized in such a way that these experiences can be of greater therapeutic 
value to the patient. Ego satisfaction derived from participation in the treat- 
ment process can go a long way toward creating the optimism and interde- 
pendence so necessary to release the maximum therapeutic potential of a 
hospital. 

, Another virtually untapped source of therapeutic assistance is the pa- 
tients themselves, Maxwell Jones has shown us in his "therapeutic commu- 
nity” how it is possible to utilize patients to influence one another toward 
More socially acceptable behavior, Perhaps we should also consider further 
use of relatives and others from the outside community. 

Most of us in the mental health professions assume that the course of 
mental illness may be modified through interpersonal relationships. If this is 
true then the obvious question is: How do we work together so that the pa- 
fent’s interpersonal environment will provide him with a therapeutic 
experience? In large institutions it becomes necessary to arrange people into 
functional units—one such unit could be the treatment team. 

The Nation’s greatest health problem today is mental illness! Should we 
apply a “crash Program" to the conquering of this threat to our security? If 
such should be the decision we must learn how to organize people into coop- 
erative units to get the treatment job done. And treatment will have to 
mean more than new buildings, medicine and physical treatment. Like 

Ose great humanitarians of a century ago, we shall have to assume a moral 
obligation to every patient to see that he is respected as an individual, that 

€ 1s Protected from social deterioration, and that every possible avenue to 

elp him is explored. The community must likewise assume this obligation. 
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3. FUNCTIONS OF THE TEAM IN THE STATE MENTAL HOSPITAL 


MORRIS S. SCHWARTZ, Ps.D.* 
Professor of Human Relations, Brandeis University, Waltham, Massachusetts 


USE the term “team” to refer to a number of persons in the mental hos- 

pital, usually, but not necessarily, from different professions and status 
levels, who carry on regular and continuing transactions with each other. 
These transactions are oriented toward particular patients, groups of pa- 
tients or goals, are a central part of team members’ roles, and occupy a con- 
siderable portion of their time. The team may dissolve after its ends have 
been achieved, or continue and develop new goals. 

When a team emerges in a state mental hospital, it may do so, in part, 
because the social organization of the hospital is deficient in fulfilling its 
therapeutic-rehabilitative purposes. The function of the team might be to 
try to correct, counteract, and cope with certain illness-maintaining proces- 
ses current in the hospital. 

In order to understand this possible function of the team, it may be useful 
to indicate 1) some of the illness-maintaining processes to which the mental 
hospital is susceptible; 2) some influences that contribute to these processes; 
and 3) the possible role the team might play in counteracting or minimizing 
these processes. 

The probability is high that the following themes which characterize the 
large mental hospital contribute to maintaining the patient at his ill level of 
participation. The first of these might be designated as the fragmentation of 
the social structure. This refers to the unorganization, disorganization, or 
lack of fit and coordination between various parts of the hospital. This frag- 
mentation may be evident in the hospital's attempts to maintain itself as an 
ongoing institution or in its attempts to proceed as a therapeutic institution. 
Fragmentation is manifested in the ways in which various wards, services, 
or other subsystems are "split off" from each other; by the failures in com- 
munication and coordination, the “missed opportunities," confusions, and 
fumblings that develop when separate parts of an institutional system move 
separately and operate alongside each other without the necessary and 
appropriate interweaving and synthesis. 

A second theme, closely related to the first, is the isolation and distance 


* Formerly with the Joint Commission on Mental Illness and Health, Cambridge, Massachusetts 
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participants in the mental hospital maintain toward each other. This is 
manifest in the great gap between patients and staff and in the many restric- 
tions, prohibitions, and limitations, formal and informal, that circumscribe 
their relations with each other. It also is manifest in the hierarchical arrange- 
ments, in differential status and prestige among staff members—especially, 
for example, in the relation of attendant to doctor. This kind of social dis- 
tance tends to encourage impersonality, lack of. spontaneity, and caution in 
the transactions between staff members; and condescension, contempt, and 
callousness of staff in their relations with patients. 

A third theme is the apathy and inertia that are so characteristic of the 
participants in large mental hospitals—the inability to start or sustain new 
projects or programs, the difficulties in introducing or carrying through dif- 
ferent or unconventional ideas, and the confusion, stalling, and resistance 
that eventuate from trying to introduce actions that are somewhat complex 
or require more than routine effort. These are all components of a hospital 
that is stabilized in its lack of creativity. i 

The final theme is the segmentalization of patients: a patient is “divided” 
among a number of specialists, each of whom caters to a different aspect of 
him. Thus, the psychiatrist, if time permits, is concerned with the patient’s 
psyche, the nurse with his ward living, the attendant with the day-by-day 
minutiae of his activities, the occupational therapist and recreational thera- 
pist with his handicraft or recreational skills, and the social worker (if the 
Patient manages to get near one) with his family or his previous or potential 
relations to the outside. Although the shibboleth is to approach the patient 
“as a whole person,” this is rarely done. Usually, he is “carved” into a num- 
ber of pieces, and around these "'pieces" are developed specialization, pro- 
fessionalization, and vested interests. 

I hope the foregoing remarks will not be construed to mean that any 
Person, group, or profession is responsible for this state of affairs. It is my 
contention that these illness-maintaining processes are primarily a function 
of a large scale organization that cannot plan for, and is not oriented to, 
individual patient needs; that contributions to these processes are made by 
Patients, by staff, and by the organizational nature of the institution. It is 
these contributions that I shall now describe. 

Helping the mental patient is the object and purpose of the institution’s 
effor ts; he is the one who is to be molded and influenced and he is the raison 
d ftre of the institution. But he is not only an “object” of the hospital’s 
Ministrations; he actively helps create the institutional tone. Because pa- 
tents are anxious, withdrawn, disorganized, and have difficulties sustain- 
ing integrated and coherent relations, it is inevitable that they will produce, 
encourage, and construct fragmented social situations, Because the patient’s 
Personality is itself a series of unintegrated fragments; because he has diffi- 
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culty in relating; because he is unmotivated and apathetic; and because his 
actions are partial and goal-direction is difficult to maintain, he will con- 
tribute to the above thema. Because the patient population numerically con- 
stitutes a large and important part of the institution, the nature of patient 
illnesses, characterized in many instances by distance, avoidance, faulty 
communication, and isolating maneuvers, will reflect itself in the ongoing 
social process and will facilitate fragmentation and lack of organization in the 
social structure. 

In part as a response to patients and in part because of their own fear, 
anxieties, and interpersonal difficulties, staff members often reciprocate the 
withdrawal and avoidance transactions of patients. In order to protect their 
own integrity and identity, staff members keep their distance from patients. 
And in order to “keep their place" in the institutional stratification system, 
different status categories show to those above and below them appropriate 
deference or condescension and careful selection of communication mode 
and content. 

Finally, the institution as a social system fosters these illness-maintaining 
processes because its size and complexity of organization tend to encourage 
routinization, the pursuit of institutional maintenance goals rather than 
therapeutic goals, and inertia. It encourages these processes because its form 
of stratification and distribution of power elicit transactions that maintain 
distance between participants; because the division of labor contributes to 
viewing patients as objects and to approaching them in segmental ways. In 
addition, because of tradition or lack of a questioning attitude, a large 
mental hospital may have islands of isolated activities unrelated to each 
other and without meaning for the current situation. The persistence of such 
activities contributes to the lack of institutional organization. 

Thus, patients, staff and institutional context combine to create social 
currents and transactions that exert a noxious influence on patients. The 
above themes, of course, give us only one view of the institution, but it is a 
view that is disquieting; it reveals those aspects of the hospital that we 
should like to change. 

The team might function to mitigate those aspects of hospital operation 
that perpetuate fragmentation, disorganization, apathy, impersonality, dis- 
tance, and segmentalization of patients. The team might fulfill this func- 
tion if it structures coherent and integrated transactions with and around 
patients. This might be achieved if the team itself were a cohesive unit, 
worked in an organized and efficient way, personalized its contact with pa- 
tients, approached them as total human beings instead of as a series of parts, 


and humanized the effect of the institution by relating with patients on 4 
simply human level, 
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4. MUST LABORING TOGETHER BE CALLED “TEAMWORK”? 


HILDEGARD E. PEPLAU, R.N., Ep.D. 
Chairman, Department of Psychiatric Nursing, College of Nursing, Rutgers, 
The State University of New Jersey, Newark 


| fa THE long history of hospital care of psychiatric patients, doctors, 
nurses, social workers, psychologists, various activity therapists, atten- 
dants, and others on the scene, have worked together—in one way or an- 
other—as best they could, to get the immediate work done and to improve 
Services to patients. It is assumed that all of these people are committed, 
individually, through their separate kinds of educational preparation for this 
work, to give services that are presumed to benefit patients. In the early 
days, when hospitals were small, superintendents and nurses sat at table 
With patients. Doctor's rounds have been a prominent device in medical 
history for getting and giving information about patients; nurses and other 
professional persons have participated in these rounds. Staff conferences, 
"morning circle," various committees, and the like are among the other 
devices that have been used. The medical order book, the patient's chart, 
the daily journal—all are devices for back-and-forth communication of in- 
formation about patients. More recently, the informal “coffee break" and 
Staff seminars of various types have become patterns for talking over clinical 
data. Now there is some coercion to formalize another device to facilitate 
communication about patient problems and care; the words “team” and 
“teamwork” are appearing more and more in literature about staffing pat- 
terns and work arrangements in hospitals. For the hospital this is a new idea 
— transplant from clinics and before that from industry and earlier still 
from the field of sports and physical education. I wonder why we need to 
adopt the term “team” to name the device that facilitates communication. 
i The use of “teamwork” in two settings. The word “team” and its correspond- 
ing activities have wide and acceptable use in the field of sports and phys- 
ical education, but there are some major differences between that field and 
€ treatment of patients in a state mental hospital. There are some factors 
at work in the hospital setting which may militate against the word “team” 
as the effective call for the improvements needed in state hospitals. The con- 
cept of “team” may not be the unifying symbol that is needed to develop 
interdependent collaboration among diverse workers to the end that serv- 
Ices to patients shall become more effective. 
€amwork is essential and is often highly developed, so that a consider- 
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able degree of efficiency results, in the playing of certain games—like foot- 
ball. These games require time-limited collective action toward a common 
aim. It is to be noted that this common aim is to win—to beat someone else 
in competition; moreover, there may be other secondary gains such as un- 
usual financial reward for winning. The principal action in the game may be 
based upon a strategy mapped out in advance, it is guided by specific stand- 
ardized rules, it is engineered by a person called "the captain." The action 
is guided by an outside expert, namely, “the coach” (who oversees the cap- 
tain), and it is policed by an “umpire” who is alert to the relation between 
the actions taken and the standardized rules. Individual differences to some 
degree are dealt out in advance by the selection of players who meet certain 
criteria of physical fitness, temperament, and stamina—or by their sub- 
ordination through use in the achievement of the common aim. During the 
game and afterward, the individual actions of each player can be identified 
—separately and in relation to the total team effort; the entire playing can 
be reviewed; the scoring can be studied; the errors can be examined, and the 
like. In the last few minutes of play, particularly, individual performance 
may be required for a team to win and in this case individual differences are 
put to use. The benefits of winning the game accrue to the individual player, 
who often is seen as a hero, for the nature of his performance; but the entire 
team also basks in the glory that may result. 

In the hospital setting, service to patients is the goal shared by all workers 
in these facilities. It is the presumed goal, for I am certain that covert but 
equally strong pulls occur in the direction of personal aggrandizement, status, 
self-treatment, pecuniary rewards, and the like. This service goal is not time 
limited; it pertains to every individual patient and also to that awesome 
backlog of chronic patients who have not yet been helped by the services ren- 
dered to them. Unlike football, there are no standardized rules, no outside 
expert to oversee the “team captain" there are the major problems of per- 
sonnel shortage which often interfere with making time available to map out 
strategy in advance of the services to be given to a particular patient. More- 
over, when a patient is admitted into a hospital, theoretically, the profes- 
sional services go into action—there can be no waiting period until the 
strategy that will do the most good is developed, especially if the hy pothesis 
is sound that the patient's interest in solving his problem is greatest in the 
first 24 hours inside the hospital setting. After this period the treatment 
team can no longer deal with the patient strictly as an individual; it must 
consider the stigmatizing effect of hospitalization, the impact of other pa- 
tients upon him, and it must also deal with the impact of personnel not only 
on the patient as a person but on the views this patient will develop concern- 
ing other professional personnel. 


In the hospital, instead of standardized and inflexible rules (though there 
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may be rigid informal ones) there are policies—broad, general guidelines 
which often are not clearly stated, are subject to various interpretations, and 
which therefore permit a range of actions. The benefits of these actions accrue 
not to the “team” but to the patient; the team members must find their 
satisfaction in fulfillment of the service aim rather than in "winning" per- 
sonally or collectively. It is difficult if not impossible, with rare exceptions, 
to pinpoint the specific actions which were the major factors in the recovery 
of a given patient; and so there are no heroes in this work. Instead of a short 
span of activity leading to possible shared glory there is the day-after-day 
laboring to help a person to understand life as it looks to him—a compli- 
cated, time-consuming task fraught with many difficulties. 

In a sports team there is a captain. This notion requires that leadership 
be seen as a position rather than as a function. For the most part the captain 
calls the plays while the game is in progress. The coach sits on the sidelines 
to see that the captain's decisions are carried out. In hospital work there are 
unlimited possibilities for undermining the directives of a captain or team 
leader; a professional person who is well prepared and knows his “stuff” 
in his own field is not apt to welcome taking on the role of follower. 

Collaboration among professional colleagues in psychiatric work. In profes- 
sional work we-seem to be moving closer toward acceptance of the idea that 
psychiatry, nursing, social work, psychology, and other professions, are in- 
dependent applied disciplines, each with its own unique vehicles which are 
used in relationships with patients in rendering a particular kind of profes- 
sional service. We seem to be moving toward the notion that all of these 
people are or should become colleagues—peers, equals—and that a collabo- 
rative, interdependent working relationship can be evolved. Such collabo- 
ration would require that leadership be viewed as a function, rather than as 
à status position, as it is in a democracy. Such collaboration would require 
the evolution of mutual respect for differences in the pattern of services ren- 
dered individually; it would require laboring together in good faith toward 
the broad but common aim of service to individuals and groups. It would 
require acceptance of the general notion that there may be many ways to 
reach a common goal and that these can be discussed openly, noncompeti- 
tively, with mutual trust and creative interest. It would eventually lead to 
the recognition that while there are distinctive functions in the separate pro- 
fessions, the human relationship of worker to patient is an area of overlap; 
that the responsibility for what goes on in any human relationship is indi- 
vidual responsi bility. It would also lead, eventually, to the use of one another 
for purposes of clarification, validation, and stimulation with respect to clin- 
ical work and the maximizing of the general knowledge of all as a way to 
Improve all services, 

Psychiatric facilities of all types have a long way to go in developing the 
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kind of collaboration just suggested, but I would like to raise the question of 
whether the concept of *team"—with its connotations borrowed from the 
field of sports—will facilitate this development or whether it will coerce in 
the direction of stereotyped conformity. The purposes to be served would be 
a central factor. It seems to me that it makes a difference whether there are 
established teams that meet regularly to recite and collate data, to make 
decisions in advance of face-to-face relationships with patients—to effect a 
unified interlocking approach—or to get the work done; or whether some 
other device was developed on a time-limited basis to accomplish specific 
purposes or to meet emergent needs. These purposes and needs would vary: 
a staff member might want to explore a particular problem; another might 
choose a group to validate inferences drawn from clinical data; another group 
might set out to study the unique and overlapping functions of different 
professional workers who are in some degree of continuous contact with a 
particular group of patients and their families; another mixed group of pro- 
fessional workers might arrange a continuous in-service staff seminar to com- 
pare and maximize the knowledge of the members of the group and in this 
way effect changes in individual services. There needs to be some new title 
—not one borrowed from another field—which would serve as the symbol 
for collaborative group discussion for a variety of reasons. 

Nursing teams as attempts to apply the “team” concept. In nursing practice 
we have applied the “team” concept. There are several authoritative texts 
on the subject and a number of journal articles describing the application 
(1-6). Gregg claims that ward nursing teams are needed to plan care, to do 
research, and to discover and modify social patterns or themes of ward life. 
Hall states that the professional nurse must direct a team of nursing per- 
sonnel and represent them on the total psychiatric team. Black asserts that 
the psychiatric nurse specialist sets the pattern of informed and intelligent 
Participation with the psychiatric team and in guidance of the nursing team. 
: The nursing teams referred to by these experts are comprised of all nurs- 
ing personnel at the ward level—the head nurse, staff nurses, affiliate and 
collegiate student nurses, practical nurses, psychiatric technicians, aides, 
and attendants. The nursing team meets regularly, preferably several times 
a week; it plans for the care of patients, makes assignments to carry out such 
plans, and reviews work done. The head nurse is considered to be the team 


leader; theoretically, she discusses the outstanding difficulties with the **psy- 
chiatric team”—which in practice generally means, with the doctor who 
makes rounds. 


Recently, at Rutgers College of Nursing, 
which teams were set up on six wards in a 
had many of the conditions required for t 
time was allocated for this purpose, 


we conducted a team project in 
state hospital. In our project we 
eam nursing—we had personnel, 
we had the support of medical and nurs- 
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ing service administration, and we had regular ward team conferences and 
a team seminar for all persons involved. Our aim was merely to explore the 
application of the team concept to nursing practice at the ward level. Toa 
considerable extent this effort was felt to be an enlargement of supervision, 
and closer scrutiny of work accomplished by personnel. We had some break- 
down of morale because this implied that work prior to the team project 
had not been entirely staisfactory, but there have been notable improve- 
ments on an individual basis since the project terminated. We met with 
considerable resentment, expressed in terms of: “We have been doing this 
all along,” “This is more time consuming—our way is better,” and the like. 
We concluded that we needed to provide more initial orientation, solve some 
mechanical problems such as reporting, and increase the student time on 
the team wards; that staff development conferences or in-service seminars 
might have been more useful, 

Some questions that need to be raised. Before the team idea is given blanket 
endorsement in state hospital practice there should be some lively discus- 
sion of at least the following questions: 


Who initiates a team? On what basis? 

Are there differences in status in the team—high, intermediate, low—and do these 
differences make for different patterns of participation? 

Does the person with higher status feel a need to “tell”; the person with lower 
status feel a need “to be heard” and yet get approval—how do these two needs inter- 
act? 

Is there a common vocabulary or should the team make a conscious effort to work 
out the meanings of words that it uses to explain clinical observations? 

Should the aim or purpose of the team be stated in advance or should a long period 
of orientation go on during which shared goals are formulated? 

What does the team do with respect to confidentiality of the data? 

Is data shared through reporting and collating or through examination and formula- 
tion of the meaning to develop hypotheses for further observations and to guide actions 
taken? 

Are there different kinds of information held by different members of the team— 
technical knowledge and sociological data about the ward, for example? 

Do the patient and his family have something to do with the team? 

Will the present organizational pattern lend itself very completely to the early de- 
velopment of teams or will it require a massive change in organizational pattern? 

Will teams effect productive changes in services to the same extent that would occur 
if some device was made known to upgrade the current “rugged individualism” that 
Operates in service settings? 

Would there be a wide variety of different kinds of teams and perhaps a coordinator 
to keep track of Scheduling of rooms for meetings, reports, time spent away from pa- 
tients, etc.? 

Are personnel and time available for this effort? 


Conclusions. The idea that the present system of staff operation should be 
replaced or revised to include some type of “team” operation implies that 
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the current method does not supply useful service. Although everyone knows 
this, there are tangible reasons—shortages—which are blamed. The idea 
that what individual workers now do is not useful is intolerable to currently 
employed personnel. If the team focuses on getting the work done, correcting 
errors, doing it better, it can only lead to defensive reactions. If the focus is 
on helping people to grow, then the longer, slower processes of improved 
professional education, individual and group therapy for currently em- 
ployed personnel, and staff development programs might be more produc- 
tive of the desired results. 

Some of the operations of the "team" concept are acceptable, but the title 
is a hackneyed one with connotations which would adversely affect its use 
in state hospitals. 

In the long run, other types of facilities nearer to the community will 
replace state hospitals and this will occur sooner than we think. It might be 
better to initiate thought about creative staffing patterns and methods of 
operation in these new facilities which would circumvent the problems re- 
lated to chronicity of patients—from the standpoint of what we now know of 
sociopsychiatric theory and practice. Such creative outcomes require col- 
laboration among professional colleagues in different but allied disciplines. 
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E word “team” offers such pleasant promise of fellowship and worth 

that any hesitation to embrace a proposal in which teamwork is an in- 

gredient seems almost ungracious, The professional value of the multidis- 

Ciplinary team in psychiatric treatment has been well established in child 

- guidance clinics. As Dr. Holzberg suggests, the very complexity of the human 
material cries for a many-faceted approach in any psychiatric setting. 

Why is a method consistent with all the canons of good taste and good 
sense so little used in state mental hospitals? Not too long ago the question 
would not even have been asked. State hospitals are the poor relation in the 

— psychiatric family, and for many years were considered so impoverished ma- 
terially and intellectually that kinship was only most reluctantly acknowl- 
edged. Perhaps even now no surprise is really occasioned that the refine- 
ments of practice do not obtain in so poor a household. 

In recent years, however, the state hospitals have been able to add enough 
polish to pass muster within the family circle. Such contiguity has served be- 
Tatedly to remind the family that this poor relation, however crude, is never- 
theless responsible for a very high proportion of all patients needing psy- 
chiatric care. The more generous members consequently feel some obligation 
to introduce the state hospitals to some of the finer things in life, specifically 
to suggest those treatment methods that are standard practice among more 

uent relatives. 
. Among these suggestions is the concept of team treatment. The suggestion 

Itself is reasonable. But for all the verbal readiness expressed, the state hos- 
Pital unaccountably does not make consistent or even frequent use of the 
idea. It would be natural to suppose that the difficulty arises from the in- 

' adequacies of the state hospital and not from anything unsuitable in the 
idea, And inadequacies there certainly are. The material lacks—physical 
Plant, maintenance, staff—are unpleasantly real. Dr. Williams has indicated 

“Many of the potential trouble spots. Certainly the team approach is more 
Costly in staf time (if not therefore uneconomical) than traditional unilateral 
Practice, 
However, I suspect that the transposition of the treatment team from the 
DIC setting to the state hospital founders on other shoals than those al- 
ready charted. Financial rigors, and the psychological conditioning that con- 
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stant deprivation entails, will not explain the failure of other hospitals, 
many comparatively wealthy and leisurely, to make purposeful use of 
social worker-psychologist-nurse-psychiatrist in sustained combination. The 
essential problem may lie not in the state hospital's deficiencies, but in the 
fact that the state hospital, deficient though it be, is a hospital and that the 
difference in setting between clinic and hospital is the source of the trouble in 
transposing, intact, a method appropriate to the clinic. 

Both treat patients with emotional problems. In the main, both subscribe 
to the same theories about mental illness and about effective intervention. 
The major difference is not in rationale of treatment but in responsibility for 
the patient when treatment is not going on. The patient comes to the clinic 
once a week or five times a week, but however frequently he may be seen, he 
goes home when the treatment hour is concluded. The hospital patient re- 
mains in the treatment setting whether or not treatment is actually going on. 
The hospital is his community. The staff of the clinic is not involved in the 
patient's activities outside the treatment hour, but the hospital staff is. 

If the time of treatment (including diagnostic tests as well as therapy) 
could be as distinct from the everyday pursuits of living in the hospital as in 
the clinic a parallel would exist for the interchangeable use of the team con- 
cept between hospital and clinic. 

What constitutes treatment undergoes an interesting alteration in the hos- 
pital because 24-hour care is so disproportionate to the minutes devoted to 
actual therapy. A euphemism develops, namely, that everything that hap- 
pens to the patient during his hospital stay is therapy, from psychotherapy 
to conversation with a volunteer. Work is dubbed industrial therapy; rec- 
reation, recreational therapy, etc. 

No doubt friendly intercourse with others, work, and leisure time activities 
are valuable employments but they are of value as common denominators of 
living; that is, they pertain to the human condition and are not specific only 
to the illness. They may be a remedy for mental illness; but, certainly, 
people, well and ill, are likely to function better with something to occupy 
them than in an imposed vacuum. The fettered monotony of the back wards 
produces thesame kind of psychological stagnation as the prison, concentra- 
tion camp, etc. Because the symptoms of mental illness become apparent 
through distortions of everyday behavior, the ingredients for recovery are 
difficult to distinguish as socially or medically desirable. 

If the patient’s activities during the 24 hours of the day are considered 
therapy (good, bad or indifferent) and therefore rightfully the prerogative of 
staff to direct, the patient loses identity by having no social role. He remains 

a patient, the object of someone else’s care, throughout his hospital residence. 
It is precisely this deprivation of the right and responsibility to make deci- 
sions and grapple with real problems that so often in time produces, within 
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the institutional setting, human beings no longer able to take their place in 
the world outside hospital walls. 

To project the concept of the multidisciplinary team onto this canvas is to 
court disaster. Obviously, no hospital can afford to use a team in place of, or 
in addition to, the different individuals who maintain contact of one sort or 
another with the patient throughout the day. Moreover, for the patient it 
would be overwhelming. The more fragmentary collaboration imposed by 
the deficiencies in the state hospital saves the staff from the special tempta- 
tion to undertake responsibility for everything that happens to the patient; 
and patients, unfortunate enough in the first place to be sick, are granted— 
by default, to be sure—some part of their lives to live without help. 

For the state hospital to give the patient room to breathe by deliberate 
choice rather than from neglect would certainly be preferable, but until the 
community functions of the hospital can be separated out from the medically 
therapeutic, the neglect imposed is the ill wind that blows some good. 

To suggest that the multidisciplinary team would necessarily play so ubiq- 
Uitous a role is, of course, an exaggeration. However, enthusiasm for team 
Participation sometimes arises from the wish to be a team member—an 
understandable wish, indeed, especially in large hospitals where acceptance 
in a small group provides the prestige and individual recognition so difficult 
otherwise to obtain—rather than from any particular usefulness to patients. 
Once so cozy a club is formed, the nonmedical team members especially, 
Whose problems of isolation and low esteem are likely to be acute, are natu- 
rally loath to give it up. 

As Dr. Peplau mentioned, perhaps a new word in place of "team" is 
needed for joint undertakings by several disciplines in the hospital setting. 
Certainly, the value of collaborative effort is not in question. But no justifi- 
Cation can exist for the systematic endeavors of a unit composed of people 
with different skills and knowledge except insofar as the-task itself—not the 
nature of the material—requires their collaboration, and then no longer than 
the task requires. The problem encountered then specifies the kind of staff 
needed, by profession or administrative role. 

Perforce, this more flexible and fragmentary structuring of teams is im- 
Posed by the pressures of the state hospital. Although the arrangement is 
evoked by necessity, it can, at its best, be more economical and more pro- 
ductive than the continuous team. The latter too quickly freezes structurally 
Processes that are not clearly identified or understood. The necessity to 
examine cach new problem afresh for who is needed to do what is far more 
Provocative. From the point of view of both patients and staff, several in- 
Stances in which this more fluid grouping was used are among the most re- 
warding team projects that I remember. 

n one occasion, the hospital planned to transfer a group of long hospital- 


112 PANEL: TEAM TREATMENT IN STATE MENTAL HOSPITALS 


ized patients from an old overcrowded building to a newly opened convales- 
cent cottage. The question arose: could this physical movement be used to 
encourage psychological change sufficient to help some of these patients leave 
the hospital? Inherent in such a plan were these requirements: medical re- 
view and clearance, restoration of the minimal social amenities for com- 
munity adjustment, evaluation of employability and provision for occupa- 
tional retraining, and help in considering release and making use of re- 
sources. A psychiatrist, a nurse, a vocational counselor and a social worker 
were obviously needed (1). 

On another occasion, the problem centered in a group of men who, after 
many years’ hospitalization, seemed able to live in the community. In the 
hospital, they were all able to do small tasks, which gave them some purpose 
and self-esteem, but they were not able satisfactorily to manage any job that 
could be translated into even the simplest community employment. To place 
these men as sitters, without occupation or sense of personal usefulness, 
seemed potentially destructive. An on-the-job training program was devised 
in a small private tuberculosis hospital where the men could have some ex- 
perience with the social demands of community living and at the same time 
learn a very simple job and minimally acceptable work habits. A social 
worker and a vocational counselor were primarily necessary (2). 

Using this same principle for selection, other tasks would call for other 
kinds of professional grouping. In each project other disciplines might be 
called on for special help with an individual problem but not be included as 
members of the team. 

An additional value of this method of flexible team assortment, in contrast 
to the traditional nucleus of doctor-nurse-psychologist-social worker, is that 
less time is spent on defining functions (and sometimes jockeying for posi- 
tion) because each is invited only when some part of the problem requires his 
knowledge or skill. In the main, the extent of his responsibility, which may 
be small or large, is indicated by the job to be done. 

If some of the problems other members of the panel described could be 
tackled to permit more thoughtful experimentation with this kind of team, 
rather than to achieve a replica of the team so useful to the clinic setting, the 
state hospital would not only gain from the experience of respected members 
of the psychiatric family but might also contribute to them. 
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L means of therapy, have a potential of great importance in pediatric psy- —— 
jatry (1-3). Freedman's excellent comprehensive review (4) has empha- j 
ed the tentative state of present knowledge, most reports being limited to — | 
litial clinical impressions (5). Yet there are already indications that indis- _ 
iminate usage has become a problem in pediatric practice (6). The pediatric 
ature as of April 1958, according to a bibliography prepared by the Psy- 
hopharmacology Sr Center (7), consisted of 80 articles dealing with 
dren and 54 which had at least passing reference to pediatric patients. — 
Ye cannot here attempt a critical review of this literature. Most studies have 
alt with institutionalized children, many of them defective, brain injured - 
ychotic. The few available publications on outpatients suffer from major 
Itations: inadequate controls, small numbers, failure to specify method- — 
logy, and insufficient attention to the effects of concurrent psychotherapy. _ 
We were unable to find a study limited to emotionally disturbed nonde- — 
ective pediatric outpatients that met the requisite standards of scientific 
rigor (8-10) evident, for example, in Freedman’s inpatient study (11): - 
namely, homogeneity of diagnostic categories, random assignment to tre E 
EC nent without knowledge by patient or physician of the drug to be: adminis- = 
P: tered to the individual patient, adequate specification of improvement cri- 
teria, and patient grou ps of a size adequate to permit statistical evaluation of. 
tcome. Since our primary concern as clinicians has been with eerde 
iotionally disturbed children treated on an ou tpatient basis, we decided to 
tempt a controlled clinical study to compare the efficacy of short-term 
X Ychotherapy i in conjunction with the administration of a propanediol de- 
rative, meprobamate (Miltown); a phenothiazine, prochlorperazine (Com-. 
Pazine); and a placebo. The drugs were chosen to represent a mild and a — 
ong tranquilizer of two different chemical classes. - 
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It had been our original intent to limit our study Population to children 
with hyperkinetic behavior disorders on the hypothesis that tranquilizing 
drugs were likely to be of benefit to this diagnostic group. Although we had 
reason to anticipate an adequate referral rate, we shortly found ourselves 
confronted by a phenomenon common to clinical investigation: an unfore- 
seen lag in referrals. We found it necessary to broaden intake to include the 
entire range of nonpsychotic disorders. Because of the consequent hetero- 
geneity of the study population, procedures were established to permit sepa- 
rate evaluation of results in each diagnostic category in order not to confuse 
differences in prognosis with differences in treatment effects. 

We therefore attempted to order the cases into serviceable diagnostic 

categories and established a quadripartite division for our purposes: neu- 
rotic, hyperkinetic, defective, and antisocial. The diagnosis of neurosis was 
made in those cases in which the manifestations of, or defenses against, 
anxiety were predominant, in accordance with APA nomenclature. The diag- 
nosis of hyperkinetic behavior disorder was applied to children who were 
overactive, distractible, nonconforming, and disturbing to others, but who 
showed little or no anxiety. The diagnosis of mental deficiency with behavior 
disorder was made for children who had, among other signs of limited en- 
dowment, a Binet IQ of less than 80; these children had been referred for the 
behavior disorder but we felt that the mental defect itself was likely to play 
a role of sufficient importance in determining course so as to justify separate 
treatment of this group. The diagnosis of antisocial reaction was reserved for 
children with a history of repeated antisocial behavior and an attitude of in- 
difference toward the social consequences of their acts. 


METHOD 


The subjects of this study were 83 children between the ages of 5 and 13, 
who were having problems in adjustment at home or at school. They were 
referred by school personnel, pediatric clinics and other community agencies 
to the Children’s Psychiatric Service of the Johns Hopkins Hospital. Parents 
were told that psychiatric treatment and medication were to be offered, but 
were not told of the research function of the clinic. Professional fees for 
services rendered differed in no way from general hospital policies. 

The mother’s first interview with the social worker, 60 to 90 minutes in 
duration, was primarily devoted to an interpretation of the service, to history 
taking, and to evaluative procedures. A symptom check list, filled out with 
the mother, ensured uniform information concerning the behavior of the 
child and was checked at each subsequent visit as one means of determining 

progress. The child was seen by a pediatrician (with special training in child 
psychiatry) who evaluated the child’s mental status and administered a 
short form Stanford-Binet Intelligence Test during his initial session with the 
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patient. At cach subsequent clinic visit, the parent was seen by the social 
worker and the child by the pediatrician. 

Sufficient capsules for a full course of therapy were set aside for each pa- 
tient. At cach visit a supply of medication sufficient to last until the next 
appointment was given to the mother. The capsules, containing meprobam- 
ate, prochlorperazine, or placebo, were identical in appearance. They were 
distributed in individual boxes numbered and coded by members of the 
Division of Clinical Pharmacology of the Department of Medicine at the 
Johns Hopkins Hospital;! the code was not broken until all judgments and 
evaluations were complete. Thus it was impossible for either therapists 
or patients to know what medication a particular patient received. 

Parents were told that the capsules contained a tranquilizing drug that 
had been found to help children with similar problems. The proper dosage 
was explained carefully together with an interpretation of the importance of 
regular and sustained administration. In subsequent interviews mothers re- 
ported when and how the capsules were taken; the fact that the occasional 
missed dose was reported to us and tallied with the count of remaining cap- 
Sules left us confident that instructions were followed faithfully in almost 
every instance. 

The parents were told that the capsules were to make the patients “feel 
better,” “to make the world seem happier,” during which time, with psy- 
chotherapeutic help, new and more satisfying behavior patterns could be 
established. It was further explained that these patterns, because they were 
More satisfying, could be expected to continue after medication had been dis- 
continued, since the parents would by then have acquired greater under- 
standing of the basic problems. Part of the treatment goal with parents was 
directed at increased cooperation between the family and the school. 

Interviews of one half to three quarters of an hour were planned at pre- 
determined intervals of one, three, seven, and eleven weeks after the initial 
interview. During each a progress report was obtained. Therapy with parent 
and child was individualized for each family and was determined by our 


Judgment of the nature of the problem and the ability of the child and 


parent to utilize one or another mode of therapeutic relationship. Where in- 
cated, other community resources were called upon to assist in the treat- 
ment plan. Environmental changes, such as a readjustment of inappropriate 
School placements, were recommended and often effectuated during the 
Period of therapy. Although the therapy with the family primarily involved 
€ mother or mother substitute, fathers as well were seen whenever possible. 
roughout the entire study, only one social worker and one physician were 
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involved, so that the quality of treatment and any bias in judgment re- 
mained constant. 

The drugs were dispensed by the social worker. The initial dosage pre- 
scribed was two capsules twice a day (morning and late afternoon); if there 
had been no change or insignificant improvement reported on the previous 
dosage, this was increased to two capsules three times a day at 1 week, and 
to two capsules four times a day at 3 weeks. The dosage of meprobamate 
ranged between 800 and 1600 mg., and that of prochlorperazine between 20 
and 40 mg., per day. At 7 weeks medication was stopped so that the 11- 
week interview served to provide information on the response after the drug 
had been discontinued. A follow-up telephone call to the home six months 
later provided information about the patients' status at that time. 

At 11 weeks a telephone call was placed to the teacher or school social 
worker of each patient. A progress report was obtained centering about aca- 
demic achievement, behavior and social adjustment. An effort was made to 
determine whether the absence of medication during the last 4-week period 
had influenced progress. 

In an effort to test yet another drug, perphenazine (Trilafon), 22 children 
who failed to improve significantly or who failed to sustain improvement 
during the period from the seventh to the eleventh week (when they were 
no longer taking the original medication) were given perphenazine or match- 
ing placebo capsules for an additional four-week period. The parents were 
told that this was a new drug which we expected to be stronger and more 
effective. 

Judgment of improvement was made prior to knowledge of the distribu- 
tion of medication. A child was considered to be significantly improved only 
when symptomatic change was sufficient to enable him to effect a more satis- 
fying over-all interpersonal adjustment. Mild improvement was defined 
as some amelioration in symptoms without a meaningful change in adjust- 
ment. Significant improvement was scored as 2, mild improvement as 1 and 
no change or worse as 0. 

"The patient's progress was scored separately in three areas: home (as re- 
ported by the mother to the social worker), school (as reported by the 
teacher), and clinic (as observed by the physician). The necessity for thera- 
peutic collaboration between physician and social worker inevitably re- 
sulted in some contamination of home and clinic scores, although they were 
registered independently at the end of treatment. The score based on the 
school report was less likely to have been so influenced. The coefficients of 
correlation between these judgments are reported in Table 1. 

A summary improvement score for each child was determined on the basis 
of the home, school, and clinic improvement scores. In those cases where 4 

discrepancy existed among the scores, the clinical judgment of the staff pre- 
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TABLE 1. COEFFICIENTS OF CORRELATION BETWEEN 
IMPROVEMENT SCORES 


Doctor and social worker 0.60* 
Doctor and teacher 0.68* 
Social worker and teacher 0.52* 


* Each of these correlations is significant at better than the 0.01 level. 


vailed in assigning a summary score. A comparison of the results obtained on 
the basis of the summary scores with those obtained by taking simple arith- 
metic means of the three scores for each child yielded no significant changes 
in the data. 


ReEsuLTs 


Only 6 of the 83 children who began treatment dropped out before the 7- 
week evaluation. Three of the drop-outs were on placebo, two on meprobam- 
ate, one on prochlorperazine. All were hyperkinetic. The drop-out rate was 
gratifyingly small (7%) for an outpatient population; it suggests that a 
meaningful relationship was established with the participating families and 
indicates the feasibility of conducting outpatient drug studies. 

The results on the 77 children who completed treatment are presented in 
Table 2. 

There was no significant difference in outcome between placebo and the 
two drugs. However, for the reasons already specified, it is apparent that, in 
a heterogeneous population of disturbed children, outcome should be ex- 
amined within each diagnostic group. The results of this analysis are pre- 
sented in Table 3. 

Although the number of cases in each subgroup is small, the outcome with- 
in each diagnostic category is similar and bears no evident relationship to 
drug action. Thus, with psychotherapy provided to all three treatment 
Sroups, we were unable to demonstrate any benefit from meprobamate or 
prochlorperazine over that conferred by placebo. 

On the other hand, the nature of the psychiatric disorder itself proved to 
be a far more important variable in determining outcome than did the medi- 
cation. If treatment subgroups are disregarded, the differences in mean im- 


TABLE 2. SUMMARY IMPROVEMENT SCORES AT SEVEN WEEKS 
BY TREATMENT 


Placebo Meprobamate Prochlorperaxine Total 


ue in group 25 24 28 77 
ean improvement score 1232 1.17 0.89 1.07 s 
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TABLE 3. SUMMARY IMPROVEMENT SCORES AT SEVEN WEEKS BY 
DIAGNOSIS AND BY TREATMENT 
See 


Mean Scores by Medication 


Diagnosis 


Placebo Meprobamate Prochlorperazine Mean 


ee ee SS ee ee 


Neurotic 1.9 (9) 2.0 (4) 1.4 (8) 1.7 (21) 
Hyperkinetic 1.2 (11) 1.1(13) 1.1 (9) 1.1 (33) 
Defective with behavior 
disorder 0.8 (4) 1.0 (3) 0.5 (6) 0.7 (13) 
Antisocial 0.0 (1) 0.8 (4) 0.2 (5) 0.4 (10) 
"Total 1.3 (25) 1.2 (24) 0.9 (28) 1.1(77) 


(Numbers in parentheses represent the N for each group.) 


provement scores between the neurotics and each of the other three diag- 
nostic groups are statistically significant at the 0.05 level. The relationship 
between diagnosis and outcome is clearly evident in Table 4, in which the 
percentages of improvement are given for each diagnostic category without 
respect to medication. 

Thus, 71 per cent of the neurotic patients showed significant improve- 
ment, whereas the corresponding figures for the hyperkinetic, defective and 
antisocial patients were 42 per cent, 23 per cent, and 10 per cent, respectively. 

The regularity with which the neurotic children improved led us to the 
hypothesis that anxiety was particularly responsive to the treatment pro- 
gram. We then re-examined the hyperkinetic patients with the aid of staff 
members who did not know the outcome of these cases. We attempted to 
separate those children who might be considered constitutionally restless 


from those whose hyperkinesis might be secondary to anxiety. The results 
are presented in Table 5. 


TABLE 4, IMPROVEMENT PERCENTAGES FOR EACH DIAGNOSTIC 
GROUP AT SEVEN WEEKS 


Per Cent in Improvement Category 


Diagnosis N 
2 1 0 
BENNA GS SEE eee E OH NACE Eod NR NN 
Neurotic 1% 29% 0% 21 
Hyperkinetic 42 21 36 33 
Defective 23 23 54 13 
Antisocial 10 20 70 10 
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TABLE 5. SUMMARY IMPROVEMENT SCORES AT SEVEN WEEKS FOR 
THE HYPERKINETIC CHILDREN 


Placebo Meprobamate Prochlorperazine Total 


“Constitutionally restless” 


Improvement mean 0.8 (4) 0.7 (6) 0.6 (5) 0.7 (15)* 
“Secondarily hyperkinetic” 
Improvement mean 1.4(7) 1.4(7) 1.5 (4) 1.4 (18)* 


* The differences between the two groups proved statistically significant at the 0.05 level. 


Thus, the manifestations of anxiety proved to be strikingly responsive to 
the short-term treatment program, despite the fact that the symptoms were 
reported to have been present for no less than six months, most commonly 
about two years, prior to the onset of treatment. 

A careful analysis of the data (Table 6) revealed that improvement was 
not correlated with patients’ age, IQ, sex, color and family socioeconomic 
status. 

An effort was also made to evaluate whether improvement could be cor- 
related with the degree of disturbance in the parent who participated in the 
treatment program. This was done in retrospect, so that the results are not 
only subject to difficulties in scoring parental disturbance but are also prob- 
ably colored in some measure by knowledge of the outcome of the treatment. 
It is, therefore, not surprising that we did indeed find that, as a group, the 
parents of the children who improved showed less basic personality disorder 
at the initial interview and a greater degree of response to the casework 
process. ; 

Diagnosis and evaluation of improvement, while based on an over-all 
clinical picture of the patient’s behavior at home and in the community, also 


TABLE 6. SOCIAL CHARACTERISTICS OF PATIENTS IN RELATION TO 
IMPROVEMENT SCORE 


Improvement Category 


Characteristic 
0 1 2 
c nae a E Da arto wae wk ima) zal: ci eed ut eet om 

Mean age 8.8 9.3 9.0 
Mean IQ* 100 99 101 
% Boys 78 65 68 
% White 65 75 71 
Family economic level} 2.0 2.3 2.0 


s Excluding defective cases. 
T Socioeconomic Scale: 1=under $2500; 2: $2500-$6000; 3= above $6000. 
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been referred elsewhere for further treatment. Of the remaining 71 cases, we 
were successful in reaching 66. 

Table 9 presents a comparison of 7-week, 11-week, and 6-month summary 
improvement scores for all patients. We have treated separately the 46 
children who had only the first course of medication and the 20 who were 
placed on the perphenazine series after they failed to improve or lost their im- 
provement during the first series. 

The differences between diagnostic groups remained sharply evident at the 


TABLE 9. COMPARISON OF 7-WEEK, 11-WEEK, AND 6-MONTH SUMMARY 
IMPROVEMENT SCORES FOR EACH DIAGNOSTIC GROUP 
OOO SJ 


6-Month 
Diagnosis 7-Week 11-Week 


One Drug Series Two Drug Series 


————— < < —_— 


Neurotic 1.7 (21) 1.8 (20) 1.9 (17) 1.7 (3) 
Hyperkinetic 1.1(33) 1.1 (23) 1.3 (18) 1.0 (10) 
Defective 0.7 (13) 0.9 (8) 0.8 (5) 1.4 (5) 
Antisocial 0.4 (10) 0.4 (7) 0.3 (6) 0.3 (2) 

Total 1.1(77) 1.2 (58) 1.3 (46) 1.1 (20) 


six-month follow-up report. Ninety per cent of the neurotic children had 
either maintained their improvement or improved still further, a finding that 


was true of 68 per cent of the hyperkinetics and only 12 per cent of the anti- 
social children. 


COMMENT 


In order to appraise the significance of these findings, let us consider some 
of the questions of design and methodology that arise in relation to drop-outs, 
improvement indices, follow-up data, diagnostic categories and therapeutic 
implications. 

How much bias has resulted from drop-outs? Six cases lost of a total of 83 
represent only 7 per cent of the study population. All, however, had hyper- 
kinetic behavior disorders. If all six cases had attained maximal improve- 
ment, the mean score for hyperkinetics would have risen to 1.2; if all had re- 
mained unimproved, it would have fallen to 1.0. In neither event would the 
change have obliterated the significance of the difference between the out- 
come of this group and that of the neurotic children. Three of the six were on 
placebo, two on meprobamate, one on prochlorperazine. If we select the 
assumption most favorable for the drugs, namely, that the first three may 

have shown no change and the second three maximal improvement, the dif- 
ference between the mean scores for the treatment groups would have re- 


= 
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mained within the range of random variation (placebo “1.0,” meprobamate 
4.3," and prochlorperazine **1.2"). We are therefore entitled to conclude 
that the results on the 77 patients who completed the program are repre- 
sentative of the response of the total study population. 

How meaningful, reliable and sensitive are the improvement scores? 
Judging improvement on the basis of information obtained from the patient 
and his family is traditional practice in outpatient psychiatry; potentially, 
behavior research with children possesses an important advantage in that 
the school situation provides a standard screen against which deviations in 
— performance can be measured (2). The school setting contains a built-in 
i social control; the teacher of necessity judges the child against normative 
f 


— 


values determined by the peer group in his school district, which roughly 
corresponds to a fairly homogeneous socioeconomic sector. Teachers' judg- 
ments are of course influenced by training, experience and personality and 

= Cannot be expected to be constant between classrooms. We attempted to 
draw upon this valuable source of information about extramural social be- 
havior by scoring teachers' reports. 

Considerations of time, personnel and space precluded a direct assay of the 
reliability of each judge. The coefficients of correlation between scores do 
not represent a direct measure of this function. The doctor judged the be- 
havior he observed in his office; the social worker judged the reports of be- 
havior at home and at school. The correlation between scores, then, repre- 

X Sents a measure of the covariance of clinic, home and school behavior. All of 
us are familiar with the child who is little or no problem at school but a 
major one at home, as well as the child who is the converse; in other words, 
we know that, while personality constellations indicate certain probabilities 
of response, the actual behavior in a given interpersonal setting is structured 
by the social field. The correlation coefficients reflect the degree of saturation 
of the behavior in each setting by this general factor of "personality." The 
inaccuracy of a judging method lowers apparent values from their “true” 
Scores. Moreover, the constriction on measured covariance imposed by em- 
Ploying a three-point scale—0, 1, 2—for a continuously varying function 
tends once again to make the obtained correlations underestimates of the 
actual values. On the other hand, communication between mother and 
teacher, physician and social worker, has introduced an unknown contami- 

. Ration between judgments in the direction of increasing apparent covariance, 

i despite our conscious efforts to minimize these effects. 

With these stipulations in mind, we regard the correlation coefficients, 
Varying from 0.52 to 0.68, but all significant, as an impressive confirmation 
of the meaningfulness of the scores we recorded. The composite score pro- 
Vides à more reliable measure of change than would have been obtained from 

iting ourselves to behavior alterations in any single area. The sensitivity 


4 
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of the method is attested to by the demonstration of significant «!:ticrences im 
outcome between diagnostic categories and thus makes morc meaningful the 
failure to demonstrate differences related to treatment program. Mo 
whatever the inherent error of the method, the double-blind design precluded 
systematic bias for or against any one of the medications. 
To what extent can the 6-month follow-up scores be considered! equivalent 
to the 7- and 11-week scores? Both 7- and 11-weck ratings were based on the ^ 
same method of clinical interview. The 6-month rating was limited to infot- 1 
mation obtained by phone from the mothers, in some instances supplemented - 
by incidentally obtained reports from schools. We were concerned that i t 
might be overestimated by a mother who was reluctant to | 
tray the actual situation lest she be invited to return for further treatment. 
"To counteract this factor, we made it standard practice to begin the conver | 
. sation by explaining that we were terminating the service and wcre inter 
TA ested in checking out our results. The question still remains: to what extent 
$9 may mothers be overly generous in estimating outcome, perhaps because - 
they are grateful for services received or solicitous of the feelings of the 
-clinic staff? We have no way of asscssing this issue, a besetting problem inall | 
— follow-up studies of this nature which solicit cooperation from individuali 
F. : . Whose set may be altered by the fact that they are no longer patients apply- — 
i$. ing for help but are now independent of the clinic and are being appealed t9 
. inthe name of research. , 
Are the impressive results to be ascribed to the treatment program? We — 
had no untreated control group and cannot differentiate between "spontanée 
= — Ous” improvement and treatment results. Our findings, for the neu ie 
. Group, correspond to the usual results reported with outpatient psychiatrie 
Pur treatment of anxiety states (16-18). We are entitled to state that wc failed 
E — find a difference between the three treatment regimes. We can ascribe Com 
~ fidence to the findings in the neurotic and hyperkinetic categories in view of 
> the size of the N; it is no more than a strong clinical impression in the de- 
—. fective and antisocial groups because of the small numbers of cases in each — 


Ki 


group. 

However, the questions may properly be raised: Was the medication 
taken as prescribed? Was dosage adequate? Was a possible drug effect 09- 
scured by the ceiling imposed by the excellent results obtained from pla 
plus psychotherapy? As to the first, we can only rely on the mother's repor% 
usually quite scrupulous and in agreement with the tally of capsules de 
mother had left at the end of each period. As to the adequacy of dosage! 
were operating in the range recommended for outpatients. The fact that 
effects occurred in 13 of the 51 patients on tranquilizing drugs indicates 
we were within the active range. Whether benefit would have been obt i 
by pushing dosage further we cannot state, but the impressive list of 


Beal question Was a possible drug effect obscured by benefit oon 
f paychotherapy plus. placebo?—is indeed relevant in the case of the — 
Beurotc children. Since psychotherapy plus placebo resulted in an almost — 
Maxima! improvement rate (1.9 out of a possible 2.0 points), even a highly — 
fective drug could hardly be expected to demonstrate its value. With the 
Whortage of trained personnel (19), it is meaningful to ask the question: [^ 
Wowk! either drug prove more effective than placebo if no psychotherapy 

a 


v 


| Were to be given? A study to answer this question poses major procedural 
difficulties; nonetheless, we hope to tease out an answer to this question in 
l future investigations. There were, however, three diagnostic groups: hyper- 
Kinetic, defective, and antisocial, in which the benefits obtained from pey- —— 
thotherapy plus placebo left considerable room to register additional gains; — . 
is nonc did the drugs give evidence of greater usefulness. Parenthetically, we ^ 


Finally, what of the validity of the diagnostic categories? It requires no > 
emphasis here that differences between clinicians in psychiatric diagnosis are 
3o profound as to bring into doubt the usefulness of the present classification 
(20). We did not attempt subtle differentiations but relied on broad group- - 
; *. Nonetheless, there were inevitable differences of opinion within hri 

_ Staff. However, our diagnoses were recorded before the data were ed 
LO 4nd the major differences in outcome suggest the usefulness of the ca r 
_ Wecmployed. To some extent this may merely represent a prognostic 
‘Ment rather than a clinical distinction between syndromes. N 

"Were were apparently some factors in the presenting history and examina-’ 
hon that did provide clues useful for differentiating cases. Our current study 
2 restricted to children with neurotic and hyperkinetic behavior disorders— 
Will serve as a further check of the validity of these diagnostic categories. 
| Above and beyond the significance of our findings for psychopharma- 
Sology, it seems to us that they have implications for public health practices. 
ith a program of five interviews spaced over a three-month period, we ob- _ 
results with neurotic and, to some extent, hyperkinetic children that — 
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permanence of change resulting from intensive psychotherapy. At the pres- 
ent state of our knowledge it would seem justified to suggest, on the basis of 
this and other studies (21, 22), that community clinics re-evaluate their 
orientation toward treatment with the objective of increasing emphasis on 
evaluative consultations and short-term psychotherapy. In our hands, both 
have demonstrated their value in producing good clinical results for the 
populations described and under the conditions specified. Such an orienta- 
tion permits a considerable extension of service to the community with the 
same clinical team. 

One comment on a peripheral finding may be warranted. We were im- 
pressed by the fact that six months after the last clinic contact, seven of 
the ten mothers of defective children reported maintained or further im- 
provement. In part, this may reflect diminution of management problems as 
maturation proceeds; in part it may reflect more adequate school programs. 
But it may also indicate greater acceptance by parents of their defective chil- 
dren as a delayed consequence (since initial results were disappointing) of 
the interpretation and support offered parents by the clinic. The behavior of 
the child may have changed with modifications in handling or may merely 
be better tolerated by more knowledgeable parents. If, however, one makes 
the assumption that no real change had occurred, it does by analogy cast 
doubt on the validity of the report of continuing improvement by the 
parents of the other children in the study population. 

Finally, it should be stressed that the majority of our patients were from 
low socioeconomic strata (23, 24). Extrapolation from these findings to more 
privileged patients seen in private practice may not be warranted; only a 
study including such a group would answer this question. 


SUMMARY 


Meprobamate, prochlorperazine, or placebo was administered. to each of 
83 children in a double-blind clinical trial. Concurrent psychotherapy W?$ 
offered to each patient and his mother over a 3-month period at predeter- 
mined intervals. The children fell into four diagnostic categories: neurotic, 
hyperkinetic, defective with behavior disorder, and antisocial. Drop-out rate 
was gratifyingly small (7%) and confirmed the feasibility of conducting out- 
patient studies with children to evaluate psychiatric treatment. Outcome 
showed no relation to the medications used in this study. Placebo produced 
results equivalent to either drug. Outcome of treatment was influenced sig 
nificantly by the nature of the presenting syndrome; neurotic children 
showed substantial improvement, hyperkinetic children moderate gains, 2? 
the other two groups little or none. Toxic reactions were mild, The lack of an 
untreated control group precluded any final judgment as to the role playe 
by "spontaneous" improvement in the results observed. However, the symp- 


eer 
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tomatic improvement for this series of neurotic children and their parents, 
treated in 5 interviews over a 3-month period together with the administra- 
tion of placebo capsules, proved to be of the same order as that described for 
more intensive programs of psychotherapy. These findings have public 
health implications. 
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Discussion 


Irvin A. Krarr, M.D.:* It is a pleasure to discuss this paper. Most of my 
comments will be in the nature of amplifying well-taken points, ably made by 
the authors. 

In their introduction they indicate the paucity of studies of outpatients. 
Work with children in such settings has many complications, and often these 
are not adequately considered in the design of the project. One of the greatest 
areas of need would seem to be in the psychiatric clinics for children, where 
long waiting lists prevail as the order of the day. Any study that offers in- 
sight into a therapeutic apparatus to deal more effectively with them is wor- 
thy of intense study and replication. j 

Our experience in a large school district beats out the difficulty of securing 
an adequate population for an outpatient study. The authors found 21 chil- 
dren in the neurotic group. It is interesting that the hyperkinetic group was 

the largest. It might be that the latter group is more likely to come to the 
attention of referral sources (parents, principals, teachers) than the first 
group. 

Each mother filled out a symptom check list initially and at each visit. 
There are pitfalls to this procedure as we discovered in our study at Tulane. 
For example, if the investigator didn’t cross-check the symptom list with 
the child, especially in the older age groups, there was the likelihood that 
a good deal of distortion by the mother would go undetected. Sometimes 
mothers painted a worse picture for certain reasons; other times they wou 
gloss over something that would be picked up later from the child or am 
other informant. 

The authors assumed that the capsules were taken by the children. Again, 
to be skeptical, though not strongly so, we found that when some of our chil- 
dren were improving, the mothers then began taking the medication instead 
of the child. Again, one sometimes has to cross-check with the child to be 
sure he has taken the drug. 

The authors are to be commended on utilizing community resources in 
their therapeutic endeavors. It tends to happen anyway, as when a mother 
discusses the clinic, the drug, the child and the doctor with her family ad- 
visers, neighbors and clinic companions. 

One might comment that the quality of treatment probably did not fe 
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main constant throughout the project. Presumably the setting of a study it- 
self tends to focus and to sharpen the therapist. He also gains experience and 
may handle cases that enter the study at a later date in a more efficient 
manner. Whether this is truly significant is debatable. 

I should like to raise one question, perhaps in a jocular vein, but neverthe- 
less of value. Did the children taste the capsules? Some of our cases bit into 
the drugs and soon knew they had received a different pill (though alike in 
color, weight and size) from the first ones. This did affect some of our sub- 
jects and their parents, 

The need for some objectification of observations is great. Apparently the 
authors feel they satisfactorily solved this problem since their correlations 
were statistically significant. The gratifying low drop-out rate is something ' 
that the authors should elaborate on. Since this factor so often vitiates stud- 
ies, the more we know of good techniques to avoid it the better we can han- 
dle it. 

In their results the placebo and the two drugs showed no significant differ- 
ences. This is not unexpected in a situation such as is described in the paper. 
Often placebo administration has an improvement rate of 30 per cent or so 
regardless of diagnostic category. However, the authors show clearly that the 
diagnostic grouping was the significant factor. Placebo improvement in the 
latter two groups was not significant as compared with the neurotic and 
hyperkinetic groups. 

The paper suggests that anxiety was "particularly responsive to the treat- 
ment program." Yet they do not find data to support the assumption that 
Thorazine and Compazine are truly anti-anxiety agents. Their data indicate 
that placebos are equally so, if one disregards psychotherapy, etc. 

Improvement, when present in the children, tended to be in “all problem 
areas." This is consistent with our observations on children with school 
phobias, minor convulsive disorders and neurotic problems. Since a child is 
holistic in his adaptations, he would tend to continue to be so when under 
treatment. A further study of changes in family dynamics would be of inter- 
est. We might find a significant shift in family interactions as the child's be- 

avior patterns change. 
he authors are to be commended highly for an excellent paper. It ade- 
quately examines its own procedures, complications and results. They shed 
light on new possibilities of public health child psychiatry. This type of study 
and its results should be studied with interest by child-caring and child- 
treatment agencies, 


A DAY SCHOOL FOR SCHIZOPHRENIC CHILDREN* 


CARL FENICHEL, Ep.D., ALFRED M. FREEDMAN, M.D., AND ZELDA KLAPPER, Pu.D. 
League School, Brooklyn, New York 


HE role of a day school must be considered within the framework of 

other services available to children who are diagnosed as schizophrenic, 
Considering the wide variety and range of intensity of clinical syndromes, it 
is obvious that no single facility or program can meet the needs of all such 
children. 

On the one hand, there is the less seriously disturbed child who lives at 
home and manages to function in a public or private school; on the other, the 
severely disturbed child who is confined within an institution. Until recently 
there has been no facility for the child who does not belong to one of these 
two groups. 

While a residential center is a necessity for certain children, it has many 

disadvantages: 1) Separation from the home is often traumatizing for some 
children and parents. 2) The child removed from his home loses the positive 
aspects of family life. 3) The child becomes accustomed to institutional life 
and this may create difficulties when he is ready to return to community 
living. 4) While the child is away, the family may become so reorganized 
that it can no longer accept the schizophrenic child back in the household. 
5) Residential centers are often some distance from the home, thus makingit 
difficult to work closely with the parents. 
5 In an effort to overcome these objections and to explore new ways of work- 
ing with seriously disturbed children within a community setting, the 
League School was founded in 1953. We are presenting our experiences at 
the School to demonstrate that the needs of many seriously disturbed chil- 
dren and their families can be met by a day school within the community: 

The League School grew out of the desperate need of schizophrenic chil- 
dren and their parents. Psychiatrists who had seen these children ha 
stressed that it was desirable for most of them to remain at home while in 
treatment. 

Although most parents wanted to keep their mentally ill child within the 
family, the many overwhelming and exhausting problems they had to face 
each day, with little or no relief, made this almost impossible. Public and 
private schools had excluded these children as “uneducable.” Nor was theré 
any available day care program to relieve parents even for a few hours $° 
that they could regain their energy and handle their child more positively- 

Few of these children were getting any kind of professional help or ther- 
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apy. Clinics rejected them as untreatable. Private psychiatric treatment 
was too expensive for most families. Even when parents could afford such 
treatment, it was the opinion of many psychiatrists that treatment without 
the support of a planned day care and school program failed to get results. 

The League School started with the working hypothesis that many chil- 
dren diagnosed as schizophrenic can live at home and be helped in an ade- 
quate day care or day hospital setting. Such a setting required a school pro- 
gram in a therapeutic environment which could treat and educate these 
children under psychiatric and educational guidance. 

The School opened in February 1953 with 2 children, a director, a teacher, 
a psychiatric consultant and a part-time social worker. Additional children 
were screened and admitted one at a time. An additional teacher was ap- 
pointed for every two children. Within a year the capacity enrollment of 12 
children was reached. 

The purchase of a larger building in 1955 made possible much needed 
expansion of treatment and research facilities, including the organization in 
1956 of a nursery group. The League School, with 38 children and a profes- 
sional, administrative and house staff of 28, now occupies a three-story build- 
ing which formerly housed a private elementary school. The professional 
staff includes a director, a psychiatric director, 2 clinical and research psy- 
chologists, a psychiatric social worker, a dance therapist, a music therapist 
and 14 teachers. 


Scuoor PopuLATION 


Only children who have been diagnosed “childhood schizophrenia" by an 
outside psychiatrist or agency are considered for admission to the School. 
Children who have been diagnosed as primarily organic or retarded are not 
accepted. However, among the children with the label “childhood schizo- 
Phrenia” numerous clinical pictures are seen. We therefore look for certain 
general features that we feel are essential in the diagnosis of all schizo- 
phrenic children (1), whatever their manifest behavior. 

E irst we look to their history for evidence of disorders of development— 
that is, régression, or precocity and retardation existing simultaneously. 
Then we look for the presence of the three fundamental psychological prob- 
lems in the schizophrenic child: 1) anxiety and the variety of defenses for 
handling the anxiety; 2) problems in relationships and identification, includ- 
Ng Impaired communication with others; 3) the presence of body-image 
Problems, including confusion of body boundaries and uncertainty of orien- 
tation in time and Space. 

On the basis of manifest behavior or secondary symptoms, we can describe 
Several categories of children at the School (2). 

1. The autistic child, A large group of our children are autistic (3), with 
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their primary source of stimulation derived from their own body. They have 
little or no speech, rarely display any affective awareness of people, and main- 
tain a level of activity which has the barest relation to objects or events in 
the real world. We distinguish two subgroups: 

a) Those who have been retarded in maturation from birth. The differ- 
ential diagnosis of “childhood schizophrenia” from mental deficiency is often 
a difficult one. The differential is based upon the presence of the primary 
symptoms. 

George is an attractive, bright-eyed eight-year-old with no speech, little toilet train- 
ing, and few interests. His developmental history contains no evidence of normal de- 
velopment at any period. He is always in motion, displaying extraordinary physical agil- 
ity and coordination with exquisite judgment of his own body position in space. If he is 
not interfered with, he comfortably occupies himself with the sensations derived from 
his own motility. His interest in the outside world is more likely to take the form of a 
pursuit of small glittering objects, such as beads, than involvement with a child or adult. 


He makes no apparent distinction among people and relates to no one. He asks for little 
from the outside world and gives little. 


b) The child who has a history of regression. These may be children with 
allegedly normal early development who began regressing seriously at some 
time. A few of the children in this group remind one of the “symbiotic” child 
described by Mahler (4). According to Mahler, early maturation in such 
children can be considered normal up to the point of preliminary ego differ- 
entiation, at which point the threatening effects of such growth or the actual 
experience of separation from the mother panics the child and precipitates 
regression. 


Bruce is an extremely thin, frail nine- eat-old boy wi 
enormous charm and pitiful vil ili ` EE ptem 
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Grace, a pretty, well-built, five-year-old girl, is in perpetual motion, She speaks well 
and constantly, Her contact with the outside world is an intense and overreactive one. 
She cannot shut out or screen impulses from the environment. As she frantically washes 
her dolly in the tub, her head is turned to the right to watch the little boy hammering 
there, and at the same time she is announcing to the little boy on her left that the 
teacher is calling him from the back of the room. An atmosphere of bustle and excitement 
is created in any room in which Grace is present. Not only is there a drivenness to re- 
spond to all stimulating aspects of the external environment, but there is also the contin- 
ual impact of internal pressures on this small child. Her confusion about herself, her 
vagueness about the order of her universe, and her chronic anxiety affect her total per- 
son, casting her relationships with people into an impersonal mold, and constantly inter- 
fering with the development of her capabilities. 


3. A neurotic variety of schizophrenia. This category is similar to the pseu- 


doneurotic schizophrenic described by Lauretta Bender (5). Some of these 
children have at one time been autistic. However, the clinical picture is 
marked by anxieties and anxiety defenses such as phobias, obsessive com- 
pulsive symptoms and bodily preoccupations. 


Shelly is a methodical 11-year-old boy who has successfully developed structured 
anxiety defenses and thereby achieved a measure of self-sufficiency and independence. 
Every movement and every word is measured and deliberate for Shelly. When he walks 
down the stairs, his slow-footed, cautious gait gives him steady assurance that each step 
is where it is supposed to be and he will not fall. Before he puts on his jacket he wards off 
danger by placing the jacket on the table in a certain position, raising it, and then lower- 
ing it again four times before putting it on. In place of the wildly assaultive, disor- 
ganized, autistic child he was in earlier years at the School, he is beginning to present 
the picture of a well-groomed, pedantic, ritualized young man who is able to participate 
in academic work. 


4. An asocial aggressive type. These are generally somewhat older children 


who are poorly related, aggressive, difficult to manage, often somewhat 
paranoiac. This group corresponds to those described by Lauretta Bender as 
pseudopsychopathic (5). 


Sandy is a very bright, tall, owlish-looking 12-year-old, As he strides through the 
School with an air of enormous self-assurance, eager to describe his most recent Superman 
achievements, he never once loses hold of the small straw horse he carries in his hand. 
Although he can find his way through closets up to the school roof, can easily climb the 
highest tree, and complete a complex scientific experiment, he sleeps in a bed filled with 
the tiny stuffed animals he places in it before retiring. He lies and steals on a petty level, 
and leads some of the older boys in planned escapades which invariably include the basis 
for detection. His relationships with people are superficial and he never asks anything 
of them except that they give him ample opportunity to exhibit his physical and mental - 
omnipotence. A 


5. The schizophrenic child in transition. These are children who have a 
inguished from the remaining children by | 
inual contact with their environment, however - 
they have not yet de- 
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veloped any structured defenses. It is likely that these children will move in 
the direction of the neurotic variety of schizophrenia. 

William is a small, slim, bright five-year-old with a freckled, elfish face and no con- 
versational speech. Although he has some language, he depends upon pantomime and 
squeals to get what he wants. William appears to be aware of everything that is going on 
and seems to manipulate people and objects in a goal-directed way. He seems more in 
contact with the outside world than most of the other children in the School. Although 
constricted, anxious, and hostile, he is cooperative to an extent which makes it possible 
for him to work in an organized manner for short periods of time. Thwarting or failure 
has a disorganizing effect upon him, however. He tries to maintain his distance from 
people and does not permit more than a limited intrusion on his own privacy. He has 
still to develop safety mechanisms for some form of protection against the overwhelming 
effect of anxiety. 


Thus, despite a common diagnosis, the children reveal great diversity and 
marked contrast in their levels and patterns of functioning. For those who 
function on a very primitive and infantile level, the School is more of a day 
hospital. On the other hand, there are two classrooms in each of which one 
teacher and three children work in a structured academic program. Many of 
the children show normal or superior intelligence but this is usually scattered 
and fragmented. There may be precocity in mathematics, science, art oF 
music, and retardation in other areas. 

Fourteen of our children do not talk at all. Some talk only to themselves, 
or just repeat unrelated phrases. Others talk incessantly but what they say 
is often inappropriate or confused. 

A few of the children are completely withdrawn. Some just stare into 
space; others cover their eyes or ears with their hands to shut out the world. 
Many whirl around or rock back and forth in perpetual motion. Some laugh 
for no appropriate reason or make crying noises that seem to result from in- 
ner tension rather than from outside cause. 

d are not toilet trained; others are completely self-managing. Some 
show extremely tight and awkward motility; others have amazing dexterity 
in the use of big and small muscles. Some are hypersensitive to sound; others 
seem to ignore it. 
ee un Uem pervert their use by incorporating them into 

ir interest to minute parts of the toy. Play is usu- 


ally isolated or parallel. For most of the children social play is meager of 
nonexistent. 


PROGRAM 


A tentative plan for the study and treatment of each child is established at 
the time of his admission to the School. Continual revisions of the plan evolve 
from the joint thinking of the clinical and teaching staff at weekly staff con- 
ferences and teacher-director conferences. The assignment of the child to 4 
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specific group is based on the child’s needs, levels of functioning, the po- 
tential impact of the group on him, and his impact on the group. In the as- 
signment of a child to a teacher, consideration is given to the teacher's skills, 
abilities, interest and suitability in working with this particular child and 
group. 

The daily six-hour program is one of living-playing-learning experiences 
and activities that offer continuity, stability and security. It is a program of 
remedial or therapeutic education utilizing as many of the activities and 
techniques of preschool and elementary school as possible. Some techniques 
of play therapy, relationship therapy, group therapy, and music and dance 
therapy are applied. 

The program is divided into two phases: a preliminary or preparatory 
phase, to make the child as comfortable as possible by removing stress situ- 
ations and relieving anxiety; and a re-educational or rehabilitation phase, to 
stimulate maturation by helping the child to cope with inner needs and ten- 
sions, and with the outside world. 

In such a program, the teacher-child relationship is basic. To be effective, 
such a relationship demands one teacher for every two or three children. 
Often a child needs the exclusive attention of one teacher for many weeks or 
even months. Therapy at the School is, to a great degree, the cumulative im- 
pact of the feelings, attitudes and behavior of the teacher with whom the 
child has contact six hours a day, five days a week, in the significant func- 
tions and activities of eating, playing, dressing, toileting, washing, resting, 
dancing, singing, painting, and, wherever possible, the more traditional 
academic activities. 

Teacher-child relationships are initiated on whatever level the child is 
functioning. Often this is on a most primitive, nonverbal level with the 
teacher acting as an accepting, comforting, mother figure who holds, fondles, 
cuddles, rocks and feeds her child. Teachers have to be alert to any signs of 
response from a child. Contact with the outside world is often begun by body 
contact with the teacher. 

A teacher may have to use her body as part of the child's to produce differ- 
ent types of motility until the child can do it on his own. Teachers need to 
know when to encourage a child to approach, explore, and try a new experi- 
ence or activity. Care must be taken to avoid pressing a child beyond his 
fragile hold on reality. A new stimulus or experience may be too threatening 
and be met by withdrawal or increased resistance to outside contact. | 

New play experiences and academic activities provide a basis for reality 
testing. Every satisfying experience or mastery of a new routine or activity 
makes for decreased anxiety and increased self-awareness and confidence. 

A disturbed child needs help, too, in experiencing and coping with the 
give-and-take of human feelings. A teacher must be able to recognize and 
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identify with a child’s feelings of anger, fear, confusion, frustration and 
aggression. Freedom to express and work through these feelings has often 
led to a lessening of anxiety and greater relatedness and response to the 
environment. 

Teachers must know when to stimulate and permit such expression and 
how to deflect, dilute or control it before it becomes too overwhelming. The 
gradual imposition of limits upon a child’s impulsive outbursts can be re- 
assuring if applied in a nonpunitive manner. Limits and controls can also 
help in ego development and in differentiating the self and the outside 
world, 

It is difficult to separate the teacher-child relationship at the School from 
the specific program and activities prescribed for the child. The conscious 
and unconscious influences and impact of the teacher and child upon each 
other are much too difficult to measure. Efforts are being made to develop 
sufficiently sensitive and accurate tools of observation to determine the 
relative contributions of specific play, educational and treatment techniques 
in a child’s improvement and growth. 

Much of the work of the League School centers around efforts at play 
activities. To the seriously disturbed child whose verbal communication is 
limited or distorted, and whose world is most confusing and threatening, 
play is vitally important for growth. By manipulating, organizing and re- 
organizing the small world of blocks, water, clay, dolls and puppets, the 
disturbed child may learn more effective ways to handle his inner needs and 
impulses and the complex world around him. 

As we observe the play of these children we are Struck by its impoverished 
quality, in marked contrast to the richness, spontaneity and creativity that 
characterize normal play. The very term “play” has to be used cautiously 
with our children, since a given activity which suggests play may, in reality; 
be obsessional in character. The play of these children is usually stereotyped 
in selection of activities and in patterning. There is a tendency to respond 
to the same few objects in the same way, day in and day out. For example, 
one child who is accustomed to arrange his blocks daily in a linear pattern 


reacted with anxiety when the teacher added a curved block to the building, 


E Meesnpalivdy returned the block to the shelf every time it was in- 
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the nursery children often convert almost any object in the classroom into 


a mobile one by throwing it. 

By applying limits and pressing a child at the opportune moment, we can 
often help the child to change a particular play pattern. Slowly, cautiously, 
with proper dosage and timing, new materials and routines become part of 
the familiar, lose their threat and arc accepted. 

Because of their withdrawal from or limited response to the world, their 
desperate need for sameness, and their inadequate relationships with people, 
most of the children at the School lack the background and experiences that 
are essential for reading readiness and other academic work. As a child be- 
gins to feel comfortable with his teacher and his surroundings, he is en- 
couraged to approach, meet and explore more of the world. A rich variety 
of experiences is presented: trips to neighborhood stores, playgrounds, parks, 
the firehouse, museums, and subway and ferry rides to other places of 
interest. These experiences help to enrich, enliven and expand the interests 
and background of a child preparatory to any academic work. 

All academic work must be highly individualized and timed to fit the 
personal interests and needs, special preoccupations and the life experiences 
of each child. 


Leonard is compulsively preoccupied with lights, switches, strings and fans, When 
these stimuli are near he manifests intense hyperactivity and disorganized behavior 
patterns. For several months he refused to participate in any activity for more than a 
few minutes at a time. Whole days were punctuated with uncontrollable outbursts of ag- 
gression and. subsequent anxiety. 

When he was not disabled by his obsessions, Leonard revealed a highly intelligent 
personality and good learning potential. Since he was quite verbal and keenly aware of 
his environment, it was felt that he was ready to learn to read. Like most of our children, 
he was tremendously threatened by any new learning situation. 

Instead of waiting for his conflict to be worked through, it was decided to utilize 
Leonard's pathology in the learning situation. Leonard started learning words through 
picture associations—but only words that had special meaning for him: light, string, fan, 
parachute, etc. After these words became part of his working vocabulary, he accepted 
the idea of learning enough to be able to make a sentence. Slowly, neutral words like 
"cup," “ball,” “house,” “street,” etc., were introduced. Former anxiety was mobilized 
for a short time every morning into excitement over mastering a new skill. Compulsivity 
was directed into printing a list of words every day. Leonard now has a definite reading 
period every morning which gives new structure to his day and to which he reacts with 
great enthusiasm and interest, 


Karen for a long time resisted all efforts at academic work. She wanted to be a baby, 
she said, and preferred to spend much of her day with the very young children. She 
loved to eat and went down to the kitchen every morning to ask: What's for lunch?" 
This interest in food was exploited and Karen was soon eager to help make and print the 
day's menu. Playing around with the words in menus and recipes was the beginning of 
reading readiness. Within a year she was reading at the fourth grade level. 

Karen's interest in scissors, paste and crayons and her love of color were used to get 
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her interested in arithmetic. One day while her teacher and another pupil were making 
multiplication flash cards, Karen asked if she could make some with her Scissors, crayons 
and colored paper. Interest in multiplication began. Flash cards in addition, subtraction 
and multiplication followed. Arithmetic is now part of Karen’s program, and each day she 
brings in homework done artistically in a variety of colors, 


Shelly clings to his teacher for protection and support whenever he is faced with an 
unfamiliar or threatening situation, He is extremely fearful of any new academic experi- 
ence, convinced that it will be too difficult for him. Trial-and-error learning is rejected 
by Shelly because he cannot accept the frightening possibility of failure. 

Shelly’s daily ritual of academic work and homework must have sufficient sameness 
in it to make him comfortable. He must always sit in the same chair, to the left of his 
teacher, and with his ever-present shoelace that he jiggles in his hand. His previous 
day's homework must always be checked before his lessons can start. “I don't enjoy 
this," "I'm bothered,” and other distress signals and reactions follow the introduction 
of anything new. Slowly, cautiously, gradually, with Proper dosage and timing, new 
materials and routines become part of the familiar, lose their threat and are accepted, 


OTHER THERAPIES 


child guidance facilities have long waiting lists, and the fact that there is a 
diagnosis of schizophrenia" is apparently an additional deterrent to ac- 
l 


school program. Stimulant drugs are administered to six children who are 
severely withdrawn and regressed. 


TEACHER SELECTION 


3 Since BE ts as yet no well-defined or organized teacher-training program 
our colleges to help teachers acquire skills, techniques and competencies 
it is no surprise that our teachers 
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functioning and what her specific developmental goals for that child should 
be. Others on our teaching staff have had elementary school training and 
experience, supplemented by courses in special education, remedial tech- 
niques and play therapy. A few have been trained in psychology rather 
than in education. 

Far more difficult than evaluating the academic training and background 
needed for our teaching staff is the still unanswered question of personality 
criteria for selection of our teachers. We know that working with our chil- 
dren demands a combination of skill and art, and much of it is still an art 
rather than a science. Such essential qualities as imagination, intuition, 
spontaneity and sensitivity are not easy to detect or measure at the time a 
teacher is interviewed or selected for the job. 

While we have had a few teachers who were equally at home with normal 
or disturbed children, we do not believe that a teacher who is effective with 
normal children can necessarily work well with seriously disturbed children. 
Conversely, not every teacher at the League School is suited for work with 
normal children. 

Our teachers must feel at home with dirt, destruction, hostility, and all 
kinds of deviant and bizarre behavior. A child at the School may eat his 
mucous, smear food all over himself, or play with his urine. If a teacher 
reacts with disgust to such behavior, it can damage any relationship which 
she may have established with a child. In panic, a child may smash win- 
dows or throw things. Such behavior can be quite threatening to a teacher 
who interprets it as defiance or rejection of herself personally. 

A teacher may understand intellectually that for a child's emotional 
growth he should be permitted to play with dirt, and yet the teacher's real 
feelings about cleanliness may get in the way. The child will sense that 
while he is being permitted to play with dirt, there is something in the 
teacher's own feelings that doesn't quite accept the activity. Often a teach- 
er's unconscious needs and standards are imposed on a child. This may make 
the teacher more comfortable, but it isn't necessarily helping the child. 

Our teachers need sufficient ego strength to absorb large quantities of 
provocation, hostility, aggression and negativism without feeling threatened 
or rejected. They must have adequate personal and professional maturity 
and insight to examine and constantly reappraise their own feelings and 
reactions to the children with whom they are working. While they must have 
genuine feelings of warmth, acceptance and kindness, teachers must not 
become overprotective, oversolicitous or “smothering” as a reaction to the 
strong dependency needs of the children. 

Teachers at the School do not have the support of syllabuses, courses of 
study or lesson plans with clearly defined academic objectives. Blueprints 
and answers are not readily accessible in our work. We have had a number of 
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highly skilled and experienced teachers who have found this lack of sufficient 
structure most threatening. There is compensation for our teachers, how- 
ever, in the feelings of creative spontaneity, autonomy and self-direction 
which such an uncharted situation encourages and demands. 

Our teachers must believe deeply and sincerely in the possibility for 
growth and improvement in the children they work with. A hopeless or 
negative attitude toward a child's growth potential would make the teach- 
er's role ineffectual and untenable. However, because of their strong belief 
that they can help a schizophrenic child, our teachers must be on constant 
guard against seeing improvement where none has taken place; they must 
have the capacity for objective observations. These children change slowly. 
Satisfaction for the teacher comes in tiny doses, and when it comes there is 
always the possibility that regression may follow. The teacher's investment 

. in time, skill, physical and emotional energy makes lack of progress or re- 
gression hard to accept. The frustration that may follow must not be allowed 
to be turned into feelings of failure or inadequacy toward oneself, or hos- 
tility and blame toward parents or supervisors. 
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maintain a record containing psychiatric, educational and psychological 
data for each of the children in the School. Of the 38 children, 16 can be 
tested by the use of standard tests of intelligence and of personality, ap- 
plied in the prescribed manner. With flexible handling of instructions and 
test material, it is possible to use some parts of these standard test materials 
with 7 additional children. The remaining children cannot be tested by using 
any standardized test material. Instead, “controlled observations” have 
been used. These children are observed in the classroom, playground, and 
dining room for the purpose of recording the child’s state-of-being in these 
various situations. His relations to objects, children, adults; his patterns of 
behavior during music therapy, or in transitions from inside to outside the 
School, are examples of the types of notations made periodically. Ten- 
minute periods of exposure to a standard playroom structure provide ad- 
ditional sources of observational data. 

The psychological observations are integrated with data from other staff 
members for final analysis. Other sources include the teacher’s daily obser- 
vations, reports and anecdotal records, the staff conferences on the indi- 
vidual child, the psychiatrist’s observations, and the parents’ accounts of 
the child's pattern of functioning at home as outlined in a “Parent’s Journal” 
submitted by each mother and father at the beginning and end of the school 
year. This journal records the child’s behavior from the beginning to the 
end of a typical day at home. 


FoLLow-up Srupv 


Since its opening five years ago, the League School has admitted 50 
children. Thirty-eight are presently enrolled; 10 have been discharged; 2 
were withdrawn because of transportation difficulties. 

Four children were discharged after they had passed the 12-year age 
limit at the School. The parents of these four children would have preferred 
to keep them at home and have them attend a day school for adolescents. 
However, no such day school existed. One of these children had to be placed 
directly in a state institution since no other facility would accept him. The 
other three were accepted at a residential center where two of these boys 
are doing very well in their relationships with children and adults, and are 
progressing in academic work and in other areas. The third boy could not 
adjust to the residential center and was subsequently placed in a state in- 
stitution. 

Three other children at the School were so disrupting to their families, 
particularly to their siblings, that the School recommended institutionaliza- 
tion. Another child was institutionalized because improper care and lack of 


Pen by the parents negated all that the School was trying to do for 
the child. 
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Two other boys had made sufficient progress so that they no lom 
needed such a special environment; they are living at home and attendin | 
regular private schools. Both have made excellent social and academic ac 
justment; one of them has just received an award for achievement from 
school. 


CONCLUSION 


In reviewing the first five years of the League School, one is struck by the 
unusually rapid growth of the institution. The pressure for further expa ne 
sion, as evidenced by the ever-increasing number of applications, is an indi- 
cation of the need for such a service within the community mental heal h 
program. 

The School has been able to maintain 50 children within the community 
for varying periods of time. These children were so seriously disturbed that 
no private or public school would admit or retain them. A great many of 
these children would have had to be institutionalized had it not been for 
the existence of the School. The establishment of the League School made it 
possible for such children to remain at home, participating in family life, 
and attending a therapeutically oriented school. p 

The children’s experiences in the School have been varied. For a few, the 
School has been essentially custodial; for most, it has been therapeutic. — - 

Many of our children have achieved self-management for the first time in 
their lives. Children with poor motor coordination have learned to play ball, 
swim, roller-skate, ice-skate, ride a bicycle and manipulate woodworking | 
tools. Children with overwhelming fears and aggressions have learned to 
control impulses and tolerate change and frustration. Children who were 
afraid to cross Streets, go into stores or playgrounds, ride a subway, and 
meet people, have overcome these specific fears and taken first steps toward 
socialization. Children who were considered “‘uneducable” have learned to 
read, write, do arithmetic and other academic work. 


Up to now, emphasis at the School has been chiefly on services and treat- 
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therapies and management programs can be 
Another area of r 


FENICHEL, FREEDMAN AND KLAPPER w 


study of the parents of children at the School. Such a study can help us to 
evaluate the extent to which impaired child-parent relationships derive from 
disturbances in the parents or from the schizophrenic disturbance in the 
child. Further, there is need for collaborative studies comparing parents 
of schizophrenic children at day schools with parents whose children are at 
residential centers and state hospitals. 

In summary, we have presented some of our experiences at the League 
School: its origin, purpose, program, growth and research plans. We believe 
that our project has demonstrated that such a day school serves as a suc- 
cessful therapeutic setting for schizophrenic children and fills an important 
role in the total community mental health program. 
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A SPECIAL CLASS PROGRAM FOR THE EMOTIONALLY 
DISTURBED CHILD IN SCHOOL: A PROPOSAL* 


ELI Z. RUBIN. Pu D.,t axo CLYDE B. SIMSON, M.D.} 
Detroit, Michigan 

ENTAL health workers involved in the care and treatment of emo- 
M tionally disturbed children are well aware that the school is a major 
source of referral to the child guidance clinic, the hospital and the residen- 
tial treatment center. School personnel are often the first ones in authority 
to be able to evaluate the child's functioning more objectively. Beginning 
school places new demands on the child, bringing into sharper focus dis- 
turbances in functioning associated with immaturity, anxiety, or intellec- — 
tual impairment heretofore not seen by the family. It is apparent that even 
with the growth of resources in the community, the need for clinical services 
for the school-aged child far exceeds the supply. It is doubtful if the supply 
of well-trained clinical personnel will ever be able to meet this need. There 
is some question as to whether it is appropriate to continue to expect the - 
further development of more clinics to be the answer. There is little doubt - 
that some additional facilities are needed. It seems appropriate to consider i 

at this time what kind of facilities will contribute the maximum benefit. 

It is equally appropriate at this time to reconsider the roles of the various 
community clinical facilities that are used for the care and treatment of the 
maladjusted child. In the light of recent experience and knowledge, ob- — 
tained largely from the work of resident centers, we might question whether . 
child guidance treatment is indicated for many types of school problems. ' 
The school itself can give help to a large percentage of children. The school 
can provide programs which are geared to early detection and secondary 
prevention. Such programs could reduce the number of severely malad- 
justed children at the later elementary and secondary levels who present i 
dificult problems for treatment. 

We wish to present a plan for such a school program, and to outline the 
design of a pilot study to measure its relative effectiveness as compared with — 
the traditional treatment methods used with the child who is maladjusted . 
in school. As a background, it will be helpful to review briefly the specific 
functions and some of the limitations of three major clinical facilities beyond — 
the child guidance clinic currently used to treat emotionally disturbed — 
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children. As more agencies know the specific usefulness of each, referrals 
can be made more appropriately and treatment can be more effective. 

Residential treatment centers. The last decade has seen the development of 
the residential treatment center as a major addition to the community 
resources for the treatment of the emotionally disturbed child. For many 
years, the child guidance clinic has found that its capabilities fall short of 
providing adequate help to a significant number of children as long as they 
remain in homes where tension and conflict continue, undermining what 
progress might be accomplished with the child in therapy. Just as out- 
patient treatment is seen to be limited as long as the home environment taxes 
the child’s capacity, so it is equally ineffective as long as the child continues 
to meet with failure and lack of reward in the school situation. Limitations 
on adequate collaboration between the school and the child guidance clinic 
arise through distance, time and differing viewpoints. This relatively poor 
communication often prevents the school from working out a satisfactory 
program for the youngster, appropriately coordinated with the clinic treat- 
ment plan. In some instances, the chronic lack of success in the school situa- 
tion is not dealt with at all, blocking further progress in treatment. 

In line with the child guidance clinic philosophy of multidisciplinary treat- 
ment of the child, the residential center has evolved a philosophy of total 
treatment. This program recognizes the need for therapeutic attitudes to 
pervade the total living situation of the child, as well as his individual ses- 
sions with his therapist. The two situations are now recognized by most as 
being interdependent. The eventual outcome of treatment varies with the 
degree of integration of all services. A symposium at an annual meeting of 
this Association presents this point of view in considerable detail (10). 

The program of the residential treatment center is specifically designed to 
provide long-term treatment for children whose emotional disorder dis- 
turbs all phases of their social and academic adjustment. This treatment 
program is for the child who needs a secure, nonretaliating environment in 
which he can learn to relate better to others. Generally, it includes an intra- 
mural school which has the flexibility to adjust an educational program to 
the needs of the individual child. Individual therapy for the child and case- 
work treatment for the parents are the most significant approaches around 
which the entire program is built. This is usually an open environment which - 
requires that the child be able to maintain considerable independence of 
functioning and have some major personality resources in order to benefit 
from a psychotherapeutic approach. The child who has not progressed in 
outpatient treatment because neither the home, the community nor. 
school has been able to give him adequate support in his daily living ex- 
periences can often benefit from this program. This is also the Bera 
placement for the child following hospitalization, when the acute phases 
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his illness have been worked through and he needs an extended stable 
period before returning to a family setting and full community living. 
The goal of residential treatment is to be able to return the child to family 
living. In many instances, this return to the family is accompanied by con- 
tinued outpatient work. Special family settings are employed when the 
child’s own home does not show promise of providing him with adequate 
opportunities for further personality growth. A recent survey of residential 
treatment centers (12) has shown that of 28 centers reporting, 85 per cent 
return more than 60 per cent of their children to a family setting. All but 
2 (93%) reported that at least 50 per cent of the children went to their own 
family or a foster home after discharge. 
However, there is still a critical shortage of long-term treatment facilities 

in the United States. In 1953 the Children’s Bureau published a listing of 
36 such centers (2). All but 4 of these were privately operated, and the 
fees were often beyond the means of the average family. A survey (12) in 
1957-58 revealed that only 11 new private centers have been established 
since that first report and that some of the older ones have ceased to func- 
tion. The short-term intensive treatment program of the rapidly expanding 
public hospital units are often curtailed in effectiveness because of the lack 
of convalescent placements following discharge. Children are often returned 
to the community because the diagnostic study recommendations for long- 
term treatment cannot be implemented. The residential units can serve only 
a small percentage of the children who present a special challenge in school. 
The ones that they do take have already developed a chronic pattern of 
maladjustment at home and in school. Many of these children could be 
helped within the community if more special school facilities were available. 
© Hospital units. Information from the survey referred to earlier (12) re- 
vealed a fast growing trend involving the development of state-supported 
short-term hospital units for children. Sixteen states report one or more 
centers operated by the State Department of Mental Health, for the diag- 
nosis and treatment of the disturbed child under the age of 18. There were 
30 such centers reported. In the survey published in 1953 (2), only 4 publicly 
supported centers were listed. Twenty-eight or more states still do not have 
such facilities, but many of these indicated that plans were being made to 
meet the urgency of the need. 
The hospital unit provides a program very much like that of the residential 
treatment center, but because it is generally a closed unit in a medical 
setting it is best suited to handle the acute phases of illnesses, including 
psychotic reactions and severe antisocial acting-out behavior. It is also the 
appropriate setting for helping to bring under control the severe breakdown 
in adjustment often seen with the brain-damaged child who has been under 
severe environmental or emotional stress. These public centers for the most 
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part are oriented toward intensive inpatient diagnostic study or to rela- 
tively short term intensive treatment. Seventy-one per cent of the centers 
reporting indicated an average length of stay of one year or less. Their 
goals often differ from those of either the child guidance clinic or the resi- 
dential treatment center. Their primary aim is to clarify diagnosis with 
special emphasis on treatment planning. They are often in a position 
through intensive therapeutic efforts to institute a treatment program while 
the child is removed from his normal environment. Very often it is to the 
child's advantage to return to community living as soon as possible, with 
the continuation of treatment on an outpatient basis. The hospital feels it 
has accomplished its aims if the child can be returned to a more open environ- 
ment, whether it be within the community or in some special placement, 
where he can gain further in personality growth. As was mentioned earlier, 
the specific contribution of the hospital setting is often contaminated and 
reduced in effectiveness because there are not adequate aftercare facilities, 
either in residential treatment units or within the public schools. 

Limitations of resident programs. Living in an institutional environment 
can be detrimental to the growth and development of the personality if 
continued too long. There is a tendency to develop undue dependence on 
external controls and supports, and this is especially true of the closed 
ward hospital environment. A return to a more normal pattern of family 
life is often a requirement if personality growth is to continue. This may be 
true even before the child is ready to tolerate a full day at public school or 
unsupervised peer group experiences. , 

A further limitation of a hospital or resident program for some children 
is related to social service work with the parents. Many parents, with the 
resolution of the environmental stress in terms of the child's problems, are 
too anxious to relinquish their parental responsibilities and are not sustain- 
ingly cooperative in the matter of visits to the child or in consistent par- 
ticipation in programs designed to help them with their own attitudes. 
Many times after being relieved of the problem they are able to defend them- 
selves by projecting their guilt onto the hospital, and readily deny the need 


for repeated interviews with the social work staff. In some of these cases, the 


child must return to a home with the same problems, and this inevitably 
leads to a return of his previous symptoms and disturbed patterns of be- 
havior. Some parents are unable to maintain a supportive parental role in 
relation to the child while he is in residence and thus impede his therapeutic 
progress. Even skillful and intensive work with such parents may not pro- 
duce sufficient alterations in their behavior or attitudes toward the child 
as long as he is out of the home. 

Day care centers. There has be 
day care programs associated with clinics or hospitals. 


en very little reported on experience with 
Such programs are 
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Many questions remain unanswered concerning the planning of such a 
school experience. In those communities that have already made some efforts 
in setting up special classes, it is recognized that there is still a need for more 
adequate surveys of those who require special education. We need to know 
what type of disturbed child will benefit most from visiting teacher con- 
tacts, special classes in school, child guidance treatment or removal from 
school for either day care or resident treatment. References are made to the 
child who is socially maladjusted, emotionally disturbed, neurologically im- 
paired or psychotic. It appears that separate programs will be required for 
some of these types, employing techniques and an atmosphere suited to spe- 

cial needs of the group. We do not know which of these can be handled by a 
special class in school. We need to develop better techniques to identify 
these youngsters early. Studies of the incidence of maladjustment in school 
report figures varying from 2 per cent to 12 per cent of school populations 
(3). We need to develop screening techniques that are adequate and effec- 
tive to identify and plan appropriately for these youngsters. We feel that 
such screening will be the joint function of the school and the local mental 
health clinic. The school has a responsibility to provide for the education of 

those children who are unable to profit from the usual methods of instruc- 

tion because of an emotional disturbance just as it does for the mentally and 
physically handicapped. States must provide the appropriate legislation to 
support these programs. Training institutions have a responsibility to provide 
an adequate curriculum to prepare teachers for this field. School adminis- 
trators must know this area and accept it as partof their total responsibilities. 

We wish to give a first report of a pilot study to be carried out in a small 
school system in the Metropolitan Detroit area as a joint project of the 
local board of education and the Lafayette Clinic Children's Services, a spe- 
cial state hospital facility for research and training in mental health. From 
this study we hope to learn more about the type of child and family that 
can benefit from a special class situation. Through a survey of those children 
needing service, we hope to learn something about how many and what 
kinds of programs are needed within the school. By establishing a control 
group, we also hope to gain criteria for identifying those for whom other 
existing facilities, such as the child guidance clinic, day care center, hospital 
or resident treatment center, may be more suitable. 

i The experimental program will provide appropriate learning opportuni- 
ties for children who have heretofore experienced extreme difficulty in 
acquiring academic and social skills and assimilating academic information 
commensurate with their intellectual capacity. The emotional climate of 
the classroom, teaching techniques and management of behavior will be 
attuned to the special intellectual, social and emotional needs of the children. 
The children will be organized into two groups of eight to ten each on the 
basis of age, academic skills and social maturity. For the total group there 
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will be two teachers trained in special educational methods. Academic 
periods will be alternated with recreational or informal learning experiences. 
The teaching staff will be oriented to the particular problems of each child 
with a view toward understanding some of the sources of anxiety for him. 
Frequent meetings will be held with the teaching staff to advise regarding 
therapeutic management of behavior and learning progress. Children will be 
seen in individual psychotherapy as indicated, and the academic milieu will 
be integrated with therapeutic planning and progress. The understanding 
derived from therapeutic contacts will be used to help the teacher deal more 
effectively with the anxiety in the child's currently disrupted behavior. The 
visiting teacher will see the parents weekly to obtain information on the 
current status of the family, and to help them with their attitudes toward 
the child and his progress. 

In the pilot study, 20 children will be assigned to the experimental class 
project. The total group will contain 5 of each of the following types of 
problem children: (a) those with a “neurotic” type of disturbance, display- 
ing such symptoms as inattentiveness, daydreaming, fearfulness and over- 
compliance; (b) children who have personality disturbances with imma- 
turity, demandingness, aggressiveness, defiance and stubbornness; (c) those 
with emotional disturbances with a possible organic component, but without 
clear-cut evidences of organic brain damage, who demonstrate restlessness, 
hyperactivity and poor impulse control; (d) those with symptoms of with- 
drawal and weak reality contact. In the majority of cases the child will be 
showing academic difficulties, either failing to learn or learning inefficiently 
with the usual methods. p 

Children who are mentally retarded, with evidences of neurological dis- 
order, or who show symptoms of a severe psychosis, or those with a behavior 
disturbance to the degree that they cannot tolerate an open environment 
will be excluded from the program. 1 

There will be a control group consisting of an equal number of children 
matched for age, sex, degree of educational retardation and type of emo- 
tional disorder as outlined above. These youngsers will be examined fully, 
identified, and re-evaluated periodically but will not be admitted to the 
experimental class program. Referral for visiting teacher services, child 
guidance clinic or other treatment resources for some of these children will 
continue according to traditional school procedures. The addition of a con- 
trol group is felt to be essential to this study. We feel it is the only way to 
measure the effectiveness of the experimental conditions. In 1953, Hay (7) 
reported on a project similar to the one described here. The discussion that 
followed his paper indicated strongly the need for controls as well as for a 
method of evaluation. f 

All children referred to the program will be evaluated by a screening comz 
mittee, which will be comprised of a consulting psychiatrist and a consulting 
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psychologist from the Lafayette Clinic, and representatives of special edu- 
cation, visiting teacher service, and psychology from the school system. 
Each member of the team will contribute findings from his respective area. 
This group, meeting as a committee, will make all decisions regarding ad- 
mission or discharge from the experimental program. Distribution of children 
to the experimental or control groups will be made by this committee, so 
that the groups are comparable. 

Children will be returned to the regular classroom as they show improve- 
ment; new children with disturbances of a similar type will replace them in 
the experimental group and new control subjects will be added. This means 
that the children will differ with regard to the length of time that they have 
been in the experimental program, and the total numbers will ultimately 
exceed 20 in each group. 

All of the children who begin the program, as well as those children and 
their controls who are added subsequently, will be evaluated at the end of 
three years and again at the end of five years. At the times of re-evaluation 
the following will be accomplished: (a) the current teacher will evaluate the 
child’s educational status and progress; (b) the current teacher will evaluate 
the child’s behavioral adjustment in school; (c) the visiting teacher will 
get in touch with the family for an evaluation of the child’s adjustment at 
home with specific reference to old problems; (d) the psychiatrist will re- 
evaluate the child. Experimental and control groups will be compared for 
improvement in academic and in social and emotional areas by comparing 
the above with the original ratings obtained at the time of screening. 

We are proposing that exposure to the total approach of the special class 
conditions will result in a higher percentage of children who return to a 
regular class, maintain academic and social adjustment, and are relieved of 
debilitating emotional problems than will be found in the control group. We 
also hope to learn more about the factors which allow children to benefit 
from such a school program, as compared to those who benefit from other 
services available. These factors may be related to the nature of the child’s 
disturbance, to factors in the family environment, or to factors in the 
school situation. 

All of this material will be reviewed and evaluated by the project com- 
mittee, whose aim is to delineate more accurately than is possible at the 
present time what the public school can contribute to the identification and 
treatment of the emotionally ill child. We wish to stimulate an interest in 

supplementing existing clinical services and in preserving specialized facili- 
ties for the more intensive treatment of emotional disorders. 


SUMMARY 


The increasing numbers of emotionally disturbed children needing treat- 
ment, the overloading and misuse of current facilities, and the shortages of 


RUBIN AND SIMSON 153 


clinically trained personnel dramatize the need for extending clinical serv- 
ices into the school. 

We have surveyed briefly the existing treatment resources in the com- 
munity beyond the child guidance clinic, which are designed to meet the 
needs of the emotionally disturbed child. The functions, goals and types of 
disturbances served by the residential treatment center, hospital and day 
care center have been reviewed. Some of the limitations of these settings were 
pointed out. 

We have described a special class unit within the public school that in- 
corporates clinical personnel. The goals of this program are to identify dis- 
turbances early in the child’s school adjustment and provide prophylactic 
care through special education methods integrated with clinical under- 
standing. 

The need to evaluate existing programs offering services has long been 
neglected. We have presented an outline of a pilot study designed to measure 
the effectiveness of this school program as compared with other approaches. 


REFERENCES 


1. BRADLEY, Cuanies, Education in a Children's Psychiatric Hospital. Nerv. Child, 3: 
327, 1944. 

2. CHILDREN’S Bureau. Residential Treatment Centers for Emotionally Disturbed Children: 
A Listing. Washington, D. C.: U. S. Govt. Printing Office, 1953. 

3. Dupont, Henry J. Emotional Maladjustment and Special Education. Except. Child., 
24; 10, 1957. 

4, Fastan, AnnaHaM A. Reading Disability: An Index of Pathology. Am. J. Orthopsy- 
chiatry, 25: 319, 1955. 

5. GOLDBERG, Isa. Use of Remedial Reading Tutoring as a Method of Psychotherapy 
for Schizophrenic Children with Reading Disabilities. Quart. J. Child Behav., 4: 273, 1952. 

6. Grave, CHARLOTTE. Psychotherapeutic Value of a Remedial Education Program. Nerv. 
Child, 3: 343, 1944. 

7. Hav, Lours. 4 New School Channel for Helping the Troubled Child. Am. J. Orthopsy- 
chiatry, 23: 676, 1953. ; 

8. HinscunEno, J. C. The Role of Education in the Treatment of Emotionally Disturbed 
Children Through Planned Ego Development. Am. J. Orthopsychiatry, 23: 684, 1953. ; 

9. Kruc, Orura, A Concept of Education in the Residential Treatment of Emotionally 
Disturbed Children. Am. J. Orthopsychiatry, 23: 691, 1953. i 

10. Lowry, Lawson G. The Education of Emotionally Disturbed Children: Summing Up. 


Am. J. Orthopsychiatry, 23: 712, 1953. * 
11. RoBINsON, J. Franxuin, Educational Procedures in a Resident Setting. Am. J. Ortho- 


psychiatry, 23: 697, 1953. : j : l 
12. RUBIN, Yu Z. Residential Treatment Centers for Emotionally Disturbed Children: A 


Survey, In preparation. ; 
13. Zacury, Carouine. The Psychotherapist and the School. Nerv. Child, 3: 249, 1944, 


THE USE OF THE SEMINAR IN TRAINING TEACHERS AND 
COUNSELORS AS LEADERS OF THERAPEUTIC PLAY 
GROUPS FOR MALADJUSTED CHILDREN* `: 


MORTIMER SCHIFFER 
Consultant, Board of Education of the City of New York 


N New York City there is a current program designed to help disturbed 

children by means of therapeutic play groups. At the present time such 
groups are being operated in eight elementary schools in various parts of the 
city. Administratively this program is within the Bureau of Educational and 
Vocational Guidance; it represents one of many special services to schools 
provided by this Bureau of the Board of Education. 

The primary aim is to help young children who have problems in per- 
sonal and social functioning, as observed by teachers and other school per- 
sonnel. Secondly, selected teachers and. guidance counselors are trained in 
the use of the play group in meeting the needs of these children. F. inally, the 
program attempts to broaden the application of sound mental health prac- 
tice in the classroom. 

The program was started in 1951, when it became evident that existing 
clinical facilities were insufficient to help many maladjusted children for 
whom the traditional resources of the classroom and school proved in- 
adequate. It was also considered important to identify such children early 
in their school careers and to institute corrective procedures as promptly as 
possible. 

During the past six years, more than 100 children between the ages of 6 
and 9 have been worked with in play groups. Approximately 15 play groups, 
conducted by 10 teacher-volunteers and 5 guidance counselors, have been 
meeting weekly in schools, 

Teachers of the lower grades are helped in screening their classes, and 
comprehensive referrals are prepared on those children for whom help is 
indicated. Interviews are held with teachers, children and parents; con- 
ferences with social workers and psychologists of the Bureau of Child Guid- 
ance follow, wherever the school has an assigned team. All persons concerned 
then meet with the consultant to the program to evaluate the material. 
Play groups containing three to six children are organized and are assigned 
to leaders, henceforth called group workers. Each play group meets with the 

aR M once a week for about an hour, in a suitably equipped room 

The setting of a play group is a permissive one; the worker is a tolerant, 

* Presented at the 1958 Annual Meeting, 
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helpful adult, who accepts child behavior without criticism or value judg- 
ment. The children are enabled to re-experience a significant adult-child 
relationship. There is no planned program or direct structuring of activities 
by the worker. Many forms of behavior which would be considered fractious 
in other group settings are accepted in play groups. Children are allowed to 
provoke, argue, tussle, or to Withdraw into protective isolation. They may 
use play materials and games constructively or destructively. Aggressive 
behavior is permitted as long as it does not exceed the frustration tolerance 
of any one child or the group as a whole. The group worker is always ready 
to help children when she is needed but she maintains a neutral role in 
situations between children. 

The theoretical considerations, principles and practices underlying the 
play group program are similar to those govering more specialized clinical 
techniques in group psychotherapy with children. However, the play group 
practice is carefully controlled so as not to foster deep, regressive patterns. 
Dealing with behavior which is potentially heavily laden with affective 
content is avoided. Children whose disturbances are so severe as to require 
more intensive clinical treatment are excluded from play groups. 

The consultant is responsible for orientation, implementation, training 
and supervision. He must be mindful of both educational and clinical re- 
quirements inasmuch as the program functions within a school setting. 
Knowledge and techniques must be developed without placing undue stress 
on trainees. Specialized group practice of this type is relatively new in 
schools, and problems arise which are not only stimulating but at times 
threatening to those who experience them for the first time. 

The foregoing is a brief outline of the aims and principles of the play 
group program. More comprehensive reports may be found in earlier publi- 
cations.' 

The present report is a description of the supervision process in particular, 
with emphasis on the use of the open seminar in training teachers and 
guidance counselors as leaders of play groups. 

It has been indicated that the program is also concerned with expanding 
teachers’ awareness of mental health principles and extending their applica- 
tion to the classroom. In implementing the play group program in each 
school, the faculties were briefed as to the general aims and were informed 
that the supervision conferences were open to them. Because attendance was 
voluntary, it was deemed important to schedule conferences at times con- 
venient to teachers who evinced interest. Thus, conferences were held at 
lunchtime. In some schools it was also possible to meet with the teachers of 
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lower grades during one hour when their classes were not in session. In all 
instances, the principals of the schools were most cooperative in trying to 
meet the needs of the program and in arranging conference time. In this way 
the play group program could operate without interfering with regular school 
functioning. 

Most teachers have had prior experience in seminar participation during 
undergraduate or graduate training. Their professional practice also includes 
committee work and workshops dealing with educational matters—curricu- 
lum, methods, etc. The supervision seminar of the play group program is 
not altogether novel, despite its unique content for them. 

The analysis of verbatim play group meeting reports, read aloud by the 
group workers, represents the content of the supervision session. These re- 
Ports are written by the group workers following each meeting with their 
respective play groups. Discussion in supervision deals with the meanings of 
child behavior, both individual and group, worker’s techniques, specific 
dynamics taking place, and multiple questions evolving from these areas. 

Participants are told that the reading of the report may be in terrupted at 
any point in order to raise questions or to make observations, They are en- 
couraged to exchange their views freely. The consultant, who acts as dis- 
cussion leader, is responsible for continuity. However, at times the discussion 
is allowed to range from the content of the play group report to parallel or 
derivative situations, if it appears that this has merit. 

For example, in one report the worker was describing a rivalry episode in volving two 
children in her play group. This led to general discussion of the interrelationship of 
rivalrous children, with particular emphasis on the meaning of the adult role. An upper 
grade teacher interjected: “Why, I have almost the identical situation with two children 
in my class!" The play group report was temporarily suspended while the teachers dis. 


cussed rivalry manifestations observed in their classes, The subject was continued until 
Pertinent psychological meanings were elicited, 


Some schools are fortunate in that clini 
gist and social worker from the Bureau of Child Guidance are assigned for 
part of the week. Where such is the case, the clinical team participates in 
the play group program. However, it is necessary to bridge the gap that 


exists between clinicians and educators so that each can contribute to the 
efficiency of the program. 


cal teams composed of a psycholo- 
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The clinician, on the other hand, aware of teachers’ reactions, has to deal 
with his own defenses. Sometimes he makes the unwise assumption that 
many teachers are inflexible, rigid and uncompromising in terms of their 
potential capacity for change in attitudes. 

There are probably instances wherein both groups are justified in their 
attitudes and suspicions. The disparate nature of their duties and the lack of 
opportunities for consistent, cooperative work is a major factor that main- 
tains the unfortunate situation. It is indeed unfortunate; both educators and 
clinicians have much to share in promoting our understanding of education 
and mental health. 

Much has been accomplished in the play group program to dissolve these 
inhibiting influences. The lunch conference in itself promotes ease in social 
contact and subsequent professional exchange. The group process is also 
helpful; tensions are more readily concealed or reduced as the group focuses 
on common problems. It is also helpful in integrating the group whenever 
the consultant can draw from both educational and clinical experiences of 
his own. He can then direct group performance with awareness of the reality 
factors governing both levels of professional application. 

Language usage is an important consideration in the supervision process. 
Most psychological concepts can be reduced to a level familiar to profes- 
sionals, regardless of their allegiance. Parenthetically, there is much to be 
said for simplifying clinical verbiage. The tendency to categorize or to re- 
duce involved behavior manifestations to clinical classification often loses 
sight of the dynamics involved. In a supervision seminar involving teachers, 
it is mandatory that they feel adequate in the thinking process and not 
overwhelmed by esoteric language. 

During early sessions, teachers sometimes struggle with thoughts they are 
trying to convey. They may feel like strangers in an alien land and attempt 
to gain status through the use of psychological parlance. Assurance is given 
that most psychological processes can be adequately explained in ordinary 
language. 

An interesting exchange took place when a group worker was reporting how the play 
group managed to protect her from the overwhelming demands of some of its members. 
What was involved dynamically was the need of the group to protect the role of the 
worker and to reduce the threat to her neutrality—in essence, to maintain the trans- 
ference relationships. The psychology involved was sufficient to intrigue a clinical group. 
Of greater significance was the manner in which the group worker and the teachers 
developed the factual content of the dynamics. The social worker and psychologist, 
sensing the direction of discussion, wisely “sat it out.” They were quite impressed with 
the teachers’ ability to grasp the involved meanings. 


As the process of communication improves, the participants become more 
confident. They learn that their opinions, questions and interpretations 
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receive due consideration. Despite the fact that they may disagree, they 
become increasingly tolerant of the opinions of others. The degree to which 
the group is enabled to explore objectively becomes the measure of the 
efficacy of the learning process. 

It became necessary to invite a young teacher to one session in order to gain from 
him a direct report of a particular girl’s behavior in the classroom. The consultant was 
informed privately that this teacher was an earnest, hard-working young man but con- 
stricted and sometimes rigid in his handling of children, During the discussion it be- 
came apparent that this observation was correct. The teacher questioned the use of the 
permissive group, implying that firm discipline was required, As the meeting progressed 
the group worker reported her observations of the child’s behavior in the play group. 
The social worker added information relevant to the child’s relationships in the family 
and her reactions to authority figures. The continuing discussion flowed about this young 
teacher, who seemed amazed at the group’s dedicated attempts to understand the “whys 
and wherefores.” At the end of the session, as the seminar group disbanded, he said: 
"I wonder about that kid! Maybe I had the wrong slant on her.” 


The foregoing is a rather dramatic example of how one teacher was affected 
by the searching attitude of his own professional colleagues. Marginal par- 
ticipation in the seminar does not generally lead to precipitate changes in 
the resistance and attitudes of teachers. Nevertheless, the example given 
is an illustration of the dilution effect of the group on one of its members. 

At the beginning of the seminar the teachers look toward the consultant 
for interpretation, direction and didactic instruction. For a few sessions he 
takes an active role in directing lines of investigation and drawing attention 
to significant aspects of behavior. The purpose is to give the process momen- 
tum; to convey some idea of the nature of supervision. Thereafter, he is less 
active and the group is permitted to carry the weight of discussion. 

The extent of individual participation varies; assertive teachers generally 
become quickly involved while more diffident ones observe and occasionally 
make comment, generally in question form. At times there is a pairing off of 
teachers. Friends sit next to each other and act supportively, with the more 
Secure person reinforcing the weaker, 

Although the consultant is concerned with integrating discussion and con- 
fining it to productive lines, much tangential discussion is permitted during 
early Sessions. This must be tolerated when it represents the initial contribu- 
tions of participants—a warming-up period. While undirected discussion 
tends to become diffuse, it does provide an opportunity for the consultant 
to study the group complement. Aggressive and passive components are 
noted; Supportive or perhaps antagonistic members are located: assessment 
is Sede the quality and capacity of verbalization. i 

Tine Sek ee pee one Person who is the perennial “doubting 
Sand ee s usually less motivated toward inquiry and more 
isputation. Hostility is a concomitant and can be threatening to 
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individuals or the equanimity of the group. When this is the case, the group's 
capacity for handling the situation must first be determined. Should the 
instigator prove intractable, the consultant becomes more active. He may 
quietly answer the questions raised; expose himself to hostility, deflecting it 
from one individual or the group; use humor to break tension; change the con- 
tent of discussion. 

Forbearance for the instigator produces gains which extend beyond the 
person of the precipitator. The group becomes less threatened and mobilizes 
its strengths. At such times the group may retaliate and in turn begin to 
overwhelm the person who has catalyzed the process. The consultant again 
interferes; no teacher is allowed to become exposed unduly to hostility. 

In one instance the gróup worker was interrupted during her reporting by a teacher, 
who said: “You know, my class used the room before your play group met and after, 
Some of my children's things were missing. We looked high and low but could not find 
them." The other teachers sat in strained silence, resentful of the hostility—identifying 
with the group worker. The worker, a guidance counselor, reflected a moment, indicated 
that the play group children were not responsible and offered to help look for the items 
later. The teacher who had precipitated anxiety was not mollified. The consultant then 
joked about some aspect of the situation, and the group laughed. The teacher smiled 
weakly but her manner revealed that she had now transferred her hostility to the con- 
sultant. 


As the sessions proceed, the discussion is controlled more frequently when 
it tends to become remote, too theoretical or fragmental. This is received 
with more tolerance on the part of the teachers. Besides, they are now more 
familiar with the children being reported on regularly and they are eager to 

` follow the developmental aspects of behavior. 
| As the teachers develop increasing capacity for objective study, they are 
pressed for more adequate validation of opinions. Apparent meanings of 
-child behavior are subjected to further questioning. At times the consultant 
will throw out other possible interpretations to feed the reflective process. 
Slowly they learn to question each other and to probe more deeply, reflecting 
the process which is continuously being demonstrated for them. 

A group worker reported that Rafael, a six-year-old boy, asked permission to take 
little items at the close of the play group meeting. Rafael's teacher interrupted to report 
that he had been stealing toys from class. Discussion ranged from the specific to the 
general question: “What are the reasons underlying stealing by young children?” 

Some ‘were said to steal because they were economically deprived. More subtle 
motivations were suggested. Blatant stealing could be a way of gaining attention or 
possibly a way of alleviating guilt by seeking punishment. Or stealing could be one way 
of taking from real or surrogate parents objects which represent “love tokens.” One 
teacher even wondered whether the boy’s stealing sometimes gave him a feeling of power! 

Clinicians would evolve similar, hypothetical ideas, using more esoteric language and 
elaborating in terms of hostility, masochism, psychosexuality, etc. 

The consultant refocused investigation, bringing the group back to Rafael. The 
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teachers explored further, incorporating factual knowledge of his behavior in class, the 
play group and at home. Knowledge of parental attitudes and Rafael’s relationships 
enabled the group to reach a logical assessment of the stealing, The group worker was 
instructed to permit him to borrow objects; the class teacher was helped in planning how 
to handle the matter in class. Several weeks later, the teacher reported that things had 
worked out quite well. She felt that the earlier discussion had helped her in handling 
what might have become a more difficult situation. 


Our observation of teachers in supervision seminars reveals that they 
develop keen interest in the study of child behavior. They become particu- 
larly intrigued by the opportunity to follow the same children for a period 
of a year and more. This developmental aspect of the seminar has much to 
do with sustaining their interest. On occasion they contrast this learning 
Process to the more didactic courses they have had during teacher training. 


Recently, a young teacher in her first year of teaching commented to this effect: 
“One of my instructors in college used to say, ‘Remember, you are teachers, not psycholo- 
gists.’ Should we be expected to handle disturbed children in our classes?" 

The question was directed to the consultant, who, in turn, asked the group for com- 
ment. In the main, the group was composed of young women, with limited teaching 
experience, 

Some of them concurred with the implications expressed in the original question. 
They felt that psychology was the clinician's responsibility entirely and that teachers 
should not be expected to handle the needs of maladjusted children, Inasmuch as agree- 
ment on this appeared general, the following provocative question was raised: “Is it then 
to be assumed that teachers can deliver no service whatsoever in mecting the special 
emotional needs of some children?" This precipitated multiple reactions, The implica- 
tion was disavowed, even by the teacher who started the discussion. She acknowledged 
that perhaps her original reaction was not a considered judgment. 

Another teacher added: "Remember how Mrs. S handled the problem of the boy who 
was always fighting? We discussed it here and figured out what was bothering him. She 


seminar group. 
"Just how important is the teacher to the beginning 
potential of the teacher as a surrogate mother was 
brought out by the group. Confirmation came in many ways. One said: “Why, many 
of my children call me ‘Ma’—without realizing it!" Others confirmed this observation, 
which is common to the experience of lower grade teachers, 
The consultant summed up: “Well, then, if we acknowledge the psychological signifi- 
cance of the teacher-child relationship; the importance of the early developmental period; 
the advantageous position of the teacher, who is with the child a minimum of four hours 
daily, are we still Prepared to negate completely the idea that the teacher might be able 
to handle some emotional problems of children?” 


The group seemed to accept this as a possibility, 
following manner: “ 


The investigation of behavior is child-centered for a long time. Even when 
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the teachers discuss their own roles it is in terms of technique, skills and 
knowledge. Their own emotional investment and affect responses have not 
been as yet subject to inquiry. For obvious reasons this cannot be undertaken 
until they are sufficiently relaxed to tolerate the most dilute process of self- 
examination. 

The degree to which affective material can be probed depends upon the 
level of group functioning and the relative capacities of the component 
members to accept such a process. At no time may any teacher be exposed to 
a debilitating experience. The general aim is to develop objectivity in child 
study. One must be able to recognize oneself as a significant part of the 
relationship process with children. 

This process becomes facilitated through the person of the group worker. 
Because she is of focal importance in the play group, her own responses and 
feelings inevitably present themselves during her reporting and interpreta- 
tion. The other teachers involve themselves similarly through identification 
with her. Whenever the seminar group has a participant who feels free to 
describe her own feelings in classroom situations, the process accelerates 
even more. Such motivation is generally personal, having little to do with the 
dynamics of the seminar group. It is intrinsic to the personality and prob- 
ably has similar outlet in other group situations as well. 

For example: The play group worker described how Noel pushed Tommy around. 
Tommy was frightened; he was a timid child. Noel, more aggressive, was not really hurt- 
ing him but Tommy was still incapable of defending himself. The group worker did not 
interfere. 

A teacher interjected: “I know why you did not interfere in the play group but 
how did you manage? I couldn't stand it! I'd have to stop it if I were in your place.” 

Group worker: *Noel wasn't really hurting him so I didn't feel that Tommy was 
threatened to the point where I had to interfere." 

"Teacher: “Maybe so, but I could never do it.” 

At this point the consultant said: “Why not? Does it make you angry?" 

Teacher: “I think so. 7 never could stand bullying." 

Consultant: “I can understand how you feel, then. Bullying can sometimes be cruel. 
However, I think you can understand the group worker’s role and her need to estimate 
the strengths and weaknesses of each child and the tolerance limits.” 

The discussion was deflected at this point; it was felt that further investigation might 
involve more personal revelation on the part of the teacher. There are incidents wherein 
teachers identify even more forcibly with children. 


The quality of investigation during seminars is greatly enhanced as the 
teachers are enabled to evaluate their own affect responses as part of the 
content, 


. In another instance a teacher queried the group worker: “How can you dike a child 
like that? I’d get angry!" The consultant asked her why she thought she would get 
angry. She replied: “Why, even in class some children in particular can make me angry. 


162 SUPERVISION SEMINARS FOR LEADERS OF PLAY GROUPS 


I sometimes find myself raising my voice, and stop in mid-sentence!” There was general 

laughter, She continued: “There are some children who are hard to like.” 

Some of the group reacted to this affective material sensitively. The consultant 
replied: "I guess it wouldn't be natural if all of us liked all children equally, or adults too 
for that matter. But I think you touched upon a problem of particular importance to 
teachers, That is, the question of recognizing your own feelings in response to children, 
and further, of evaluating them. For instance, you literally stopped your feeling ‘in 
mid-sentence.' ” (General laughter.) 

Up to this point we have described the supervision seminar without giving 
separate weight to the part taken by the group workers, as opposed to the 
teacher particpants. It has also been mentioned that play groups are con- 
ducted by volunteer teachers or guidance counselors. While guidance 
counselors have more comprehensive knowledge and experience, for most of 
them the play group technique is also new. Guidance counselors are generally 
more secure in supervision than are teachers. Qualitatively, however, their 
reactions during supervision are not dissimilar. 

Preparation for play group leadership for both teachers and counselors 
consists of discussion with the consultant, the reading of group reports, and 
participation in supervision seminars. The supervisory process in particular 
becomes the effective training experience. 

Classically, supervision is bilateral, with supervisee and supervisor. This 
has advantages: the worker feels less exposed when inquiry is directed 
toward her own responses; her defenses involve one person, the supervisor— 
not a group; the material under review is covered faster. In view of the fact 
that group supervision is used to enable other teachers to participate, the 
consultant must maintain responsibility for preserving the security of the 
worker as she reports to the group. 

The seminar group, fortunately, has elements which help in the process. 
There is a mutuality of identification; the worker is part of the regular 
faculty and the composition of the group is familiar. Also, as mentioned 
earlier, the seminar group does at first concentrate on the behavior of 
children. 

Nevertheless, the beginning worker operates under stress, because. as she 
reports she is the focus of attention. Others are less participative in the 
beginning and most of the discussion is catried on by the worker and con- 
sultant. As soon as the group “finds its feet," so to speak, the worker re- 
laxes more. 

The teacher-group worker finds it difficult at first to divest herself of the 
habit responses of the classroom and adjust to the requirements of the per- 
missive group. Some of the very skills which make for good teaching are 
contraindicated in the play group. The effective group worker must not only 


have the capacity for both roles but she must understand the underlying 
reasons. 


MORTIMER SCHIFFER 163 


In the play group she must not be directive or interfering. She must be 
peripheral to the group but always accessible to the children, when they 
need her. She must observe without being an observer, accept negative 
behavior without sanctioning it, and remain neutral in role. 

This is a tall order—not only for teachers! However, the worker does learn 
to use permissiveness discriminatively, as indicated by the requirements of 
constantly changing situations. Before she develops this capacity her per- 
missiveness tends to have an amorphous quality. 

As the children test the reality of the worker’s role, she sometimes reverts 
to habit pattern and is more controlling of the group, to allay her own 
anxiety. As this becomes evident ier reports, the meanings are brought 
out. * 


For example: The worker reported that she was setting the table for snack time. 
Jose ran to the table when she had finished and sat down next to her. Henry walked over 
and he too sat down; the others continued playing. Jose grabbed for the cookies, tak- 
ing most of them. The worker said: “Let’s wait until the others come." 

A teacher interrupted and asked what had happened to the cookies Jose had grabbed 
and whether enough remained for the others. The worker replied that there were cookies 
left over for the others. The consultant asked why she had suggested that Jose wait 
until the others came to the table. The reply was that she was concerned lest Jose set off 
a general grabbing and that some of the others might not get any food. 

It was suggested that it might have been advisable to say nothing, to see how the 
group would have handled it. The worker remonstrated: “But if some were deprived, 
wouldn't they blame me?" The consultant said, "Let's think about this. What might 
have happened had you not spoken?” Various ideas were presented; the children might 
have argued, complained to the worker, fought with Jose or merely accepted the situa- 
tion without complaint. K 

The worker's original question was restated: Would those who were deprived have 
felt rejected by her? After all, she was rightfully concerned with her neutrality. 

In the discussion, the group concluded that it would have been better to let the 
children handle the situation and that the worker’s role was not threatened, because the 
children were aware that she had provided enough food to go around and was not re- 
sponsible for the actions of Jose. Further, the children had already had many oppor- 
tunities by then to familiarize themselves with the essential permissiveness and neu- 
trality of the worker. 


It should be noted in this example that the group is led into investigation 
of technique with the worker and she is not unduly exposed, because atten- 
tion to the question becomes generalized, Participants share a common prob- 
lem and derive conclusions which suggest alternative procedures, without 
belaboring the idea of correct or incorrect technique. Although this discus- 
sion became somewhat discursive, the worker did not feel that she was being 
judged. 

As the group worker learns that examination of her role is objective, un- 
critical, she becomes fortified to the point where she can tolerate group 


In one session of the Seminar, the group worker had Presented a succinct analysis of 
à child's behavior. When the Consultant expressed satisfaction with her handling of the 
situation and the clarity of the explanation, she was pleased, She replied: “I think it's 
because I'm less afraid in the group, That's because understand more of What is going 
in^ 


te extracted context the Statement sounds a bit ingenuous but it is an indication of 
Professional maturation, 


Later, the worker’s attention is dra 
group. The object is relationship iS a two-way 
Process, with unconscious elements. This ~ iti 
confidence of the worker, there is a 
volvement of other 


À worker was describing àn interesti 
Who had for 4 long time been guarded j 


x ed a piece of Wood 
rker, Teacting to this hostility, again 
for him to use the wood, The 


hand Puppet and asked for help, She showed 
indi DI playfully Squeezed one of 


" she said. The matter was pursued with mild Pressure: 


uU 
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“But you did enter it in your report." This time the worker looked up, now more tense, 
and said: *Why do you ask? Do you think it means something?" The consultant re- 
sponded: “I wondered whether you were angry with him because he resisted you.” 

It was denied and the reporting continued. Several pages later she had occasion to 
touch upon another incident involving the same child. Here again an element of counter- 
transference was detectable. The worker put down the report, smiled and said: “You 
know, I guess I really was a bit angry with him.” 

This was then amplified by the consultant, who stated that it was quite “natural” 
for group workers to respond affectively at times. Further, it was an indication of growing 
sensitivity when the worker began to recognize her own responses. 


The foregoing illustrates how a worker becomes aware of some aspects of 
her own motivation. The supervisory process does not probe the deeper 
meanings of the countertransference elements in this situation. This is pro- 
hibited by the fact that the worker is reporting in a group and further, what 
is more important, she is not exposed to the deeper, unconscious implica- 
tions of her responses to the child. Of course, were a worker’s functioning 
interfered with by too frequent intrusion of error predicated on unconscious, 
libidinal stimulation, the question of her suitability for the role of play group 
worker would arise. 

Group workers are generally selected from those teachers who, after 
participation in supervision seminars, profess interest in working with play 
groups. Counselors assigned to guidance on a full-time basis also wish to use 
the play group process to expand their services to children. 

In practice, all of our group workers have entered the program self-moti- 
vated. It is not always possible to anticipate how effectively they can lend 
themselves to the permissive process. Some teachers respond more slowly in 
training than do others for a variety of reasons. The efficiency of group 
workers with comparable training and experience also varies. It is not the 
present purpose to probe the motivation of volunteer workers. There are 
times perhaps when one can detect a personal overinvestment on the part of 
the volunteer and it is wise to delay assignment to a play group until this 
can be explored further. The seminar provides fertile ground for evaluating 
the potential of such volunteers. 

To summarize, use of the open seminar in supervising play group workers 
in school settings has proved to be advantageous. Supervision of this type 
not only provides specific control of the play group practice but has other, 
derivative gains, The interest and participation of other teachers broadens 
their knowledge of child behavior and helps them to function more effec- 
tively in the classroom. 


THE ROLE OF SEPARATION AND DEPRESSION IN 
OUT.OF-WEDLOCK PREGNANCY* 


MARCEL HEIMAN, M.D.,t AND ESTHER G., LEVITT 
Louise Wise Services, New York, N. Y. 


UR observations are based on a number of women pregnant out of 
O wedlock who were seen at the Louise Wise Services during the past 
four years. They were predominantly white, Jewish, ranged in age from 12 to 
over 40, and came from every social stratum. The data were obtained. from 
direct clinical observations made by the social workers in the casework inter- 
views. This also included diagnostic interviews and consultations with the 
staff psychiatrist, and psychological testing where indicated. The team ap- 
proach was used in selected cases only. S à 

Our observation (which we will illustrate and document clinically, and dis- 
cuss theoretically) points to the following: Some women react to the ex- 
perience of separation or death with a depression; the pregnancy which 
follows is dynamically linked to the depression. 

A survey of the literature shows that the connection between parental loss, 
depression and out-of-wedlock pregnancy has been observed by others. 

Eisenberg's case (6) is a girl of 17, illegitimate herself, raised with hardly 
any contact with her father, who had a depressive episode one year prior to 
becoming pregnant out of wedlock. In Cattell's group (5) of out-of-wedlock 
pregnancies, 30 per cent were schizophrenic, a majority of them having a 
history of loss of one or both parents by death, divorce, separation or mental 
illness. Evan's statement (7) that the pregnancy represents a neurotic solu- 
tion to the problem of the loss of a loved person reflects the views of the 
writers with whom Evan worked. For Littner (12), the role of depression in 
pregnancy may be seen by his observation that depression might follow the 
surrender of the baby. Ross (15) found depression during the last two or 
three months of pregnancy in unmarried mothers residing in a maternity 
home. Young (16) describes very vividly how these women “fatally deprived 
during their early years of love... they required, . . . are vainly seeking to 
assuage their . .. emptiness . . . seeking for the mother." Littner (12) ob- 
served that "jt seems as though the unmarried mother is unconsciously act- 
ing out in her pregnancy a very early childhood fantasy about her own 
mother,” namely, “of having a baby by and for her mother.” Littner de- 
velops the thesis that the pregnancy is an attempt “to handle the emotional 


* Presented at the 1058 Annual Meeting in a Workshop on “Etiological Factors and Their Relation 
to Services for Unmarried Mothers,” Leontine Young, Chairman. 
1 Psychiatric Consultant. 


1 Department Supervisor, Unmarried Mother Services. 
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disturbance set up by a threat to the mother-daughter relationship.” This 
is demonstrated by the fact that “‘if the child is taken away from her after 
she delivers, she may be again threatened with emotional collapse and she 
then either resorts to becoming pregnant again or else she experiences some 
sort of emotional breakdown such as a depression." 

This observation bears some similarity to our own. Our basic difference, 
however, is that depression was in existence prenatally and was one of the 
prime forces motivating the pregnancy. Furthermore, it is our contention 
that in those situations mentioned above we are not dealing with a mother- 
daughter relationship which is threatened, but rather with a relationship be- 
tween mother and daughter which is already very severely disturbed. We 
believe that in actuality the unmarried mother has experienced the loss of 
her mother, either physically or emotionally, and as Young (16) said, is 
“seeking for her mother who has deserted her at birth.” 


June, aged 25, came to our agency in the second month of her first out-of-wedlock 
pregnancy. Her history indicates a succession of depressions following separation and 
loss of love objects. 

This case illustrates the connection between pregnancy and depression on the one 
hand and depression as the result of death or separation on the other hand, thus linking 
together separation, depression and pregnancy. 

Her first depression followed her brother's death; her second depression followed her 
father's death; the third depression occurred when she lost her job, coinciding with the 
first anniversary of her father's death. Her fourth depression occurred the following year, 
again on the anniversary of her father's death. Only this time, in addition to being de- 
pressed, she became pregnant. The exact date of impregnation is known. (In the second 
week of June she had the intercourse which made her pregnant, with her next period due 
July 3.) Her fifth depression followed her placing of the baby with the agency. June's 
descriptions of her reactions when she had her various depressions are as follows: 

Following her father's death: “When my father died I felt as if the whole bottom had 
fallen out of me. I was sick, upset, and couldn't believe it. I almost had a nervous break- 
down. I almost was out of my mind. I felt I had nothing to live for. My mother gave me 
nothing at all, only arguments,” 

A year later, during her second depression, she did not work, stayed in bed for three 
months, cried and wished she were dead, or wished someone would kill her. She thought 
of killing herself but was afraid. “When God took my father, why didn’t He take me?” 

The following year, in her next depression, she had difficulty getting up in the 
morning, felt as if her body “doesn’t want to work,” couldn’t sleep at night, heard her 
heart pounding. 

She associates the fourth depression, when she got pregnant, to her depressions follow- 
ing her brother’s and father’s deaths. In both instances, regarding her brother and 
father, she reacted with “I can’t believe it.” Regarding her father’s death, she couldn’t 
believe it because “he was so young and I was so young." She really never had a father 
and was looking forward to the time when she would grow up and be able to spend more 
time with him. She couldn’t believe her brother’s death “because the box was closed 
when he came” (i.e., from overseas) and there was no proof for her that it was actually 
her brother who was in the box. This feeling that her brother was not dead ceased after 
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the death of her father. “I accepted that Father was dead and so I had to accept that 
my brother was dead too,” since her brother had died before her father. 

June moved out of her mother’s home and within the same month started to have 
sexual relations with the boy friend she had been seeing for some time. According to her, 
after moving out, she was not afraid any more to sleep with him because her mother 
wouldn’t know about it and wouldn’t think she was a bum. She and her boy friend were 
on very good terms until just prior to her taking a trip, when she used a small incident 
to break off relations with him. This behavior is reminiscent of many patients, illustrat- 
ing the meaning separation has for her, We shall elaborate on this later. 

Her love and devotion to her father were very great; she had always felt that he was 
first with her. The parents broke up when she was 10, and she wanted to go with her 
father in place of her brother, but because she was a girl she had to stay with her mother. 
June looks like her father; both were very tall, and she wished that she had been a boy. 
She feels that her father had favored her brother because he was a boy. 

Her feelings about being pregnant were somewhat bizarre: She felt fat although at 
the time she was only in her third month. She felt as though her stomach were bloated, 
saying she feels her stomach is “bulging.” Once, while dressing to go out, she felt so 
heavy that she thought she “would have the baby any minute.” Until the end of the 
third month she felt that she did not want to go out. She wanted to stay home alone. 

She remembered that she had always dreamed of having a baby and always wanted 
to have a baby, and recalled vividly a dream she had about four or five years ago 
(perhaps after her brother’s death), in which she went through the process of labor 
pains and delivering a baby. She can describe the process of delivery in detail and re- 
members having seen the baby with its dark hair. She had a similar dream toward the end 
a as third month of pregnancy, describing the baby as being a girl “like me" with black 

She had consistently maintained throughout the pregnancy, 


up until delivery, that 
she planned to place the baby for adoption. After delivery she became Sites ibant 
it. She permitted the putative father to see the baby and then decided to marry him. 


Mero she had said she hated him, but gradually came to feel that she did not dis- 
ike him. 

Several days after the birth of her baby she still looked 
difficulty in moving her arms and legs, and said she 
which she experienced later after giving up the baby 
having the child adopted. The baby looked “ugly” 
soon as she returned from the hospital to Lakeview (our hi i 
and started to feed the baby, her depression Wade wii D e Sage 
marrying the putative father. As her mood turned upward and she increasingl fe Ith : 
ter, she began to think that the baby looked like her, and said that when sh 1 ok "et 
the child she thought, This is me, and couldn't give him up. As she fed Wes he be $ 
to associate the baby with herself and said she “loves to dress the baby in qu b arde 
he is so delicate and pretty." Thus, it was not with the birth of the baby cem h i. 
sion lifted, but with the feeding of the baby. CRM 


lo depressed, spoke of having 
felt nothing" (depersonalization, 
). At that time she still thought of 
to her, like the putative father. As 


Discussion 
The focal point in our observations is the experience of the loss of a love 


object in the external world, plus the inner experience of depression. Al- 
though these two factors are very significant, namely, the external event 
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(loss) and the reaction (depression), we agree with those observers who state 
that separation and depression by themselves do not sufficiently explain the 
subsequent pregnancy. An understanding of the early mother-child relation- 
ship has to be added in order to make the separation-depression valid 
dynamically. 

A number of the patients we have observed had serious difficulties in the 
oral sphere: some had difficulty with eating, some were obese. It might be 
worth while to compare patients with anorexia nervosa with some of our 
pregnant unmarried women, particularly those who are adolescents. The 
anorexia patient dare not, the unmarried mother—at times—must get 
pregnant. 


The case of Ann shows the connection between anorexia symptoms in the early teens 
and later pregnancy. She came to the attention of the agency at the age of 24 under 
circumstances which are rather unusual. She herself dates her illness from the age of 13, 
when she suddenly went on a diet and lost 16 pounds within a week. She is not promiscu- 
ous. At the age of 16, however, when her father died, she immediately had intercourse, 
for the first time, with a boy whom she had been dating for a few years. Following inter- 
course she stopped seeing this boy. During the following years she developed symptoms 
of schizophrenia for which she was admitted to a mental hospital for about a year, Fol- 
lowing discharge she established a relationship with a salesman. She would never let him 
leave her, to the extent that she even accompanied him on his rounds, causing him quite 
a bit of embarrassment, She came to our attention after she became pregnant by him. 


This case shows, in sequence, the anorexia, severe separation anxiety and, 
eventually, pregnancy. 


Louise is a 27-year-old woman, very short and obese, with irregular features. Her 
mother named her after an actress in the early movies who was quite pretty. The girl 
was a disappointment to her mother from the start and was consequently neglected by 
her. Louise constantly overate and was always overweight. As a matter of fact, she re- 
calls that from the time she was 5 or 6, she overate every time she felt rejected by her 
parents or playmates, Outstanding were her anger, loneliness and depression; her con- 
stant preoccupation with suicide and one suicidal attempt. Her mother did not see her 
during her pregnancy, and after she gave birth to her baby, her mother still did not want 
to see her. Although she knew that she should give up the baby, Louise stated that she 
“needs the baby,” that she is “lonely and utterly alone and fearful of the future.” She 
hoped the “baby would keep me company” and allay her fears.! 


This case shows the lifelong history of overeating as a reaction to being 
left by mother and how, at one point, the baby was expected to take the 
place of the disappointing mother. 

On the basis of orality, the pregnancy may be understood as unconsciously 
having eaten up the object (incorporation-identification). The loss of a love 
object represents, for such girls, a repetition of experiencing a frustrating 

! The description of this patient's need for her baby is much like Bonaparte's account about her dog 


Topsy: “Topsy . . . is for me a talisman that conjures away death. A simple dog . . . she guards me, and 
by her presence alone must bar the entrance of my room to a worse ill, and even to death" (3). 
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mother, an experience which interferes with the fantasy of having control 
over the love object. As a consequence of this thought, the baby not only repre- 
sents a re-creation of the lost love object; it is a re-creation of the frustrating 
love object, and therefore, the baby becomes at times the object of hostility 
and destructive tendencies. 1 
Just as it is found that the latent meaning of dreams about eating may 
represent a regressive oral substitute gratification for sex (10), similarly (for 
those girls we observed), intercourse, pregnancy and the baby represent an 
expression of an oral need carried out through the genital organs. 
"The wish for total incorporation—to eat up the object—is not necessarily 
a destructive wish only but an expression of the need to merge with the ob- 
ject (9). The thought that the pregnancy may be understood as uncon- 
sciously representing a “filling up of one’s insides” was expressed, too, 
recently by Peto (14). He observed that in the deepest regression the body of 
the analyst (mother-imago) and that of the patient (baby) fuse into an 
amorphous mass, thus filling up the space between them. This wish to merge, 
or fuse, with the ambivalent love object, the mother, could be observed by 
one of us (M.H.) in a patient who went through a fantasy of a pseudo preg- 
nancy during a psychotic episode. In her fantasy she saw her lover, a mother 
substitute, approach her, establish contact with her body, and eventually 
merge with her body. In this patient too, one could observe the connection 
between the anorexia phenomenon and the pregnancy fantasy, because at 
the very time when this patient had the pregnancy fantasy she was starving 
herself. We must note too that “the intensity of oral-libidinal u 
a greater need for the approval of the love object" 
vicious cycle: The wish for union leads to incorpora 
destruction and thus to self-incrimination. The ac 
as observed in our patients becom 
and intensifies the self- 
Anorexia nervosa, 


rges creates 
(9). And so we have a 
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incrimination, up to the point of depression. 
disguised pregnancy fantasies, pseudo pregnancy and 
out-of-wedlock pregnancy have in common a dynamic factor with reference 
to disturbed object relations. In Tesponse to a traumatic experience 
love object), any of the above solutions may be fo’ 
pregnancy fantasies Bressler and others (4) fou 
cases . . . needed to live in a symbiotic relations 
threatened or actual loss of this “external ego’ took place, the patient became 
sick and developed . . . pregnancy symptoms" (p. 199). Bressler's observa- 
tions were identical with ours, namely, that the pregnancy fantasies Tap- 
peared to be more closely related to primitive, oral impulses than to the more 
mature, genital wish for a child” (p. 200). His cases clearly confirm our ob- 
servation: Case 1, a girl of 15, following the death of her father, eloped with a 
boy of the same age, got pregnant, married the boy, delivered a baby, left 
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her home, and brought the baby to her mother. Case 3 developed her symp- 
toms of pregnancy fantasies after the sudden death of her mother, Case 6 
commenced her symptoms at the time she visited her dying father. In Case 
7, the symptom occurred when the threatened death of her husband reacti- 
vated in the patient’s mind her mother’s death when the patient was 7. 

We find a group of adolescent girls pregnant out of wedlock to whom the 
pregnancy seems to represent the result of conflicting forces, prominent 
among them *'an exceedingly early disordered relationship between child and 
mother” (13). We see “a struggle for the establishment of the mother-child 
unity." The unity between mother and child may be achieved by these pa- 
tients either as a child, or as mother: a factor which lends a special signifi- 
cance to the pregnancy fantasies so typical of their illness. This longing for 
union between infant and mother” (Meyer and Weinroth 13, and Gero 9) is 
the very core of the observations we were able to make in those unwed 
mothers whom we have described. These women use the sexual organs for 
the fulfillment of a (in part) pregenital wish: namely, unity or fusion with 
mother. The severe depression which at times precedes the pregnancy and 
which is kept in abeyance by the pregnancy is still held at bay as long as the 
young mother has access to her baby, only to reappear with renewed in- 
tensity when the baby is surrendered. 

Even in less severely disturbed girls, especially adolescents, the pregnancy 
and baby are seen by them as.a means of gaining a better rapprochement with 
their mothers, an attempt which is often successful. To the group of girls in 
whom an object loss activates earlier separation anxiety, the pregnancy plays 
into the wished-for fusion between the girl and her mother: either by con- 
sidering the baby, unconsciously, the incorporated mother, or by identifica- 
tion with the baby. Bressler (4) has called this mutual incorporation at- 
tempt to find a solution to both wishes—i.e., to have mother inside and to be 
inside mother—“unio mystica.” Thus some of the girls look at the baby as a 
source of succor for themselves since they have re-created the lost love ob- 
ject (i.e., mother) in the baby. Bernard (1,2) had arrived at similar conclu- 
sions: She notes that “among the girls who longed to keep their babies, the 
need in each instance proving largely substitutive, on the basis of some un- 
conscious neurotic use of the infant.” “In some cases there was a need for a 
love object, but with the unconscious expectation of reversing roles, the 
infant to extend all the love rather than to receive it.” 

Doris is 28 years old. Her case is of interest because it illustrates an observation not 
infrequently made. In addition to a difficult family situation, psychiatric treatment 
enters into the picture. She became pregnant one month after her therapist terminated 
treatment. Doris is a deeply depressed and lonely girl, an only child who lost her father 
when she was 6. Her mother, who was 20 years younger than the father, withdrew from 


her at that time, Following his death, mother and Doris left their native home in Europe 
and came to New York, where her mother took live-in housekeeping jobs. From the age 
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of 11 Doris had been separated from her mother altogether, although living in the 
=e a * . p H . 

In his case the identification with the baby was very obvious. While still in the 
hospital, following delivery, she wanted to kill herself. Later she asked for a picture of 
her baby and thought it looked “sad.” After receipt of her baby’s picture, she began 
carrying in her bag a picture of herself as a baby, as well as a picture of her parents. She 
cried and kissed the picture of her baby, saying that she had to make “the other baby, 
meaning herself, happy. 


It is apropos here to point out the contrast between sublimation and act- 
ing out, particularly if we view the creative effort of pregnancy as acting out. 
When reality interferes too strongly with the girl’s fantasy of omnipotence, 
i.e. when she cannot have control over the mother, the girl establishes the 
feeling of omnipotence again by creating the lost love object herself through 
the pregnancy; thereby she creates a reality, i.e., the baby over whom she 
does have control. Having thus created the love object (mother) and reality, 
she cannot give up the baby. This inability to let go of the baby by surrender- 
ing it is related to the fear, substantiated in some cases, of being swallowed 
again by the depths of the depression she had attempted to conquer by 
getting pregnant. 

A multitude of motivations can be observed in a woman who becomes 
pregnant out of wedlock. The question most commonly asked is whether she 
wanted to have a child from her father (or father substitute) or from her 
mother (mother substitute), or whether she wanted to have something of her 
own to love. Whatever the situation, the baby in this case is looked upon as a 
baby, and its mother as a mother. This, however, is not so in those women we 
have been describing. In these cases the motivation for the pregnancy is to 
find a replacement for a lost love object, either to ward off a depression or to 
counteract a depression. Regressively, with the help of the genital apparatus, 
most probably on the basis of oral fantasies, a woman re-creates for herself 
an object. Since these objects fundamentally are a substitute for mother and 
since the woman has undergone a regression in order to create out of herself 
this object, i.e., the baby, it becomes clear that in those instances the mother 
is not the mother and the baby is not a baby. The very reverse is the case be- 
cause the person who has regressively created the baby is the child herself, 
while the baby that has been created is a replacement for mother; thus the 
mother is the baby and the baby is the mother. 

We know of the fantasy of little girls of making a baby in order to find a 
substitute for the mother who had separated from them. An observation by 
Jacobson (11) shows that the little girl eats the mother and makes her within 
her body into a baby that she then produces (anally), and thus has with her 
an object created by herself which is the substitute for the mother she had 
lost, and over whom the girl has control again. This observation confirms 


E 
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both the idea of the regressive re-creation of the lost mother and of the oral 
alimentary way in which this re-creation takes place. 
The following is an excerpt? from a paper by Jacobson (11): 


At the beginning of analysis, Hertha, a three-year old-girl, was in a severely neurotic 
condition, apparently dominated by anxiety about losing her mother. Daily there were 
pitiful scenes when the mother wanted to leave the house. The child clung to her, 
screamed and cried with anxiety and desperation until the mother would tear herself 
away by force. 

This was exactly the situation when the mother tried to separate herself from her to 
leave her with me, despite all the child’s protestations. Now the child’s anger turned 
against me. It was possible to make drawings of this and later scenes, the content of 
which she dictated to me, 

“Old witch! Old woman! I bite off your nose,” she screamed. “Now paint the mother, 
you, you or the mother, now paint me, I’m the little child. Now I bite everything off you, 
nose, ears, eyes, everything. Now I'll eat it all up, and now everything swims around in 
my belly. Now look what a big belly I have.” She walked around the room proudly push- 
ing her belly forward, imitating the posture of her pregnant nurse. “I have a big belly; 
almost like Mother; now paint Mommy with her upper belly, two big round ball breasts 
and Poppy with the lower belly. Now again Mommy, in my belly. I have eaten her up.” 
A sudden anxiety attack: “Take her out again, make her whole again, paint her. Now 
she is new. A little mommy baby. My sweet Mommy. My beloved mommy-baby. Take 
itout. Come, my Mommy." She takes a cut-out doll in her arms: “Now you are my sweet 
baby. I give you something to eat and I put you on the potty.” She preoccupies herself 
playing with the doll with reactive , tender, exaggerated love. This and similar hours end 
with the wish to urinate and move her bowels; while doing this she asks several times: 
“Ts the little sausage already as big as my doll?” 

The content of these fantasies, which repeated themselves, can be summarized as 
follows: She wants to eat the bad mother who has abandoned her so that she won't lose her 
any more. Because of the oral sadism she then has retaliation anxiety and wishes to atone 
through restitution and return of the introjected mother, that is, through her rebirth 
as a baby, which she surrounds with the same motherly exaggerated love she wants from 
her mother. 


The description of this clinical observation is a confirmation of our thesis. 
We hear Jacobson’s little patient describe how after oral incorporation of her 
mother, the latter is made into a baby to which she then gives birth. The 
description of the destruction of her mother by oral sadism is reminiscent of 
Ferenczi’s description of a little boy in “Little Chanticleer” (8) who makes 
"mother-à-la-king" out of his mother and eats her up, with similar fear of 
retaliation and wish for atonement. 
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life. 


| its significance merits. 


BACKGROUND AND METHOD or THE STUDY 


EHIND the two most important love objects in the child’s life, his 
parents, stand the figures of his grandparents. Today we propose to 
bring the figures of the grandmothers out of their shadowy background by 
illustrating their direct involvement in the child’s psychopathology. We 
hope the insight we gained in an exploratory study will stimulate a broader 
interest in the direct, dynamic influence of the grandmother in the child’s 


The indirect and potent influence of the maternal grandmother has long 
been recognized in her role as mother of the mother of the child. The woman’s 
mothering role, like other aspects of her feminine role, was acquired pri- 
marily through her identification with or negative reaction to her own 
mother’s role. In child guidance work, casework treatment of the mother has 
traditionally been focused on the mother’s relationship with the child and 
her methods of child care. Her relationship with the social worker is under- 
stood in terms of its mother-transference manifestations. In these respects 
| the literature of child psychiatry and the psychology of women is rich in dis- 
cussions of the significance of the mother of the mother. To lesser degree the 
significance of the father’s mother has also been noted. Occasionally, in in- 
dividual case studies, the grandparents are included in the family history, 
and the various relationships of grandparents, mother, father, patient and 
siblings are noted as part of the complex familial experience of the child. But 
the role of the mother’s mother as grandmother of the child and her direct 
influence on his personality development has received less consideration than 


In our clinical experience at the Child Psychiatry Unit of the University of 
North Carolina Memorial Hospital, we found grandmothers directly in- 
volved in the lives of our child patients surprisingly often, and also involved 
in our clinic practice in various ways. Occasionally a grandmother accom- 
panied the mother and child to the clinic. This fact in itself is a clue both to 
the mother’s dependency and the grandmother’s active participation in the 
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child’s life. Sometimes the mother suggested that the grandmother be inter- 
viewed to corroborate or add to her own account of the child’s development, 
In a few instances the grandmother herself requested an opportunity to ex- 
press her opinions of the child’s problem and tried to persuade the clinic to 
carry out her wishes. In other cases the parents have discussed their diffi- 
culties with grandparents who were critical of the clinic or who interfered 
with the parents' efforts to change their methods of child care, and welcomed 
the suggestion that a staff member talk with the relatives to help them 
understand and cooperate with treatment plans. In several histories the 
grandmother emerged as the mother's substitute who cared for the child 
while the mother worked or was absent for other reasons. In others, the 
parents and grandmother lived together, or near each other, and the grand- 
mother's continuing relationship with the family was a source of conflict or of 
constructive help. 

As soon as one begins to explore the mother's conception of her mothering 
role, her attitudes and methods of child care dealing with various psycho- 
sexual phases of the child's development, and her relationship with the social 
worker, one becomes aware of the significance of the grandmother both di- 
rectly and indirectly in the emotional life of the child and his parents. This 
influence is often strikingly evident in the mother's discussion of feelings 
about methods of toilet training, discipline, and the giving and withholding 
of sexual information. 

"This clinical experience stimulated us to initiate an exploratory study to 
see what insight we could gain into the direct and dynamic significance of the 
grandmother in the psychopathology of the child, as this might be perceived 
in our records of treatment of child patients and their parents. The authors 
have collaborated in planning the study, analyzing the material and for- 
mulating this discussion, and the staff and residents in training in the Child 
Psychiatry Unit have participated in the review of cases. 

We reviewed 41 cases of children who received treatment from January to 
July, 1957. A brief questionnaire was filled in by each staff person working 
with a parent of a child in treatment. This information identified for us cases 
in which it was known that the grandmother participated in the child's life 
in one or more of the following ways: 

1. Grandmother lived in same home as child: 13 cases, 

b Grandmother took care of child; 13 cases. (In 1 case the grandmother adopted the 
child at 11 months; in 7 others, the grandmother took care of the child during the 
day while the mother worked, or entire care while the child was under school age; 
in 2 cases the grandmother took partial care of the child from ages 6 to 14 years; and 
in3 cases ages were not specified but the grandmother cared for the child temporarily 
at various periods, Eight cases are included under both 1 and 2.) 

3. Grandmother had other close contact with the child’s family: 10 cases, 


4. Grandmother's contact with child is unknown or not discussed in the record: 10 
cases, 


5. Grandmother had no contact with child: 3 cases, 
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The questionnaires also identified for us cases in which significant informa- 
tion was recorded about the following: 


1. Grandmother’s methods of child care versus those of the mother: 17 cases. 

2. Grandmother's relation to the child: 17 cases. In 4 of these it was the paternal grand- 
mother; 3 included both maternal and paternal grandmothers; the other 10 were 
maternal grandmothers. 

3. Grandmother's relation to mother: 26 cases. 

4. Grandmother’s personality: 22 cases. Five were paternal grandmothers, 11 were 
maternal grandmothers, and 6 cases included both maternal and paternal grand- 
mothers, 


In some of these cases relatively little was known of the grandmother, 
whereas in others, particularly those of younger children whose grandmother 
shared in their daily care, a great deal more material was available. The 
nature and course of casework treatment or therapy for the mother also 
naturally affected the amount of discussion of the grandmother. In two 
cases research interests led to repeated interviews with and psychological 
studies of the grandparents. In addition, we also examined a number of 
diagnostic studies brought to our attention by staff members. 


Case ILLUSTRATIONS 


We wish now to present brief descriptions of several case studies illustrat- 
ing variously the role and significance of the grandmother in the child’s 
psychopathology. 


Andrew, now 10, had been abandoned to the paternal grandmother’s care at 11 
months of age by his mother, who had neglected him to an extreme degree. When the 
boy was 3, the father, who had divorced the mother, persuaded the paternal grand- 
mother to adopt the boy legally, as he planned to remarry and his fiancée insisted that 
Permanent provision must first be made for the boy, The grandmother has assumed the 
matemal role with the child, in every respect of daily care, responsibility and relationship. 

Of particular pertinence to our study is the way in which our patient has been in- 
volved in complex cross-identifications and conflicts between various relatives. The 
grandmother is a very disturbed person, considered to be borderline psychotic; three 
years ago she had a “nervous breakdown,” with depressive and suicidal features. She is 
embittered and hostile in her relations with her own mother, sister, husband and 
daughter as well as her son, our patient’s father. Her ambivalence and disappointment 
in all her other family relationships have led her to turn all her affection, and her ex- 
pectation for love in return, to this child. The father, according to his sister, was an un- 
happy and difficult boy, who suffered some emotional disturbance while in military 
service, married a neurotic and unstable girl after very short acquaintance, and separated 
from her several times before divorcing her. He, like the"mother, virtually deserted the 
child to the grandmother’s care and failed to support or maintain any affectional ties 
with him. This behavior on the part of the father seems to have been ‘a rejection of the 
grandmother and an expression of his hostility toward her. The grandmother’s com- 
pelling sense of “duty” to the child seems to be in part the result of unconscious guilt 
for her ambivalence toward the father, for which she must make restitution in self- 
sacrificing devotion to the grandchild, whom she identifies with his father, her son. The 
grandfather, a passive, dependent, easygoing man, is resentful and jealous of the atten- 
tion the grandmother gives the boy and feels the child is “crazy” and should be in an in- 
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stitution. The paternal aunt is very critical of the patient’s father, is resentful of the 
expense and work that the child requires of the grandmother, and thinks that this extra 
burden was the cause of the grandmother's breakdown. 

Atone time the aunt, who was childless, proposed to adopt the boy, but after a week’s 
trial of keeping him in her home, felt he was unmanageable and returned him to the 
grandmother. Later the family placed the child in an orphanage, but the grandmother 
could not tolerate the separation and took him back against the wishes of the rest of the 
family. The child, although he has been told that he has a father from whom gifts some- 
times come, regards his grandfather as daddy, calls his grandmother mother, and both 
the grandmother's sister (an elderly invalid who lives in the home) and the grand- 
mother’s daughter his “aunts.” 

In this complex family situation we see that the unconscious identifications of the 
child with various other family members underlie the conflicts over whose responsibility 
the child is, for financial care, control, and discipline. The child is involved in confused 
relationships and conflicts of loyalty and love. He plays off one family member against 
another, and controls and manipulates the grandmother by accusing her of not loving 
him and wanting to get rid of him. The grandmother is unable to allow him to develop 
independence or to maintain any consistent controls. Among the boy’s resultant prob- 
lems are his inability to trust any one, to get along with peers or to learn at school, and 
much passive-aggressive resistance to demands on him at home. 


The pathological effect of identification of the child with some relative is 
apparent also in the following case. 


The mother’s repeated assertion about her 15-year-old schizophrenic boy that “‘what- 
ever is the matter with him, he was born that way,” when questioned, brought forth an 
account of a brother (uncle to the patient). This sibling of the mother’s was physically 
and mentally defective from birth, and was nursed like an infant by the maternal grand- 
mother with self-sacrificing devotion for 45 years. The mother of our patient identified 
her son with her brother, and herself with the grandmother. She expected the boy to be 
helpless and dependent on her all his life, and that she would need to care for him. The 
realities of the boy’s good health, fairly adequate school performance and ability to care 
for his own needs, while admitted by the mother, failed to modify her fixed identification 


of rd with her defective brother and her own identification with the maternal grand- 
mother. 


Among the several cases in which the grandmother cared for the child dur- 


‘ing his early years, various roles were played by the grandmother and the 
mother. 


In the case of Bob, the maternal grandmother took entire care of the child during the 
day for the first five years of his life, feeding, bathing, training and disciplining him. 
The mother, who had been very dependent on the grandmother but resentful of her 
domination and critical disparagement during adolescence, had impulsively married a 
weak, Passive, and incompetent man like her father. When the patient was a few weeks 
old, and his sister was about a year old, the father went on a spending spree with the to- 
bacco crop money, and the mother, again impulsively, returned to the grandmother’s 
home. Shen then decided to “devote her life to her children,” and got a job to provide for 
them, leaving both children in the care of the grandmother. 

Bob's early development was reported to be normal, although the mother could give 
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few details and suggested that the grandmother be interviewed—a suggestion which, as a 
result of this study, we would now utilize. Speech began about at about a year and pro- 
gressed fairly well until he was between three and four, when it became markedly babyish 
and undistinguishable. During the last year the boy had become increasingly difficult to 
manage, acting silly, showing off, acquiring various gestures and mannerisms, refusing 
to pay attention to his mother’s requests and embarrassing her in public. There was 
much friction between mother and grandmother over methods of child care. The grand- 
mother urged the mother to be stricter with the boy, but the mother was unable to be 
firm or consistent. The grandmother persuaded her to bring the child to the hospital by 
raising questions about his mental ability. 

During the diagnostic study, it was observed that mother and child seemed to be 
caught in a pathological symbiotic relationship. The boy refused to be separated from 
the mother and clung to her, alternately fondling and kissing her body and biting and 
pummeling her. The mother’s expression was one of fondness, gratification and in- 
dulgence; she seemed more the lover than the mother of the child. She appeared to be 
helpless in handling the boy, begged for advice, but was resistant to suggestions. How- 
ever, she was eager for help with the boy, very relieved to learn that the doctors thought 
his behavior difficulties were due, not to lack of intelligence, but to emotional conflicts 
for which treatment would be helpful, and faithfully brought him to the clinic for therapy 
sessions. With support of her ego strengths, and much work on her relationship to her 
mother and the transference relationship with the social worker, she was able to make 
some real changes in the boy’s situation and her methods of child care. 

In the course of treatment, the grandmother repeatedly intervened to force the 
mother to make changes in her care of the children; for example, the grandmother re- 
fused to care for the boy at home any longer, so that the mother had to place him in a 
day nursery, a clinic recommendation which she had vigorously resisted. In various 
other ways the grandmother was the clinic’s unacknowledged ally in therapeutic efforts 
to enable the mother to separate from the child and allow him to “grow up” and achieve 
some masculine identification. 


Less close association of grandmother and child in cases where the grand- 
mother did not live with the family but visited occasionally, was of varying 
significance depending upon the grandmother’s personality and the quality 
of her relationship with the child. 


The significance of both grandmothers emerged in the first interviews about Carl, 
aged five, who was referred by a local pediatrician for evaluation of his hearing and lack 
of adequate speech. The parents attributed the speech difficulties to severe throat and 
ear infections, for which the boy had been hospitalized repeatedly from his first year until 
six months ago, when a tonsillectomy and adenoidectomy was performed. Since the oper- 
ation the parents thought the child had improved a great deal in physical health, play 
activities and alertness, and a little in talking. In describing the current problem, the 
mother revealed a great need to exact obedience and compliance from the child by 
relying on severe restrictions and punitive methods. Yet she was worried because the 
boy was "too shy and too good,” and tended to withdraw and isolate himself from others. 

In reviewing his early development, the mother commented that the toilet training 
was “very slow.” She had begun training him at 12 months of age; by 14 months the boy 
was dry but still soiling despite strenuous efforts on the mother’s part, including repri- 
mands, bribes, and switchings. The maternal grandmother, who visited at this time, 
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- intervened and told the mother she was too hard on the boy, that children trained 
themselves in time if left alone, The mother did not believe the grandmother, but as she 
felt she had tried everything else, gave up in despair and made no further efforts to 
train him. To her surprise, in a month's time, the child “all of a sudden” trained himself 
and has not soiled since. At about 18 months, the child began wandering out of the yard 
despite the mother's repeated admonitions. One day he disappeared for several hours 
and was found half a mile away. The mother had been terribly worried lest he might be 
lost in the woods or bitten by a snake, and was so frightened and angry that she whipped 
him severely. This time the paternal grandmother intervened and told her that a young 
child should not be punished so hard. The mother, who had spoken of both grandmothers 
with much warmth, took this reproof seriously and never again spanked him “that hard.” 


The incidents cited indicate the benign and corrective influence of the 
more permissive, less rigid and punitive grandmother who may modify, re- 
strain or counteract to some degree the mother’s methods of child care. 

‘An example of the direct, contrasting influences of the two grandmothers 
occurred in the case of Doris. 


Doris was a five-year-old asthmatic girl. During her first four years, she lived with 
her parents and her older and younger siblings in the second floor apartment in the pa- 
ternal grandmother’s home. The mother was very critical and hostile toward the 
paternal grandmother for her domination and rigid control of the father and the children. 
She cited many examples of the grandmother's selfishness, fussiness and impatience 
with the children’s lively play and messiness, and reported many conflicts over methods 
of child care, The mother’s own methods as she described them were more permissive, 
tolerant and understanding of children’s needs, à la Spock; and by contrast, the grand- 
mother was rigid, controlling, punitive, and rejecting. For example, when Doris was 18 
months old and her baby brother was born, she showed some jealousy of him. The pa- 
ternal grandmother admonished the child and the mother, and advised “whipping” that 
badness out of the girl. The mother, however, felt that all children were naturally jealous 
of a new baby, and that the older child should be encouraged to share in the care of the 
baby and thus come to identify with the mother’s love and care of the baby. The mother 
also expressed much criticism and hostility toward the father, who she felt was identified 
with his mother and similarly self-centered, demanding, and impatient with the children. 
Both the father and his sisters were alcoholics, and the mother felt this was the direct 
result of the grandmother's domination of them and their dependency on her. 

When Doris was four, the family moved to another town because of a change in the 
father's employment, and lived in the home of the maternal grandmother for a year be- 
fore they purchased a home of their own. There the children were allowed, as the mother 
had been in her childhood, to roam the fields, dig in the dirt, and play with the animals, 
and were subject to much less restriction and reproof. They felt that the maternal grand- 
mother liked them and they in turn loved her and wanted to visit as often as possible; 
whereas they dreaded seeing the paternal grandmother, and were restless and irritable 
at her home. 

The father said that the child had always had to have a great deal of attention be- 
cause she was sickly, and felt she had been spoiled by both mother and maternal grand- 
mother and needed a firmer hand. He thought his wife had been spoiled too, was overly 
dependent on her mother, and “got sick” and “ran home to mama” whenever any dif- 
ficulty arose. It has been observed that often the mothers of asthmatics are involved in a 

symbiotic relationship with another person, based on tremendous ambivalence, and tend 
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to keep their own children overly dependent. In this case it appears that the mother's 
anxiety over hostile feelings toward her own mother led to a “split image" of the mother, 
that is, a dichotomy between the good mother and the bad mother in terms of the good 
maternal grandmother and the bad paternal grandmother. 

The grandmothers were involved in the complicated marital conflicts of the parents, 
each of whom identified with the grandmother on his or her own side of the family and 
resented the other grandmother's influence on the children and on the marital partner. 
The children's own firsthand experience with the two grandmothers was very different. 
The contradiction in the roles of the grandmothers must have been confusing to the 
children and reinforced the differences and conflicts between their parents in methods of 
daily care and discipline. 


The role of the grandmother emerged significantly in the therapy of 
Edward. 


Edward, a 15-year-old schizoid boy, was referred because of poor work in school and 
lack of peer-group relationships. The maternal grandmother had had only brief irregular 
contacts with the boy in his early years, but she had considerable direct impact on him. 
She had formerly been a concert pianist, who traveled extensively and had a glamorous 
life. On her frequent visits to the patient's home she always brought a large number of 
gifts and treats for him, so that he apparently came to conceive of her as a fairy god- 
mother who descended from the blue to pet and indulge him. The patient has introjected 
some of the grandmother's highly dramatic and emotive affectations. 

The first three months of the boy's therapy were centered almost entirely around his 
past and present relations with his grandmother. One of his earliest memories was of 
occasions when she would allow him to dress up in her special jewelry and he would 
sing for her. Much of his current pathological behavior is aimed at recapturing the feeling 
he had at these times of being the special, adored one. An important fantasy centered 
around the grandmother—of going to live in an enchanted foreign land with her, where 
he would write or paint when not engaged with her. Again can be seen the desire to re- 
treat to a state like his early childhood paradise with his grandmother. Much of his 
current association with her centers around a daily tea. As they laugh and chatter to- 
gether, they have been described as “looking like lovers.” 

In this boy's irregular life and complicated family situation, it was noted that he 
turned chiefly to his grandmother for warmth and maternal affection and had fairly 
intense, repressed hostile feelings toward both parents. The grandmother, in pursuit of 
her career, had relegated the care of her daughter to her own mother. The grandmother 
was, and is, the family tyrant and attempts to control the patient and his parents. The 
relationship between the mother and the grandmother has altered as grandmother has 
grown older; the grandmother is now highly dependent on the mother. There is a mutual 
flow of dependency-hostility between the two women. The patient is used by both mother ‘ 
and grandmother to express their hostility to one another and in the service of their own _ 
oedipal conflicts. The grandmother can contro] the patient through depreciating him or 
feeding his neurotic fantasies. The mother allows grandmother to control the patient, 
thus repeating her own experience and justifying her hostility to the grandmother, The 
patient consequently has much conflict of loyalties and many conflicts around role and 
sex identification. t aes 

This brief résumé can only hint at the complex interrelationships of child, parents, — 
and grandmother. It indicates not only how the child is involved in and utilized by the 
unconscious neurotic needs and conflicts of the adults in the family, but also how the im- 
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age of the grandmother plays a significant role in the child’s fantasies, his feminine identi- 
fications, and his ambivalent conflicts with his parents. 


Discussion 


The primary significance of the grandmother in every child’s life is her in- 
fluence on the personality of his parents. This indirect but continuing in- 
fluence we have mentioned only briefly, since it was not our major focus in 
this study. As we reviewed these cases, however, we were impressed anew 
with how clearly and extensively and in what manifold ways the image of the 
grandmother emerged as we worked with parents on their own problems in 
the parental role. 

In a surprisingly large proportion of our cases the grandmother is known 
to be a major figure in the child’s life, who had a direct and considerable 
share in his emotional development. In several cases the grandmother virtu- 
ally took over the mother’s role of daily care of the child during a major por- 
tion of his formative early years. In such instances it is particularly impor- 
tant to learn what the grandmother's attitudes and methods of child care 
were, especially regarding crucial phases of psychosexual development, and 
what similarities and divergences there were in methods of mother and 
grandmother. Of diagnostic significance also is the age of the child when the 
substitute mother took over, whether in very early infancy or sufficiently 
later so that the child was mature enough to differentiate between mother 
figures and feel the loss of his own mother. Obviously, also, it is important to 
understand why the mother left the child, and what the choice of grand- 
mother as mother substitute means to mother, child, and grandmother. 

A number of mothers of our patients really did not know the details of the 
child’s early history, which reflects not only the mother’s physical absence, 
but also her lack of interest in and awareness of the child’s emotional needs. 
In our clinic experience we have also noted that a number of mothers of 
severely disturbed children appear to be amnesic about the child’s early 
history; sometimes a history is later secured of depressive episodes, or the re- 
Pression of memories of this period as a defense against too great anxiety 
over unconscious hostile feelings toward child and grandmother. Direct con- 
tact with the grandmother may contribute to our understanding of the 
child, and may also be therapeutically useful in working with the mother on 
her problems in the mothering role as related to the grandmother. 

The grandmother’s personality, her verbalized or implicit attitudes about 
bringing up children, her relationship with the child and her continued rela- 
tionship with his parents are all significant factors in the child’s experience. 
In cases in which interviews with the grandmother were secured, the value of 
such firsthand observation and information has been demonstrated. 

In a number of cases we see that the grandmother reinforces the emotional 
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impact of the mother’s attitudes and methods. The child receives a double 
dose, so to speak, from mother and grandmother, This is particularly evident 
in toilet training, disciplinary controls, and the giving or withholding of sex 
information. In such areas the mother consciously relies on her recollections 
of the grandmother's methods but may also suffer an unconscious compul- 
sion to repeat the methods of the grandmother, and reacts with the emo- 
tional affect that the grandmother showed to her as a child. When the grand- 
mother shares in the care of the child, the tone of voice, affect, and expecta- 
tions by which her methods are colored, and which those of the mother re- 
semble, will thus reinforce the effect on the child. Where the mother has 
identified negatively, or where the paternal grandmother also participates in 
his care, the child may be exposed to two contradictory sets of demands and 
reactions. As one mother concluded, after describing how she and the ma- 
ternal and paternal grandmothers all had a part in the child’s toilet training, 
“He was_a very confused little boy.” In some cases the child receives a 
doubly conflictual dose, that is, mother and maternal grandmother combine 
in exerting one influence, and father and paternal grandmother another. 

Such direct impact of the grandmother is not isolated but exerts a greater 
weight as the active presence of the grandmother means the continuing inter- 
action of grandmother with both mother and father. Interviews with parents 
are laden with accounts of conflicts between the parents and between parents 
and grandparents over many issues. Children are incredibly sensitive to 
nuances of feeling, and long before they are consciously aware, they sense and 
react to attitudes of father toward mother and of both toward grandmother 
and the way grandmother and child relate to each other. Such experiences 
play a part in the child’s identification with father or mother, and in his or 
her developing masculinity or femininity. The consistency or divergency or 
multiplicity of frustrations and gratifications experienced by the child in his 
struggle to perceive and adjust to controls and expectations is a relevant 
factor in the development of his ego and superego. 

While positive or constructive influences are much less frequently noted in 
clinical practice than negative ones, we found examples of the benign, cor- 
rective influence of the grandmother, who may intervene in crucial episodes 
to restrain and counteract the mother’s too great rigidity or severity or per- 
missiveness. In some instances we see the grandmother as the unacknow- 
ledged ally of the clinic in its therapeutic efforts with mother and child. Even 
occasional or episodic contacts with the grandmother may suffice to give her 
a significant part in the dynamics of the child’s development. The grand- 
mother plays a role also when she serves as a second, less threatening mother 
figure on whom the child may displace or project, or toward whom he may 
dare to express more of his hostility and rebellion than to his own mother. 
Thus Bob, who could only symptomatically express his ambivalence toward 
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his mother, could verbalize and act upon his resentment of the grandmother 
and run off "to fetch an alligator from the pond to eat his grandmother up for 
spanking him." For many of the severely disturbed children we see at our 
clinic, whose own mothers are themselves so disturbed, the direct experience 
with a warmer, more accepting, permissive and consistent grandmother, of 
whom the child may be a favorite, may be a saving factor that compensates 
to some degree for his emotional deprivations. 

In a number of cases we noted that the mother could express criticism and 
hostility toward her mother-in-law, whereas she repressed such negative 
feelings and verbalized only bland or laudatory comments about her own 
mother. This dichotomizing of the two maternal images in the mother's un- 
conscious operates also in the mother's ambivalence toward the child. This 
process occurs similarly in the child, we think, in relation to the two maternal 
figures of mother and grandmother, or maternal and paternal grandmother, 
especially where the personalities and mothering roles of the two are in 
reality contrasting. z 
- A large proportion of the children referred to us are severely disturbed 
children for whom diagnostic and remedial resources have not been available 
in their home communities. The parents of many of these children are 
severely disturbed persons in need of psychotherapy themselves. As may be 
expected, we are finding that grandparents of such parents of such children 
are also characterized by many personality disturbances. In the cases where 
we have secured interviews, life histories, and psychological studies of grand- 
mothers, the transmission of neurotic or psychotic trends can clearly be 
traced from generation to generation and are dramatically evidenced in 
patterns of maternal care. 

The significance of any member of the family constellation lies in the 
combination of his varied roles with each of the other members. Thus the 
grandmother's significance in the child's emotional life depends not only on 
her personality and direct dealings with him, but is relative to what his 
parents or other major figures in his life mean to him, and also to how other 
relatives interact with the grandmother. 

a How the grandmother relates to the grandchild also depends on her feel- 
ings toward other members of the family, whether she identifies the child 
with her own child or some other relative, whether this is her only grand- 
child or her favorite or the “least” among several, etc. Her ambivalence 
toward her own child or the marital choice of her child may underlie her atti- 
tudes toward the grandchild. Her rivalry with her daughter may be the 
motivation for her taking on again maternal responsibilities. Her guilt or 
masochistic needs may be partially assuaged by her care of the grandchild. 
“The image that the child himself has of his grandmother, his conscious or 
unconscious feelings about her, may be directly evidenced in the course of 
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AT THE CRADLE OF CHILD PSYCHIATRY 


HERMANN EMMINGHAUS’ PSYCHISCHE STOERUNGEN DES 
KINDESALTERS (1887) 


ERNEST HARMS 
New York, N. Y. 


ERY few child psychiatrists have concerned themselves with the origins 

and history of their field. In America there have been only three, the 
earliest of whom, Roberta Crutcher (1), has presented the most comprehen- 
sive and historically far-reaching account. The second, Leo Kanner (2,3), 
has concentrated on the first four decades of this century; and the third, 
Lawson G. Lowrey (4), has in the main traced recent orthopsychiatric 
trends. None of the three has viewed psychiatric work with the child within 
the frame of the general field of psychiatry. Had they done so, they would 
have found that psychiatrists of the classical period, from Pinel and Rush to 
Reil and Heinroth, had been concerned, if only to a limited degree, with the 
abnormal juvenile. In Wilhelm Griesinger’s Pathologie und Therapie der 
psychischen Krankheiten (5), which was the most widely used psychiatric 
textbook after the middle 1800’s, and especially in Henry Maudsley’s 
Physiology and Pathology of the Mind (6), considerable space is given to 
childhood psychopathology, and there are indications in both these books of 
what could be called the birth of child psychiatry, namely, references to the 
need for defining the somatic differences between child psychopathology and 
adult psychopathology, and emphasis on the need for different treatment. 
But the definite establishment of child psychiatry as an independent field 
was the achievement of a now completely ignored psychiatrist who is not 
acknowledged by any of the three above-mentioned writers. This psy- 
chiatrist was Hermann Emminghaus, who in 1887 published a 293-page 
book, entitled Die psychischen Stoerungen des Kindesalters (Psychic Disturb- 
ances of Childhood), which appeared as a supplementary volume to Ger- 
hardt's famous Handbuch fuer Kinderkrankheiten. 

Emminghaus was born in Weimar, Germany, in 1845. He studied at 
Goettingen, Vienna, and Leipzig, took his M.D. degree at Jena, and estab- 
lished himself at Wuerzburg in 1880. In 1886 he accepted a post as professor 
of psychiatry and director of the University Institute and Clinic of Dorpart 

1 Dr, Leo Kanner mentions Emminghaus in his textbook of psychiatry as one of the early workers 
“whom behavior disorders in children interested only as they seemed to fit diagnosis in accordance with 
classifications devised for adults” (7). This opinion seems to be based on a misunderstanding on Dr. 
Kanner’s part; to the writer it appears that the reverse is actually true, at least with regard to Emming- 
haus’ intentions. He saw clearly the difference in the somatic pictures of adult and child psychiatry, and 


he struggled to formulate new somatic pictures for children, although he succeeded only to a certain de- 
gree, This does not make it unjustified to point to him as an originator of real child psychiatry. 
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in the Baltics; in 1896 he took a similar post at Freiburg. He died in Freiburg 
in 1904. 

Emminghaus had an independent mind and was fired with a desire to ease 
the lot of the insane. He wrote several books on general psychopathology 
and psychotherapy, and in addition to the volume with which this paper is 
concerned, one, in 1882, on juvenile problems of his field, Forensic Problems 
of Children and Minors. 

His Psychic Disturbances of Childhood is the first, and one of the very few 
attempts made up to the present time to give a systematic over-all presenta- 
tion of child psychiatry. The introduction contains a thorough discussion of 
the difference between pediatrics, general psychiatry, and child psychiatry, 
with mental diseases in children described as “incommensurable” with those 
of adults, and a clear-cut separation of scientific study in the two fields 
called for. Of the greatest importance also is Emminghaus’ application of the 
thought found in psychologistic psychiatrists from Paracelsus to Heinroth, 
that the therapist should allow the healthy nature of the patient to be the 
first helper. The best therapeutic helper of the child as a growing and in- 
complete being, Emminghaus emphasizes, is his own nature and growth 
forces. Since in Emminghaus’ day there was not yet the terminological 
separation between psychosis and neurosis that exists today, he applies to 
practically all mental and psychic disorder the term “psychosis.” Because 
the psychic life of the child is not completely developed, it appears to Em- 
minghaus especially difficult to get a clear and definite picture of various dis- 
eases, for which he therefore proposes a typology arranged according to age 
groups, with five-year divisions. He makes a further separation between im- 
maturity and too-early maturity. Other differential elements are total and 
localized disturbances, and stationary and acute conditions. 

At the end of the introduction there is a 12-page “History of Childhood 
Psychoses,” which is the most thorough and objective history of child psy- 
chiatry yet attempted. It begins with Haslam and Rush and ends with 
Maudsley. Emminghaus calls Maudsley the first real child psychiatrist, be- 
cause Maudsley’s Physiology and Pathology of the Mind contains a 30-page 
chapter on “Insanity of Early Life,” which is indeed the longest and most 
independent discussion of child psychiatry to appear prior to Emminghaus' 
book. 

The first part of the main contents of Psychic Disturbances of Childhood is 
a “General Etiology,” beginning with a statistical study (mainly limited to 
Germany) of the occurrence of mental abnormalities in childhood, the vari- 
ous types found, and distribution according to sex and hereditary factors. 
There follows a discussion of genetic conditions. Besides congenital causes, 
Emminghaus enumerates as main physical causes of psychic abnormality: 
retarded physical development; pathology of the nervous system; brain in- 

jury; exposure to heat; diseases of organs near the brain, such as the ear and 
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the nose; cardiac and digestive ailments; common and typhoid fever; ma- 
laria; and various kinds of poisoning. Next are enumerated the psychological 
causations: fright, anxiety, fear, worry, grief, sorrow. A long paragraph dis- 
cusses mental epidemics among children and juvenile imitation of mental 
illness. To make the survey complete, Emminghaus sums up the social 
causes: bad home conditions; inappropriate or defective education; and, 
most serious, false school placement, classroom overcrowding, and mental 
overburdening of the child. Finally, punishment and physical restraint, un- 
healthy sexual stimulation, and masturbation. 

The second part of the book deals with “General Symptomatology.” 
Here Emminghaus does not simply sum up somatic pictures, but presents 
the psychic diseases of children as deviations from normal functioning. He 
first presents major deviations of the emotions and feelings of childhood, 
enumerating hypersensititivity, pain and anxiety of various types, embar- 
rassment and insecurity, restlessness, and depressive states. Next follow 
pathological gaiety and excitement, emotional instability, and unhealthy 
emotional mobility. An unusually detailed treatment is given of certain 
pathological forms of behavior which later were generally labeled “hysteria” 
(8). He further discusses pathologies, such as enjoyment of pain; perverted 
feelings, such as happiness over injury and suffering of others; enjoyment of 
destruction and fright. There follows a section on pathological deviation in 
thinking and imagination. Emminghaus deals here with deviation in per- 
ception and limitation of intellectual functions; pathological increase and de- 
crease of memory; unreal and fantastic imaginings; lack of ability of ab- 
straction and abstract thinking; special difficulties in memorizing and re- 
counting; hallucinations and illusions; compulsive thinking; phobias about 
certain thoughts and perceptions; pathological questioning; brooding; pre- 
cociousness; flight of ideas; incoherent thinking; and megalomania. 

The third section of this part of the book is devoted to pathological 
deviations in desires and strivings. Here Emminghaus deals with misdirec- 
tion of desires; destructive desires; juvenile sex deviations; overstimulation 
of intellectual desires; collectivitis; lack of desire and aversion; soiling and 
defacing; perverted and delinquent striving; lying, stealing, and pyromania; 
cruelty; compulsive actions; and pavor nocturnus. At the end of this section 
is a short discussion of what Emminghaus calls complex psychopathologies. 
These are what we might today classify as the most serious forms of restless 
behavior disorders: delirium, fury, panic. 

The largest portion of the book is devoted to what Emminghaus calls 
"Special Pathology of Childhood Psychoses." It deals, in the fashion of 
present-day symptomatological psychiatry, with specific somatic pictures. A 
first somatic picture Emminghaus calls "infantile neurasthenia cerebralis," 
which is of special interest because it not only suggests that Dr. Kanner's 
belief that Emminghaus simply applied adult psychiatric concepts to juve- 


nile conditions is based upon a misunderstanding, but also shows how Em- 

minghaus struggled to formulate usable concepts of child psychiatry. 

Throughout this chapter Emminghaus offers numerous references, of which 

a number are inserted under the chapter title. Checking these, we find, for 

instance, that a reference to the well-known psychiatrist Heinrich Laehr 
leads us to a report of a meeting of the Psychiatric Society of Berlin which 
appealed for a collaboration of education and psychiatry because of the 
recognition of special mental ailments in children. Checking a reference to 
the English alienist Charles West, we find a reference to a number of cases 
which Emminghaus reprints, illustrating a certain condition for which West 
had no name, merely calling it “a certain kind” of mental disturbance. An- 
other reference leads us to a long paper by the German psychiatrist E. W. 
Guentz, entitled “Insanity in Children,” in which Guentz discussed a num- 
ber of cases of a recently observed “new kind of mental illness," which is 
described as exhaustion of the brain and nervous system. Another author, 
Uffelmann, speaks of “mental atony." Finally, there is a reference to the 
well-known neurologist Albert Ehlenburg, who wrote a long treatise on 
various conditions which he sums up as “cerebral irritation." All these au- 
thors were speaking about a similar or identical abnormal mental condition, 
but it is Emminghaus, finally, who names it, in a chapter of ten pages, 
“neurasthenia cerebralis,” or what we would today call “the nervous child" 
—a child nervously exhausted by strain, oversensitive, with various kinds of 
psychosomatic symptoms and schizoid traits, and other symptoms which we 
today like to place under different headings. This was a first attempt to 
formulate a new child psychiatric concept. 

Of course, not all the somatic pictures offered by Emminghaus are, either 
in name or content, new. This would have made the understanding and the 
application of his results more difficult to his contemporaries. There is, for 
instance, the picture of a dementia acuta, a condition that others, like 
Krafft-Ebbing, had considered a psychopathology found mainly among 
juveniles. Emminghaus takes this concept over in the same form. He acts 
differently, however, in his approach to what has commonly been designated 
as “melancholia.” Here he specifies the concept of what the Germans have 
called “Schwermut,” and what we would call depressive states. He distin- 
guishes four basic forms of melancholia in childhood, one of which is juvenile 
suicide. Quite different is the treatment of a group of pathologies which he 
sums up under the previously much-used title of “mania,” but which in his 
definition differs considerably from all former definitions. A manic child is 
One with excessive energy which develops into an abnormal behavior pattern 
of routinized character in which there are flights of ideas and changes of 
mood. In more serious forms the condition may lead to exaltation and con- 
tinuous rage. Emminghaus of course uses the somatic concept of paranoia, 
which in his time was solidly established. But again he works out a specific 
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juvenile aspect which is completely different from the adult aspect that one 
finds exhaustively treated in every psychiatric textbook of that time. Fin- 
ally, there are chapters on idiocy and epilepsy which Dr. Kanner still holds 
valid according to his textbook. 

Finally, Emminghaus introduces a new and important soma: what he 
calls, in German, Gemuets-Entartung, which conveys the meaning of moral 
psychopathology. It is his attack against the wrong, punitive treatment of 
children whom we would today call pathological liars and thieves. The con- 
cept that the insane are not criminals but sick individuals, which at the be- 
ginning of the nineteenth century, through Pinel and Reil, had started to be- 
come part of our humanized knowledge, we only slowly carried over into the 
educational field in terms of considering the misbehaving and delinquent 
child sick rather than morally bad. For the first time we find here definitely 
projected the idea of applying psychotherapy instead of punishment. This 
chapter is perhaps historically the most important of the entire book. 

Of special interest for our evaluation of Emminghaus’ early attempt at 
formulating s system of child psychiatry is his chapter on childhood hys- 
teria. As we know, this syndrome was approaching the crest of its use as a 
major tool in evaluating psychological abnormality in children in Emming- 
haus’ time. While even highly esteemed workers like Edward Henoch took 
what might appear to us today a one-sided stand, Emminghaus not only 
brilliantly evaluates both the validity and misuse of the syndrome, but pro- 
vides a survey which with few exceptions would still be acceptable today. 

In evaluating Emminghaus' child psychiatry as a whole, it may be said 
that there is hardly a more recent book that, in so balanced and complete a 
Way, presents a blueprint for the future development of the field. The entire 
field of child psychiatry is still in its beginnings, and even the newest books 
are characterized by immaturity and incompleteness. Emminghaus’ mature 
and nuclear early attempt ought not to be left out of the picture or forgotten. 
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FIRST MEMORIES OF “ACCIDENTS” AND 
READING DIFFICULTIES* 


LILLIAN WAGENHEIM, Pu.D. 
Los Angeles, California 


HIS investigation was undertaken to verify clinical observations that 
poor readers frequently recalled accidents in their first memories. 


METHOD 


Ninety-three boys and 95 girls in the fifth and sixth grades in three differ- 
ent schools were given First Memory tests individually. They were asked to: 
“Think back—what is the first thing you can remember?" 

The memories were recorded and subsequently classified as “Accident” or 
“Other.” Those memories classified under “Accident” were of real accidents 
to persons (not scares or near accidents) and body aggression (such as hit- 
ting). All other memories were placed under the “Other” category. 

Records of chronological age, reading comprehension and IQ! were ob- 
tained from the school cumulative records and were utilized to determine 
whether the “accident” memories bore any significant relationships with 
them. 

(A chi square test of the null hypothesis justified the assumption of a 
normal distribution in reading achievement and the integration of the cases 
in all three schools into a single distribution.)? 

The sample for each sex was divided into quarters to obtain the lowest 
25 per cent, lower-middle 25 per cent, upper-middle 25 per cent, and the 
upper 25 per cent. This procedure was used with both IQ scores and Reading 
Deviation scores. 

The Reading Deviation scores represented the difference, plus or minus, 
between reading achievement indices and IQ's. (The reading achievement 
indices were computed by finding the ratio of the reading comprehension 
grade placement to the chronological age grade placement.) 


R.D. = I.Q. — R.A. 


By utilizing both measures—that is, Reading Deviation score and IQ—it 
was possible to determine through a chi square analysis with each, whether 
"accident" memories were found more frequently in the lowest 25 per cent, 

* Gratitude is expressed to Edith Markowitz for her assistance in collecting the data. 

1 Intelligence quotients were obtained from the scores on the Kuhlman-Anderson intelligence tests, 
and reading comprehension grades were secured from the scores on the Progressive Achievement tests. 

2 The chi square for this analysis was 20.072. With 21 degrees of freedom, this chi square was close to 
-50, and not significant. 
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and to which’of the measures these memories bore the more significant rela- 
tionship. 
RzesuLTS 

Table 1 shows the significance of the differences between "accident" 
memories in the lowest 25 per cent and the remainder (upper 75%) of the 
cases. For boys, these differences proved to be significant. In the compari- 
sons between the IQ quarters, the boys in the lowest 25 per cent reported 14 
“accidents” while those in the upper 75 per cent reported 20 “accidents.” 
The chi square of 7.12 was significant beyond the 1 per cent level of confi- 
dence, indicating that the differences could have occurred by chance less 
than one time in a hundred. 

In the comparisons between the reading deviation quarters, boys in the 
lowest 25 per cent in reading deviation averaged nearly three times as many 
reported “accidents” as those in each of the other quarters; there were 17 re- 
ported “accidents” in the lowest quarter and 17 in the upper 75 per cent. 


_ TABLE 1. COMPARISONS OF FIRST MEMORIES OF “ACCIDENTS” 
BETWEEN THE LOWEST 25 PER CENT AND THE REMAINDER 
IN IQ AND READING DEVIATION SUBGROUPS 


Boys 


Totals Reading Deviation Totals 


“Ace” | Other | “Acc? | Other 


Upper 25% 


18 
Upper middle 16 
Lower middle 18 17 52 
Lowest 25% 7 17 7 
2327.12 X?=13.52 
p= <.0l p= <.01 
Girls 
Totals Reading Deviation Totals 


Other |“‘Ace.”| Other | “Acc? | Other 


7 16 
7 17 
49 8 16 22 49 
18 6 18 6 18 
X= 055 X?= 055 
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The chi square was 13.52, much larger than the chi square for the compari- 


sons among intelligence subgroups. 

This means that though "accident" memories tended to occur among boys 
with low intelligence, they were found more frequently among those boys 
who showed the greatest negative deviation in reading achievement from 
IQ expectancy. 

Among the girls, it is interesting to note that "accident" memories oc- 
curred with nearly equal frequency in all four quarters in both intelligence 
and reading deviation and that any small differences were insignificant. 

The boys’ median IQ in the lowest IQ quarter was 82 with an interquar- 
tile range of 4.5. Thus, the middle 50 per cent of the boys in this quarter had 
IQ's between 77.5 and 86.5. 

In the lowest deviation quarter, the boys' median IQ was 89.5 with an 
interquartile range of 12.5. The middle 50 per cent of boys in this quarter 
had IQ's between 77 and 102, and the indices of the boys in the entire 
quarter ranged between 71 and 120, with 12 of the 24 cases showing indices 
over 90. Of the 17 "accident" memories in this quarter, 9 boys, or over half, 
were not in the lowest IQ quarter. 

"The girls also showed a higher median IQ and a larger interquartile range 
in the lowest deviation quarter than in the lowest IQ quarter, but further in- 
vestigation of these scores for the girls is irrelevant to this study. 

When the upper 75 per cent of the boys in both reading deviation and IQ 
were compared with the remainder of the boys (that is, those boys who fell 
into the lowest 25% in either reading deviation or IQ), the results revealed 
that if boys were not deviating negatively in reading achievement from IQ 
expectancy and if they were not in the lowest intelligence quarter, they re- 
ported fewer “accident” memories (actually none, if they were in the first 
quarter in both intelligence and achievement). There were 11 out of 57 “ac- 
cident” memories among the boys in the upper 75 per cent, and 23 out of 36 
in the lowest 25 per cent. 

This means that only around one third of all the “accidents” were re- 
called by boys in the upper 75 per cent in intelligence and achievement, and 
that around two thirds were recalled by boys in the lowest quarter in either 
intelligence or achievement. This comparison yielded a chi square of 17.64, 
far greater than the chi squares shown in Table 1, and the differences in the 
number of “accident” memories recalled could have occurred by chance in 
much less than one time in a hundred. : 

Qualitative analyses of the memories pointed to some definite tendencies 
and conclusions: 

1. Most of the accidents in the lowest 25 per cent in reading deviation were - 
accidents to the self without an aggressor—such as falling, tripping, cutting 
oneself. Of the 17 “accident” memories in this quarter, 12 were of this order. 
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Of the 5 “accident” memories which were not of this kind, 3 were memories 
of aggression by the self toward others, each accompanied by an expression of 
guilt. 
2. Among the best readers—upper 25 per cent in reading deviation— 
most of the memories were pleasant; e.g., receiving gifts, going on trips. 
There were no memories of aggression toward others and 2 of the 5 “acci- 
dent" memories were of aggression by others toward the self. 
Another important feature in the analysis of the memories was that al- 
though "accident" memories were more often reported by boys in the lowest 
quarters, the actual difference in the total number of "accidents" recalled by 
each sex was small. There were 34 "accidents" reported in the memories of 
the boys and 28 in the memories of the girls. 


CONCLUSIONS 
Through this research, it is clear that boys with the lowest intelligence 
scores tended to recall significantly first memories of accidex =A physical 


aggression and that boys whose reading deviated most fro: -+ expectancy 
tended even more significantly to recall such memories. 

Girls, on the other hand, though they recalled nearly as many memories of 
accidents and physical aggression, showed no significant differences in fre- 
quencies in either IQ or reading deviation subgroups. 

Qualitatively, the memories of the boys in the highest and lowest groups 
differed. The good readers tended to remember pleasant incidents. Also, 
there was a suggestion that if they did recall aggressive incidents, they ap- 
peared, in contrast to the poor readers, to be able to relegate blame to 
others. (The N here was too small for any statement beyond a hypothesis.) 

Conversely, the boys in the lowest deviation group remembered mostly 
accidents to themselves, without naming an aggressor, and in a few cases, re- 
membered, with guilt, aggression by themselves toward others. 


INTERPRETATION 


Assuming that first memories are projections of the way individuals per- 
ceive themselves in their environments, the questions that arise as a result of 
this research are as follows: 

dy Why is there such a large proportion of first memories of accidents and 
aggression among boys with low IQ’s and among those who are poor readers? 

2. How can we account for this similarity between boys with low IQ's and 
those who are poor readers? 

j 3. How can we account for the differences between boys and girls in the 
ACE of the frequencies of "accident" memories in the high and low 
groups 


4. How can we account for the prevalence of a specific type of accident 
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memory among boys who are poor readers—that is, of falling, tripping, 
etc.— which suggests inadequacy without clear-cut responsibility for the 
aggressive act? 

5. Are there other qualitative differences in the "accident" memories of 
poor and good readers among boys?—that is, do poor readers remember ag- 
gression by themselves toward others, with guilt, and are good readers able 
to recall aggression by others? Though the N's were too small for conclu- 
sions, it is believed that this is an important "clue" in fathoming the dy- 
namics of the two groups. 

The writer is not prepared to answer these questions conclusively at this 
time. However, comments regarding them may help for future clarification. 

Obviously, there are links between intellectual inadequacy and preoccupa- 
tion with physical inadequacy and aggression, and between intellectual per- 
formance and such preoccupation. 

Perhaps the “body image” plays a strong role in both cases. The boy with 
the low IQ may encounter fear and confusion about his capacity to express 
and control his aggression toward others, as well as to protect himself against 
the aggression of others.’ The poor reader may have a similar problem, not 
because of his mentality, but because of other conditions in his environment. 

'The few memories of guilt over aggression toward others may provide a 
clue to the prevalent memory of “falling,” “tripping,” etc., in which no 
blame is relegated. The guilt may occur on a conscious level, and then, 
through repression, be pushed into the unconscious, with a resulting pro- 
jection of inadequacy and self-punitiveness (aggression toward the self). 

Thus, the interpretation of "accident" memories of boys who are poor 
readers and those with low IQ's easily fits a psychoanalytic frame of refer- 
ence, which proposes that the memories are projections of physical inade- 
quacy and conflict over aggressive and destructive impulses. Other investi- 
gators, such as Blanchard, have introduced similar points of view. 


? The content of the memories suggests also a continued castration anxiety, which may be more diffi- 
cult for these boys to resolve. 


Erwin H. Ackerknecht 


A SHORT HISTORY OF PSYCHIATRY 
Translated from the German by Sulammith Wolff, M.A. 
In eleven chapters the whole history of psychiatry is covered; its beginnings in classical 


antiquity. 
98 pp. 9 Illus. cloth $3.50 
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THE ORTHOPSYCHIATRIC APPROACH TO MEDICAL 
EDUCATION: WORKSHOP REPORT 


HENRY H. WORK, M.D.* 
University of California, School of Medicine, Los Angeles 


HE first workshop of the Committee on Medical Education of the 
dem Orthopsychiatric Association, an all-day meeting, was held 
on March 31, 1959. In an effort to get the impression of medical educators as 
to the possible uses of the resources of the orthopsychiatric team, the deans 
of the two medical schools in San Francisco had been invited as guests. 
Present, as representatives, were Dr. Lyman Stowe, Associate Dean of 
Stanford, and Dr. George Schade, Professor of Pediatrics at the University 
of California. Dr. Hale Shirley of the Department of Psychiatry of Stanford, 
a member of Ortho, was also present as a guest. 

Following an introduction by the chairman covering the history of the 
round table groups on Medical Psychology in Pediatrics which led to the 
evolution of this Committee, Dr. Stowe presented some material on the cur- 
rent changes in the Stanford curriculum. He pointed out that Stanford's new 
concept of a five-year medical education program had been received with a 
variety of enthusiasms. There were those who felt that it was a very great 
step forward; there were others who felt that the status quo was being badly 
violated. Actually, only a small group had been really interested in this 
curriculum change, and he pointed out the very great importance of a slow 
process of education of the faculty. However, he pointed out also that all 
members of the faculty shared equally in the early planning. It was his feel- 
ing that any kind of changes and particularly any introduction of the use of 
behavioral sciences involved a problem of education of educators. Historic- . 
ally, he noted that the authoritarian approach had been the easiest way of 
teaching. Science, in general, had been rigidly defined, and therefore it was 
easy to teach. The knowledge in the behavioral sciences involving both con- 
tent. and attitudes does not fit easily into this concept of teaching. 

i His points were supported by Dr. Shirley, who described the increased 
time available to psychiatric and pediatric teaching in the new curriculum. 
He noted that it was the goal of such planning to get the medical students to 
think of human beings as persons. This was initiated by a course in develop- 

* Chairman of the Workshop and of the Committee on Medical Education. 


Resource Participants in this Workshop were Paul C. Baer, Ph.D., Helen V. Byron, Alfred M, Freed- 


man, M.D., Sherman Little, M.D. Julius B. Richmond, M.D., George Schade, M.D., Hale Shirl 
M.D., Meyer Sonis, M.D., and Lyman Stowe, M.D. : MEM 
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ment, which took the student from the cradle to the grave in personality de- 
velopment. 

More importantly, he was concerned about methods of teaching and 
about the anxieties of students when a lack of authoritarian teaching was 
present. He felt that the group from Orthopsychiatry could very well discuss 
the problems of how to get the looser methods of teaching organized sufi- 
ciently so the students might profit thereby. 

One of the problems faced at Stanford is that of how to bring departments 
together; another, how to combine behavioral knowledge so that one 
teacher, generally a physician, can be the prime teacher. This led to a con- 
sideration of the general pressures for time that assault the Dean's Office. It 
was noted that there appears to be much more to be taught today and that 
no one in the medical school subtracts any material or time from his teach- 
ing allotment. This leaves the student with a very wide opportunity to ex- 
plore areas, but with the handicap of working under a pressure of the con- 
centration of medical knowledge. It appears to be the feeling, at Stanford at 
least, that the students can be relieved of these pressures by being taught to 
follow a human being through a wide contact with patients. 

One of the problems faced in introducing the student to the behavioral 
sciences as a part of current medical curricula has to do with the change in 
the student from college to medical school. It was pointed out that not all 
students can adapt to the lack of authoritarianism, and this probably is in 
relationship to their own early training. This led the group to a discussion of 
the elementary school and its role in medical education, but it was felt that 
this would not be a profitable discussion since the selection process is more 
important, and perhaps the contributions of people trained in the disciplines 
of orthopsychiatry could be of assistance to the selection process. It was 
noted that this is a major and continuing problem in many medical schools. 

The discussion returned to the possibilities of working with a medical 
school in setting up new methods of teaching. It was pointed out that the 
only way major changes had occurred in faculties (in those schools which 
attempted newer methods of teaching) was that of resignation or elimination 
of the older faculty members. 

However, the possibility of a breakdown of departmental barriers offered 
a more fruitful approach to the general situation and led to the problem of 
whether it is feasible and possible to work with both faculty and students— 
that is to say, to work on teaching methods and knowledge at the same time. 

It was felt that the orthopsychiatric team had much to contribute in an 
application of the knowledge of learning problems to medical education and 
that this should be a real focus of interest of this Committee. This did not 
mean that students and residents in training would of necessity have to go to 
psychiatric departments to be cleared before they could learn. Rather, it was 
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pointed out, the students start with an interest in medicine and this can be 
sustained through patient contact, and the problem is how to maintain the 
best sustenance of this student-patient approach. 

A discussion pointed out that our concern about changes in the students 
may not reflect only teaching. We are interested in the fact that students 
come to medical school full of fire and interest, and it was felt that the pre- 
clinical sciences and the lack of patient contact had something to do with 
changing their approach. It was pointed out by one discussant that dental 
students do not change in the same way that medical students do. This led to 
speculation on whether the pressures of dissecting a dead human being, the 
pressures of contact and instruction with sexual matters, and the general 
pressures of humanity might not serve to frighten students and change them. 
This provocative statement led to a feeling that there are very real stresses in 
medical education which need some research work and ought to be studied. 
The problem was whether there were resources in medical education to 
match these stresses. It was the feeling of several members that this again 
led to a knowledge of learning problems and a study of what capacity a stu- 
dent has to be independent. While there was no discussion of the student as 
a patient, there was a feeling that any way that the student’s independent 
activity as a student could be enhanced would be to his benefit. Such things 
as group relationships and preceptor activities fell into this part of the 
discussion. 

The challenge before the group was what the various disciplines of ortho- 
psychiatry have to offer to neutralize the anxiety of the students. We were 
aware that our goal would be a student who could cope with part of these 
anxieties even though not, certainly, with all of them. We were also aware 
that the students have made a conscious career choice based on certain un- 
conscious dynamics of their own, and the problem was how far this uncon- 
scious pathology could be coped with. 

: The morning discussion closed on a concern about what is the student's 
image of a physician and how this can best be established. 

The afternoon session of the workshop very quickly began to concern it- 
self with the actual role of orthopsychiatry in medical education. There was 
à concern whether this group, growing out of a very natural interest in 
pediatric education, could properly encompass the wider scope and range of 
medical education. This was discussed in terms of the responsiveness of this 
group of teachers to students and future practitioners, as well as concerns 
un iw "da Ui e There was a feeling that the disci- 
Eddie be We. cuf dem Srna and dics ial how to help 
EN o. ECOLE ed was sae very often carried out in med- 
uos had B e greatly expanded content of medical 

ad not enabled the student to keep pace with the actual art of 
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medicine, and, although the patient-doctor relation remained a constant, 
many students were not appreciative of this. It was expressed that medical 
education merely serves as a place from which the physician himself may 
grow. 

The question of the role of orthopsychiatry became partially resolved in 
our various concerns about the patient, our anxiety to get over the expression 
of this concern, and our need to focus on those areas which are properly 
within the scope of our teaching. While we needed to continue to feel aware 
of the product, a physician who was also a student, it was felt that the justi- 
fication for our own group thinking had to be in terms of four items: that of 
prevention, from our knowledge of child psychiatry; the expansion and un- 
derstanding of a general knowledge of growth and development; the use of 
the interdisciplinary group as teachers to neutralize the anxiety of students; 
and the stimulation of research, particularly in this last area. 

It was noted that the group this year felt somewhat at a loss because 
previous experiences had dealt with very specific teaching in one depart- 
ment, namely, Pediatrics. The question was raised whether the group could 
continue well to function without so logical a focus of interest. It was felt 
that there were other areas of teaching in medical schools besides pediatrics 
that would profit from the kinds of knowledges and approaches that ortho- 
psychiatry had to offer. Therefore, it was felt that we should continue to 
explore relationships with other teaching groups. 

The chairman noted that a most heartening letter had been received from 
the AAMC, asking for a joint meeting of the Orthopsychiatric Committee 
with a committee from this organization. This will be followed up in the fall 
meetings and every effort made to secure a broadening of interest in Ortho 
for the whole subject of Medical Education. 

In the 1959 report of the Secretary (Dr. Mabel Ross) the following state- 
ment is made: 

It is customary to laud a pioneering group but in some ways it is the group who come 
after who have the truly difficult time. AOA began as a pioneering group with an idea of 
interdisciplinary cooperation which they wished to nurture. Now this idea has caught 
on in all the professions and the present challenge to AOA is to continue to offer new 
ideas to the professional groups and to meet the complicated expectations of the increas- 
ing numbers joining our organization. As the numbers increase it is no longer enough 
to count on casual interchange for information and education or to rely entirely on indi- 
vidual initiative in finding members willing to work on committees or projects. 


This would seem to be our challenge also! 


BRIEF COMMUNICATION 
ANALYTIC FIRST AID FOR A THREE-YEAR-OLD 


GILBERT J. ROSE, M.D. 
Norwalk, Connecticut 
"The wish to use analytic insight not only for therapeutic but for preventive purposes has played its 
part since the beginnings of analysis. We used to think that prevention was served best by applying ana- 
lytic knowledge to the principles of upbringing. But we have learned since that even the wisest handling 
of a child cannot prevent stress, conflicts, and occasional pathology, all of which are inseparable from the 
hazards of development; thus, we need the readiness for therapeutic action." 


i. had just turned three when it was first noted that she had 
developed a fear of going for walks. Whereas in the past she had seemed 
to enjoy walking in the country with her brother or sister (5 and 6} years her 
Senior, respectively), she now manifested weeping and clinging behavior at 
the suggestion of taking a walk, and if she were pressed, showed all the signs 
of growing terror and would refuse absolutely with whimpering, tears and 
anger. In particular, she showed acute anxiety one day when she and her 
nursery school companions were to take a “trip” through the woods to see 
the ducks in the pond. This was in marked contrast to her usual sunny and 
sociable disposition. At the same time it was noted that she had developed a 
facial tic consisting of a tight closing and wide opening of the eyes. The dis- 
turbance seemed to be spreading further when, in nursery school, she showed 
panic at being asked to paint Easter eggs. When, despite her fear, she was 
picked up and shown the other children painting the eggs, she seemed mo- 
mentarily bewildered and was then vastly relieved and was able to par- 
ticipate. 

It was tempting to assume that this dramatic change in Lolly’s behavior 
was connected with the fact that her parents were about to take a ten-day 
trip without her; that this separation anxiety was being reinforced by her 
mother’s recent mourning of the death of a brother, Lolly’s uncle; that both 
events may have triggered off a memory of a seven-week separation from her 
parents which followed moving to another part of the country when Lolly 
was eight months of age. These factors weighed heavily despite the fact that 
Lolly had had little contact with her deceased uncle (her mother had been 
closely attached to him and Lolly could not be completely protected from 
her mother’s mourning) and that during the early seven-week separation 
from her parents she had been left with her two older siblings at the home 
of an uncle and aunt to whom she was very devoted. 

A searching conversation with Lolly proved that whatever the merits of 


1 A. Freud, “Child Observation and Prediction of Development,” in The P. i the 
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these factors as generally underlying predisposing c: 
sufficiently accurate or specifically pertinent to account fo 
tion of the symptoms of tic and phobia. The conversation br 
following: during a walk with her brother they had come across a dead 
on another “trip” they had found a dead rabbit, had brought it ho 
buried it—Lolly had been struck by the wide-open fixed eyes. In the lig 
this Lolly was able to verbalize her fears of death in connection with 
It appeared that the rapid blinking of her eyes was an attempt to reassi 
herself that she was not dead. The avoidance of walking “trips” and 
ticularly of the one to see the ducks was an attempt to avoid a repetiti 
the traumata which stirred up fears of her dying (and perhaps of her p: 
dying, during their trips, owing to her death wishes). 
Following this conversation the facial tic disappeared, and it has not 
noted again in the 13 years which have followed. The fear of “trips” su 
during the next few months and did not recur despite the fact. 
parents were again away for one week several months later. Lolly 
her mother’s pregnancy and the birth of a baby brother without 
turbance and appears to be developing satisfactorily in every way. - 
The cause of the sudden panic when Lolly was asked to help pain 
eggs remained mysterious until just recently, and the elucidation of th 
episode lends further support to the dynamics already uncovered. lt was. 
this: the nursery teacher had not asked the children to paint the eggs; what - 
she had said was, “Let’s dye some eggs." : me 
This material is reported not because it sheds any startling new light b 
rather because it highlights two important principles: 1) Psychiatric f rst 
aid can be of remarkable and perhaps permanent value when it is based on : 
an awareness of analytic dynamic possibilities. 2) Awareness of un a 
dynamics is insufficient in the absence of a specific connection to 
reality. 
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Tue Teacuino ann Learnine or Psy- 
cHoruerapy. Rudolf Ekstein, Ph.D., 
and Robert S. Wallerstein, M.D. 
New York: Basic Books, 1958. pp. 
334. $6.50. 


This thoughtful and detailed volume 
grows “out of a ten-year collaborative 
experience in learning and in teaching 
psychotherapy within the Menninger 
School of Psychiatry.” Its authors, a 
psychologist and a psychiatrist, state 
that “we... view our own particular 
applications to the learning and teaching 
of psychoanalytically based psychother- 
apy as directly rooted in a fusion of in- 
sights derived from psychoanalysis and 
social work, psychiatry and clinical psy- 
chology.” The major portion of this 
work is devoted, therefore, to problems 
inherent in a teaching method which 
utilizes a one-to-one relationship as a 
major dynamic. The content of this edu- 
cation is not delineated in any explicit 
manner nor is a definition of psychother- 
apy attempted. The nature of the help- 
ing process which comprises the educa- 
tional content of the student-supervisor 
experience emerges, however, in its dif- 
ference from other methods of helping 
with intrapsychic problems. 

Part I, “The Training Setting,” ex- 
amines a number of different areas re- 
lated to the main subject. The first 
chapter, “The Basic Model of Supervi- 
sion,” accurately identifies four essential 
factors of the learning-teaching field as 
symbolized by the patient, student-ther- 
apist, supervisor and administrator, The 
choice of a rhombus for the diagram of 
the basic model of supervision, with each 
person occupying one of the four points, 
created for this reviewer as many prob- 


lems as it answered. This derived largely 
from the separate position accorded to 
the administrator in contrast to the con- 
cept of the incorporation of the admin- 
istrative function in the responsibility 
of the supervisor. It is important to rec- 
ognize that orientation to any new model 
may lead to an oversimplification and 
spatial analogy not intended by its de- 
signer. The extremely complex nature of 
the relationships and interrelationships 
between the four factors identified 
clearly would provide material for a full 
volume. However, if such considerations 
seem beyond the limits of this section of 
the book, so also would seem to be the 
space allotted to sketching the figure of 
the ideal administrator in the second 
chapter, "Administration and Learn- 
ing." (Why not also the ideal student, 
supervisor or patient?) Similarly, 
“Training for Research,’ which dis- 
cusses the relationship of the research 
background of the student (in this case a 
psychologist) to his learning in psycho- 
therapy, raises many important issues 
which cannot be explored within the 
space of a chapter. “The Clinical Setting 
and Its Structure" is informative, sound 
and extremely useful in view of the 
tendency of training centers to increase 
in size and hence to render neglect of ad- 
ministrative factors a costly and destruc- 
tive matter. For the solution of the prob- 
lem raised in the final chapter of Part I, 
“The Professional Identity of the Psy- 
chotherapist," current practice offers 
little precedent. The question which re- 
mains is: Can a professional identity be 
developed in relation to a method with 
roots in education offered by several dif- 
ferent professions, each with its own pro- 
fessional identity? 
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With many interesting and provoca- 
tive questions unanswered this reviewer 
approached the body of this book with a 
sense of relief. Here the social work 
reader finds himself on familiar ground. 
The material considered is easily located 
on an older model of supervision, the tri- 
angle, with patient, student and super- 
visor at each point. (Is not the triangle 
considered to be the most stable of plane 
figures?) 

Part II, “The Beginning Phase," 
utilizes an excellent method of presenta- 
tion of material: the experience of one 
supervisor and his two students is re- 
ported throughout the three chapters. 
The first two, “The Supervisor Meets 
the Student” and “The Therapist Meets 
the Patient,” provide vital illustrations 
of the psychodynamics of initial meet- 
ings. Classic expressions of anxiety at 
beginning a new educational experience 
are reported: dissatisfaction with the 
plan for training, fear that expectations 
will not be realized, forgetting about 
agreed-upon conference periods and 
other devices for manipulating time, 
failure to prepare recording for the con- 
ference period, and, of course, the diver- 
sionary tactic of requesting help from 
the supervisor. Reactions of the students 
and the supervisor (in this case one new 
to this responsibility) are reported in de- 
tail, and the discussion makes clear the 
disciplined way in which the supervi- 
sor’s psychodynamic understanding is 
adapted to the intellectual and emo- 
tional needs of this educational process. 

In the third chapter of this section, 
discreetly entitled “Supervisor and 
Student Discuss the Patient,” a begin- 
ning is made in working with the expres- 
sions of student insecurity in this new 
learning. The threat offered by broken 
appointments and expressed wishes to 


terminate therapy leads to the student's 
depreciation of his competence and ensu- 
ing attacks on the competence of the 
supervisor. "How to begin"as a problem 
both for student and supervisor is ex- 
amined with honesty and objectivity. 
The thesis which is underscored con- 
cerns the importance of the student's 
early behavioral expressions and the 
supervisor's reactions to them in fore- 
casting the nature of the future pattern 
of this particular type of learning. 

Part III, "The Learning Process," 
continues with the supervisor and two 
students met earlier, and introduces 
some new persons. The first two chapters 
seek to differentiate "problems about 
learning" from “learning problems.” In 
"Supervisor and Student—Problems 
about Learning," the essential develop- 
ment of the therapist during the learn- 
ing process is emphasized. The writers 
state that “in order to do certain types 
of psychotherapy (not psychoanalysis) 
personal therapy is not a requisite. . . . d 
With due warning against rigid cate- 
gorization of learning problems (and 
implications of psychopathology) com- 
mon patterns "about learning" are de- 
scribed: the attempt to learn by denial or 
by submission, the mea culpa and the 
try-to-supervise-me attitudes, the noli 
me langere masking the ambivalence 
about personal therapy. 

The chapter on “Therapist and Pa- 
tient—Learning Problems" stresses the 
necessity "to integrate factual knowl- 
edge with appropriate emotional re- 
sponses.” Common “learning problems" 
are identified: self-depreciation, over- 
identification with the patient, fears of 
involvement, of responsibility and of ac- 
tion. There is elaboration of the sensitive 
matter “of steering a course between the 
Scylla of directionless diffusion and the 
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Charybdis of ‘focusing’ and ‘confronta- 
tion’. ...” Subtle expressions of a stu- 
dent’s need to control and of reliance on 
old patterns which have served well in 
the past are explored. We share also the 
particular learning and teaching prob- 
lems of the “therapeutic actor-outer;” 
the “researcher,” “the objective scien- 
tist.” 

The third chapter of Part III is en- 
titled “Supervisor and Student—Thera- 
pist and Patient—The Parallel Process.” 
“This parallel process carries with it a 
never-ending surprise element [which] 
depends on the teacher's perhaps irra- 
tional expectation that the teaching and 
learning of psychotherapy should con- 
sist primarily of rational elements." The 
case material testifies to the unity of the 
personality of the student as it expresses 
itself in an interpersonal relationship re- 
gardless of his role as helping person or 
learner. The supervisor cannot cling to 
"the hope that a mere prescription—a 
technique-given method of instruction— 
may suffice" but must accept the re- 
sponsibility of working with the idio- 
syncratic pattern of the student. That 
the "parallel process" contains a dy- 
namic of tremendous potential for posi- 
tive development which “can work in re- 
verse as well” is borne out in the excel- 
lent case material. 

“On the Psychology of Emergencies” 
considers a prevalent type of student re- 
action which, like other behavioral ex- 
pressions, may be used in the illumina- 
tion of a student's basic problem. If, 
however, the supervisor needs to relate 
to helplessness inherent in a recurrent 
pattern of emergencies as the strong per- 
son he may easily be involved “in the 
spreading of panic,” 

The “Process of Supervision" dis. 
cusses “the long ‘middle game’ of chess 
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... [which]... is less clearly deli 
ated...[and which] constitutes th 
major bulk of the work." Here 
supervisor and one of the students 
early in this volume (and by this ti 
both are old acquaintances) appear in an 
unusually detailed account of their on- 
going work over a three-month period. 
In other words the “parallel process” 
is extended in time. The behavior of 
student and supervisor is scrutinized 
with a fearlessness that spares neither as 
each struggles in the learning of a new 
professional role. Both devote their en- 
ergies to "working out obstacles and 
holding on to the old at the same time 
one incorporates the new." The obstacles: 
presented by the student are familiar 
ones: the irrational means used to avoid. 
facing a basic problem in relation to 
authority, the resistance to relinquishing — 
the belief that therapy will happen if the 
therapist is a “good Joe,” the resistance 
to accepting the essential difference in 
learning through supervision as con- i 
trasted with earlier less demanding 
learning experiences, the attempt to 
negate the supervisor’s competence by 
seeking competing technical advice. The 
supervisor faces the tremendous power 
of his teaching when he views his own 
approach with the student mirrored in | 
the latter's work with the patient. The 
process is crystallized by the time de 
mand for formal evaluation, the values — 
of which are recognized as well as its pit- 
falls. The excellent documentation in 
this comprehensive chapter lends sup- 
port to the student's statement: ‘This 
is the most meaningful supervision I 
have had." 

The final chapter of Part III, “Super- | 
vision vs. Psychotherapy," provides de- 
tailed and pertinent history from teach- 
ing in the field of psychoanalysis and 
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thoughtful comment on the relationship 
of a therapeutic experience to education 
in a helping profession. The statement 
"Our own practical experience . . . indi- 
cates that most psychotherapists who 
wish to learn the techniques of ‘inten- 
sive psychotherapy” will benefit greatly 
from a personal analytical experience” 
seems to carry a somewhat different em- 
phasis from the one on the same subject 
quoted above. The pros and cons of this 
issue make clear the many philosophical 
and practical problems yet unsolved. 
The authors are clear, however, that 
there is an essential difference between 
the psychotherapeutic process and the 
educational process. The fact that cer- 
tain similar techniques (as well as many 
different ones) are common to both 
processes is recognized as well as the fact 
that such similarities should not be used 
to confuse the fact of a basic difference. 

Part IV, although entitled “The End 
Phase,” reports for the most part on 
matters which carry basic significance 
throughout the entire span of the learn- 
ing process and which in fact have been 
considered repeatedly in the earlier ma- 
terial. The first chapter, “The Utilization 
of Recordings,” reviews the time-tested 
value of the student’s own recording in 
ensuring certain aspects of student- 
supervisor communication. Familiar stu- 
dents appear: the perennial procras- 
tinator, the writer of endless repetitive 
pages, the student completely concealed 
in the mass of recorded data, the student 
in anxiety lest he fail in his goal of com- 
plete recall. Mention of electric record- 
ing and the one-way screen raises the 
question of whether the student is alone 
in this striving. Communication needs 
served by administrative records and 
ones served by the student’s own record- 
ing are differentiated with recognition of 


conflict which may arise from such dif- 
fering demands. The crucial matter of 
the student’s heightened anxiety in re- 
vealing himself through a written docu- 
ment with its explicit clarity and impli- 
cation of finality is considered briefly. 
The chapter on "Evaluation and Se- 
lection" gives brief recognition to the 
function of evaluation in the selection of 
practitioners through its power to dis- 
courage or remove a student. On the 
matter of initial selection for training 
there is but a nod to the difficult prob- 
lems inherent in the role of “St. Peter at 
the portals of professional heaven." The 
conflict of the supervisor (beginning or 
other) in exercising evaluative responsi- 
bility with its unavoidable authority is 
recognized. This chapter reviews devices 
for facilitating evaluation in the later 
periods of the learning process. This ap- 
proach leads to material which does not 
differ essentially from that in certain 
chapters in Part III, “The Learning 
Process," with, however, a focus on the 
written evaluation. This emphasis on 
the final or written evaluation serves to 
obscure the essential nature of evalua- 
tion as an integral and continuous com- 
ponent of student-supervisor communi- 
cation. It is true that the agreed-upon 
regular periods for formal or written 
evaluation have immense value in test- 
ing the efficiency of such communica- 
tion. Also a heightening of feeling occurs 
in relation to the more formal communi- 
cation, particularly if written materials 


with their own distinctive psychological | 


impact are used. Much of the anxiety en- 
gendered by the formal evaluation, how- 
ever, flows from earlier communication 
failure. yir 


The social worker reader, accus- - 


tomed to formal training based on expec- 
tations within the two-year period of 
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time of graduate professional education, 
has difficulty in relating to the lack of 
specific limits implied in this discussion 
of evaluation. For example, the position 
that “the end of formal training . . . is 
as arbitrary as the end of a psychothera- 
peutic experience” would seem to create 
a set of problems difficult to solve within 
the province of educational method. 

The last chapter, "Guide to the Lit- 
erature," offers a comprehensive bibliog- 
raphy with subdivisions in regard to 
training in Clinical Work, Psychoanaly- 
sis, Social Casework, Psychotherapy and 
Administrative Aspects. This interest in 
studying the experience of a number of 
fields testifies to a willingness to learn 
from other disciplines and thus conserve 
available energy for furthering the de- 
velopment of increased teaching skill. 
The similarity of the title of this book to 
the one published by Bertha Reynolds 
in 1942 was noted by the authors. 

The above comments cannot do jus- 
tice to the richness and comprehensive- 
ness of this volume nor to the penetra- 
tion exercised in the examination of the 
issues which are defined. Throughout 
this work many important principles un- 
derlying supervisory practice are enun- 
ciated with detail and clarity in relation 
to the specific experience reported. In 
view of this it is regretted that no final 
chapter is offered which would bring to- 
gether such material in a systematic 


formulation, The authors may have felt” 


that the presentation of such a sum- 
marization would be premature. How- 
ever, the distinct impression gained 
through reading the book is that there is 
ample material for such a chapter on 
principles or philosophy of supervision 
and that it would provide a useful docu- 
ment. Perhaps this task of systematic 
formulation was left to the reader in the 


AMERICAN JOURNAL OF ORTHOPSYCHIATRY 


interest of furthering his independen 
and stimulating increased effort in 
own learning and teaching. 

Tessie D. Berkman 


Tue RORSCHACH AND THE EPILEPTIC 
Personauity, J. Delay, P. Picho! 
T. Lempérière, and J. Perse. Edited 
by Arthur L. Benton. New York: 
Logos Press, 1958. pp. 265. $6. 


It is good to have this important 
work available in a skiliíul English 
translation by Rita and Arthur L. 
Benton. Since the original French edi- 
tion received full-length abd quite fa- 
vorable reviews in THE Jcurnat (26: 
420—426, 1956) and elsewhere (American 
Journal of Psychiatry, 113: 477-478, 
1956; Journal of Projective Techniques, 
19: 468—469, 1955), only brief comment 
is necessary. 

Essentially the book is divided into 
three parts: a critical discussion of the 
role of personality disturbance in epi- 
lepsy; a complete review of the literature 
on the application of the Rorschach test 
in the evaluation of epilepsy; and analy- | 
sis of the authors' personal investiga- 
tions. It is an outstanding work which 
will be very useful to clinicians and 
research workers. 

The volume includes a perceptive 
introduction by Arthur L. Benton, and 
an appreciative commentary by Zyg- 
munt A. Piotrowski. 

Alfred B. Heilbrun, Tr. 


Tue ONSET or STUTTERING: RESEARCH 
Finpincs AND IMPLICATIONS. Wen- - 
dell Johnson and Associates. Minne- 
apolis: University of Minnesota 
Press, 1959. pp. 273; plus Appen- | 
dixes, pp. 243. $5. 


SPEECH Correctionists: THE COMPE- 
TENCIES THEY NEED FOR THE WORK 
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Turv Do. Edited by Romaine P. 
Mackie and Wendell Johnson. U. S. 
Department of Health, Education 
and Welfare, Office of Education, 
Bull. 1957, No. 19. Washington: 
U. S. Government Printing Office, 
1957. pp. 77. 45 cents. 


CHILDREN WITH SPEECH AND HEARING 
IMPAIRMENT: PREPARING TO WORK 
WITH THEM IN THE ScHooLs. Wendell 
Johnson. U. S. Department of 
Health, Education and Welfare, Of- 
fice of Education, Bull. 1959, No. 5. 
Washington: U. S. Government 
Printing Office, 1959. pp. 32. 20 


cents. 


In The Onset of Stuttering, Wendell 
Johnson and his associates report the re- 
sults of a continued research program 
organized and executed at the Univer- 
sity of Iowa between 1934 and 1957. A 
large part of the book is devoted to re- 
capitulation of previously published 
work; in particular, a doctoral investiga- 
tion by F. L. Darley, reported fully in 
1955,! forms again the cornerstone of the 
present publication. 

As is widely known, Johnson, in 
agreement with many other investigators 
(Appelt, Blanton, Bluemel, Coriat, Fen- 
ichel, Foreschels, Glauber, Sheehan, 
Wischner, Wyatt and others), assumes 
that there is no biological difference be- 
tween stutterers and nonstutterers. Con- 


sidering “nonfluency” a normal aspect: 


of language behavior in children, John- 
son hypothesizes that the cause for stut- 
tering cannot be found in the speaker — 
the child—but in the people who listen 
to the child—the parents. According to 


1 See W, Johnson (Ed.), Stuttering in Children 
and Adults: Thirty Years of Research at the Uni- 
versity of Iowa (Minneapolis: Univ. of Minnesota 
Press, 1955), pp. 74-153. 


m 
Johnson, it is the parents’ labeling of the 


child's "nonfluency" as "s 
which sets into motion a vicious circle: 
the child becomes more aware of his 
“nonfluencies,” thus increasing the fre- 
quency of their occurrence, and this, in 
turn, increases the listening parents’ 
sensitivity and their negative reaction 
toward the child's speech patterns. 
Johnson and his students and associ- 
ates have carried through three consecu- 
tive research projects to demonstrate the 
tenability of this general hypothesis. In 
the present volume the research pro- 
cedures are described in great detail, 
and statistical treatment of the data is 
presented in an appendix of 243 pages. 
In view of the tremendous amount of 
work and time devoted to these studies 
it is disappointing to find that we learn 
hardly more from the final results of the 
latest study than we learned from the 
original and rather general hypothesis. 
The relative paucity of significant find- 
ings can only be explained by the "lack 
of conceptual schemes for systematizing 
the data and bringing them to bear on 
crucial psychological problems," a 
weakness which Barker and Wright 
found widespread in many contempo- 
rary studies in child development. 
While Johnson and his coauthors 
state on page 44 that their studies led 
them to "experimental psychology of 
learning and perception, to cultural 
anthropology,” “to general semantics, 
information theory and the systematic 
study of the process of communication,” 
at no point in this research report is 
there an attempt to develop an inte- 
grated conceptual system which would 
permit the formulation of specific test- 
able hypotheses. Without selective 


2R, G. Barker and H. F. Wright, Child De- 
velpmt., 20: 131-143, 1949. 


principles, derived from an integrated 
theory of personality and of child de- 
velopment, the number of possible vari- 
ables to be studied is practically unlim- 
ited and research tends to become non- 
specific and unwieldy, as Darley's study 
illustrates. 

For this study a standard interview 
outline was devised comprising 846 
questions covering 20 main areas of in- 
formation. This outline was used in the 
individual interviewing of each of the 
parents of 50 stuttering and of 50 non- 
stuttering children, matched as to age, 
sex and family socioeconomic status. 
The technique of interviewing developed 
by Kinsey, Pomeroy and Martin, with 
‘its emphasis on rapid-fire questioning, 
was adopted for this research. In addi- 
tion, the parents filled out two paper- 
and-pencil personality and attitude- 
toward-stuttering questionnaires. Inter- 
views with parents lasted several hours. 
Questions asked ranged from the par- 
ents’ attitude toward their child’s stut- 
tering and their methods of discipline to 
items such as: membership and holding 
of offices in community organizations, 

. political party membership, mingling 
- socially with Negroes, Jews or Catholics, 
friendliness to neighbors, family health 
and illnesses, parents' food dislikes, and 
geographical origin of the parents. As a 
result of this extensive study the general 
conclusion was drawn that the two 
groups were markedly similar on the 
vast majority of items studied. 

One is reminded of Dennis’ state- 

ment: 


While statisticians have made great 
progress in determining how to test for 
the presence of relationships, they have 
no special ways of determining which of 
the millions of possible relationships 
should be examined. This...is the 


AMERICAN JOURNAL OF ORTHOPSYCHIATRY 


function of theory. A particular relation. 
ship should be examined not to estab- 
lish an isolated fact but to find a fact 
which plays a key role in a set of inter- 
related propositions. 


Johnson's original idea—not to look 
for the cause of stuttering in the child ag 
an isolated organism, but rather to focus 
on the interaction between child and 
parents—is in keeping with our present 
interest in the psychology of interper- 
sonal relations. In view of this very 
promising starting point, it is distressing 
to observe that the research workers at 
the University of Iowa have almost com- 
pletely ignored or by-passed the many 
significant developments in genetic psy- 
chology and in psychoanalytic ego psy- 
chology which would be of crucial im- 
portance in formulating an interactional 
theory of language behavior. Nowhere 
in this study, for example, is there a ref- 
erence to Piaget's painstaking analysis 
of sensory-motor learning on the basis 
of “mutual imitation" between mother 
and child, or to S. J. Baker's demonstra- 
tion of the role of “reciprocal identifica- 
tion" between speech partners, operat- 
ing in all situations of verbal interaction. 
If we call the child "the speaker" and 
the parent "the listener," as the authors 
of this book have done, we are apt to ob- 
scure or to misinterpret the dynamic and 
deeply emotional nature of the interac- 
tion process between parent and child. 

Isolation from dynamic clinical psy- 
chology and child psychiatry character- 
izes the theoretical orientation of this 
research. The same isolation is also evi- | 
dent in the two pamphlets prepared for - 
the U. S. Department of Health, Educa- 


* W. Dennis, “Scientific Models for the In- - 
vestigation of Child Development," in P. H. Hoch 
and J. Zubin (Eds.), Psychopathology of Childhood 
(New York: Grune & Stratton, 1955), p. 18. 
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tion and Welfare, and published for the 
information of prospective "speech cor- 
rectionists." 

Speech Correctionists, edited by 
Mackie and Johnson, is based upon the 
results of evaluations made by 120 
speech correction teachers concerning 
the importance of 86 competencies 
needed for their work, compared with 
the identification and evaluation of such 
competencies by a committee of experts. 
In Children with Speech and Hearing Im- 
pairment, Dr. Johnson, after giving a 
brief description of the most frequent 
speech and hearing disorders found 
among school children, discusses the 
urgent need for more trained remedial 
personnel and the professional training 
facilities available. 

It is interesting to see that both 
bulletins are addressed to potential 
"teachers of speech handicapped school 
children" or to “speech correctionists,” 
not to speech therapists. This attitude on 
the part of the authors reflects the his- 
torical background and the sociological 
reality of professional speech correction 
in this country. Contrary to most Euro- 
pean countries, where the scientific ap- 
proach to speech pathology and therapy 
was initiated by the medical profession 
and was further developed by child psy- 
chologists and psychiatrists, the interest 
in speech defective children has, in this 
country, come primarily from educators, 
particularly from the teachers of “excep- 
tional children.” In keeping with this 
tradition the emphasis, both in practice 
and in the training programs, has been 
on educational procedures and on group 
instruction of children, rather than on 
therapy in the psychiatric sense of the 
term, and the underlying philosophy has 
been rationalistic and empirical. 

However, there are signs that speech 


correction also is “coming of age.” While 
the three publications here discussed 


still present the traditional point of 


view, the reviewer is under the impres- 
sion—gained through many discussions 
with speech therapists—that many 
members of the profession show an in- 
creasing awareness of the need for a more 
profound understanding of the psycho- 
logical aspects of language behavior; 
there is also an increasing demand for 
training and supervision in appropriate 
methods of counseling and psychother- 
apy with children and parents. 
Research in language behavior is of 
so complex a nature that progress can 
only come through prolonged coopera- 
tion among representatives of se 
disciplines. Important future contribu- 
tions in this field may well come from 
research workers with an orthopsychi- 
atric point of view. Gertrud L. Wyatt 


MENTAL SusNonMALITY: BIOLOGICAL, 
PSYCHOLOGICAL, AND CULTURAL 
Facrors. Richard L. Masland, Sey- 
mour B. Sarason, and Thomas Glad- 
win. New York: Basic Books, 1958. 
pp. 442. $6.75. 

This volume, sponsored by the Na- 
tional Association for Retarded Chil- 
dren, is a survey of research. It is suc- 
cessful in effectively organizing a great 
deal of material with wide implications 
for medicine, child guidance and educa- 
tion. 

Part I, by Masland, deals with the 
prevention of mental subnormality. This 
objective involves the consideration ofa 
wide variety of causes and types of de- 
ficiency. Genetic factors play a role, but 
the importance of environmental factors 
is typically far greater than has generally 
been assumed in the past. Brain damage 
has been recognized as the common 
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cause of the severe degrees of retarda- 
tion, but mild brain damage as a cause of 
or a contributor to the milder degrees of 
retardation is often unrecognized. A 
large number of physical and toxic fac- 
tors from radiation to heavy metals, 
quinine and physostigmine have been 
found to cause maldevelopment and 
mental deficiency. The incidence of 
Mongolism is known to be closely re- 
lated to maternal age. Prenatal infec- 
tious processes and cerebral vascular dis- 
ease, prematurity, birth injury and 
asphyxia and kernicterus from blood 
group incompatability are all important. 
A wide variety of organic postnatal 
causes are also considered. 

Part II, by Sarason and Gladwin, 
deals with psychological and cultural 
problems in mental subnormality and 
has profound implications for the fields 
both of child psychiatry and social psy- 
chiatry, Part II seeks to conform to the 
usage of the World Health Organization 
which classifies the organically damaged 
as "mentally defective" and the indi- 
vidual whose mental subnormality is the 
result of a learning difficulty as “men- 
tally retarded," a distinction which is in 
fact often impossible to make. The sec- 
tion begins with the uneducated and 
cites the very substantial degree of suc- 
cess of the Army's Special Training Pro- 
gram in training in simple reading, and 
in making useful (and occasionally out- 
standing) soldiers of illiterates and 
poorly educated men. It is clear that the 
actual educational potential of the 
poorly educated portion of the commu- 
nity 1s a good deal higher than it is gen- 
erally assumed to be. The standard in- 
telligence tests used in our schools are 
reasonably good predictors of academic 
success, but in their very nature they 
give in varying degrees an advantage to 
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the background of the middle-class child 
from an intellectual home, and conse- 
quently do not do full justice to the edu- 
cational potential of the lower.class 
child from a home of poor educational 
level. No culture-free intelligence test 
exists. The bulk of the mentally retarded 
are found primarily in the lower social 
classes and “because of the cultural bias 
in conventional tests, the intellectual po- 
tential of this group as well as its level of 
functioning outside the test situation, 
cannot be assumed to have been ade- 
quately assessed." 

There is a most provocative and 
interesting consideration of the effect on 
performance of the special cultural 
status of minority groups. Some groups, 
for example, which culturally set little 
store by speed, do badly on time-limited 
tests and quite adequately when the 
same tests are given without a time 
limit. Is one justified in concluding they 
are mentally inferior? The authors 
emphasize the extent to which the mere 
development of an intelligence test 
implicitly involves a particular defini- 
tion of intelligence. 

Cultures vary widely in their accept- 
ance of the mentally retarded. Among 
the Hutterites of our western states and 
Canada, there is considerable social ac- 
ceptance of mentally defective persons 
and they are integrated in the social 
group. Although the Hutterites are re- 
ported as not opposed to commitment, 
none of the 51 mental defectives diag- 
nosed among them had ever been insti- 
tutionalized, although “15 were severely 
defective, being unable to talk or walk 
normally and frequently unable to feed 
themselves.” This offers a striking con- 
trast to the situation in our impersonal, 
competitive industrial society. 

Two chapters deal in some detail 
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with the severely defective individual 
and the milder grades of mental defect. 
The recommendations relate particu- 
larly to the definition of particular areas 
in which research is needed. Beyond be- 
ing a very comprehensive review of the 
subject of mental subnormality, this 
book serves to promote the integration 
of a vast amount of knowledge drawn 
particularly from the study of the men- 
tally subnormal with the problems of 
education, of child guidance, and of 
pediatric psychiatry and neurology. 
Richard L. Jenkins 


Cxitp-Centerep Group GUIDANCE OF 
Parents. S. R. Slavson. New York: 
International Universities Press, 
1958. pp. 333. $5. 


This is a book which can be of great 
practical value to individuals working 
in the field of mental health. 

The author describes a method of 
group discussion which he has found to 
be most effective with parents who are 
not involved in serious psychic conflict 
with their children. Rather, bound by 
their cultural and traditional patterns, 
the parents are rearing their children 
with little understanding of the parental 
role or of the needs of a child. He first 
became interested in the possibility of 
helping parents through this method by 
a chance encounter with a group of in- 
telligent, well-motivated parents whom 
he was able to help by shifting the focus 
of their discussions from intellectualiz- 
ing to a consideration of actual, recent, 
day-by-day occurrences in the homes. 
By the leader’s limiting the scope of the 
discussion and keeping it truly child- 
centered and reality-oriented, a dynamic 
interplay resulted in which theorizing 
became irrelevant, and the child as an 
individual emerged. 


n 


The theoretical substance of the book 
is contained in about 4 of the 13 chapters 
in which Mr. Slavson presents a detailed 
description of the method, including the 
criteria for selection of eligible parents 
and the role of the leader, some theory 
on parent-child relations, and some gen- 
eral concepts on group interaction and 
interpersonal relationships as they relate 
particularly to the method he describes. 
This is not to minimize the importance 
of the other chapters, however. The 
greater portion of the book is given over 
to recordings of group meetings and to 
case material on individual members of 
the groups. It is through this material 
that the author has so clarified and il- 
luminated his method as to make it a 
most convincing contribution. 

Briefly, small groups composed of 
mothers, or fathers, meet at regular and 
not-too-frequent intervals to share the 
daily life experiences they have had with 
their children and to seek solutions 
through mutual exploration. Members 
of a group are selected to assure homo- 
geneity of interest. The leader is respon- 
sible for keeping the discussion focused 
on actual life situations, and on content 
relating only to experiences with chil- 
dren. Solutions to parental problems 
come through a “cumulative perceptive- 
ness" developed in the group and from 
the modification of the attitudes of the 
parents as they become increasingly 
sensitive to children's needs. 

Mr. Slavson sees this method as an 
educational one whereby attitudes be- 
come changed as misconceptions and 
misunderstandings about children and 
their needs are modified. He makes a 
clear differentiation between guidance o 
this sort and group psychotherapy which 
seeks reorganization of the personality. 
He places considerable emphasis on the $ 
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role of the leader and upon the diag- 
nostic precision necessary in the selec- 
tion of group members. He is cautious in 
his criteria for group membership, gen- 
erally selecting only those individuals 
who have demonstrated some “readiness 
for parenthood.” On the other hand, he 
has occasionally, and successfully, in- 
cluded parents whose pathology is gross. 
In recent years, work with groups in 
psychiatric settings has become increas- 
ingly prevalent. Some agencies have 
been fortunate enough to have, on their 
staffs, individuals trained in group work, 
or group therapy methods. Others have 
encouraged and supported the self-edu- 
cation of motivated individuals, through 
reading and experience. There has been 
much trial-and-error activity going on, 
as is frequently the case when a surge of 
interest sweeps a promising way of help- 
ing into the field. The ideas presented by 
Mr. Slavson are not new. The outstand- 
ing contribution which his book makes is 
in the well-organized presentation of the 
guidance method, supported by a 
thoughtful theoretical base. Its useful- 
ness is not limited to those working with 
parents in child guidance, since many of 
the general principles are applicable else- 
where. It can be equally helpful to pro- 
fessionals in any setting where the use of 
groups focuses on education and sup- 
port. Dorothy Schroeder 


Tue Psycuoanatytic STUDY OF THE 
Cup, Vol. XIII. Edited by Ruth S. 
Eissler, Anna Freud, Heinz Hart- 
mann, and Marianne Kris. New 
York: International Universities 
Press, 1958. pp. 573. $8.50. 


The 1958 edition of this annual con- 
tributes a wealth of material on clinical 
"and theoretical aspects of psychoanalytic 
knowledge. It is unusually large, con- 


AMERICAN JOURNAL OF ORTHOPSYCHIATRY 


taining some twenty-two papers. T 
first four were originally presented 
the Ernst Kris Memorial Meeting ij 
1957. The inclusion of these paper 
seems a fitting tribute to the memory o 
Ernst Kris, one of the original membe 
of the editorial board of this annual; 

It would be an impossible task to at 


will be stated and some general and somi 
specific comments made. 

Under the heading of '*Co: : :ibution 
to Psychoanalytic Theory," Hartman 
discusses psychoanalytic psychology 
the science of human behavior, a much 
broader concept than considering it onlj 
as a theory of neuroses. The other 
theoretical papers—one by Ramzy 
Wallerstein; the other by Schur 
concerned with concepts of anxiety. 

In the section “Aspects of Normal 
and Pathological Development," there 
are four papers on adolescence, one on 
latency, and three on the preoedipal p 
riod. Of the papers on adolescence thi 
reviewer found the one by Kurt Fissle 
of particular interest. He compares and 


adult patients. Other papers on adoles: 
cence are by Anna Freud, Geleerd, ani 
Spiegel. Annie Reich's paper on latency 
is a contribution on character structure 
reconstructed from clinical material ol 
an adult patient, Beres and Spitz each 
have papers dealing with preoedipal 
components of superego formation and 
function. Van Der Leeuw’s paper on 
“The Preoedipal Phase of the Male” is 
reconstruction from clinical material 9 
adults. 

Five papers are presented as ‘Clinica 
Contributions." Each is well worth thé 
reading. The final two papers come 


der the heading of “Applied Psychoanal- 
ysis”: one by Greenacre on “The Rela- 
tion of the Impostor to the Artist"; the 
other by Weissman on “Shaw's Child- 
hood and Pygmalion."" 

The Psychoanalytic Study of the Child 
has been a stimulating and constructive 
series to date. This current volume con- 
tinues the tradition toward eminence in 
the field of psychoanalytic literature. 
The theoretical papers continue to be 
outstanding; the clinical papers based on 
child analytic material are rich in con- 
tent. However, is there a tendency to- 
ward including too many papers on 
childhood development based on recon- 
structions from clinical material on 
adults? There are many psychoanalytic 
journals available for these fine papers 
but there is only one Psychoanalytic 
Study of the Child. 'This annual has pre- 
empted a unique position in the field of 
psychoanalytic literature and it is to be 
hoped it will continue to retain it. 

Anne Benjamin 


A New ArproacH To Ficure Draw- 
ING: BASED UPON AN INTERRELATED 
Sers or Drawincs. Leopold Cali- 
gor, Ph.D. Springfield, Ill.: Charles 
C Thomas, 1957. pp. 148. $4.50. (8 
CRT kit: $6. Box 81, Gracie Station, 
New York 28.) 


Since the publication of Karen 
Machover’s Personality Projection in the 
Drawing of the Human Figure in 1949, 
the Draw-A-Person Test has become a 
widely used clinical instrument for pur- 
poses of psychiatric diagnosis and per- 
sonality assessment. This projective 
technique has maintained its clinical 
popularity even though the research 
findings obtained when many of Mach- 
over’s hypotheses have been critically 
examined are somewhat negative. The 


the human figure drawing technique 
increasing the amount of drawing be- 
havior obtained from the subject and 
providing a scoring system for its anal. — 
ysis. A review of the book, therefore, 
represents essentially an evaluation of 
this new testing procedure. 

The Eight Card Redrawing Test (8 
CRT) grew out of Caligor’s clinical ex- 
perience with human figure drawings 
which led him to feel that the “riches of 
material" often hinted at in single draw- 
ings of the male and female figures could 
be more valuably utilized with a longer 
test. Accordingly, he developed a pro- | 
cedure in which the subject follows his — — 
initial drawing of a whole person with 7 
more such drawings, each of which is "e 
obtained after overlaying with a trans- 
parent sheet of onionskin paper the one S 
preceding it. Thus the subject has the 4 
opportunity to add to, subtract from, 
change, or leave unaltered the human 
figure just previously drawn. The 8 
drawings provided by the subject are 
then scored for 36 different 
tics—fraction of the figure drawn, fig- 
ure height, figure placement on the pa- 
per, body angle, sex, erasures, etc. 
nitions and examples are provided in the 
book to help the scorer in making the 
nearly 300 scoring decisions necessary. 
The scores of the individual drawings 


drawings), a minor score, and a score 
range. Following presentation of the 
scoring system, the book provides inter- — 
pretations in terms of personality vari- — 
ables and pathological behaviors for the — — 
larger scoring dimensions as well as for — 
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most of the subcategories which the 
scoring system provides. Finally, 3 case 
illustrations are given which depict the 
actual clinical use of the 8 CRT. 

The potential merits of this new pro- 
jective device have already been men- 
tioned—increased reliability, scoring ob- 
jectivity, and clinical data—and for 
these Caligor deserves considerable cred- 
it. However, the term "potential" was 
used to emphasize that none of these in- 
novations can be considered a diagnostic 
contribution until it is more clearly dem- 
onstrated empirically that the human 
figure drawings obtained on the 8 CRT 
are related to the behavior of the artist 
in specifiable ways. It is here that the 8 
CRT remains most vulnerable since 
many suggested test interpretations do 
not as yet have the solid backing of re- 
search validation. It is hoped that the 
publication of the 8 CRT, with its in- 
creased objectivity and reliability, will 
stimulate such research and more clearly 
establish the diagnostic utility of the fig- 
ure drawing technique. 


Alfred B. Heilbrun, Fr. 


Soctat Work witn Groups, 1958; SE- 
LECTED PAPERS FROM THE NATIONAL 
CONFERENCE ON SocraL WELFARE. 
New York: National Association of 
Social Workers, 1958. pp. 130. $2.25. 


This little volume indicates an im- 
portant step in the development of social 
work. In the Introduction, Florence 
Ray, Assistant Executive Director of 
the Group Work Section of the National 
Association of Social Workers, says apt- 
ly: 

It is a paradox that the profession 
known for its interest in helping people 
with problems of relationships within 
their intimate circles of family, peers, 
work associates, and neighbors should be 
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“discovering” the group. Yet in reviews 
ing the papers presented at the 1958 
National Conference on Social Welfare, 
the editorial selection. committee was 
faced with the plain fact that the 
“group,” asa unit of social work service, 
had become of interest to more than - 
social group workers; that it had opened 
a new range of services in a wide variety 
of agencies and is useful in helping to — 
serve people facing a wide variety of - 
social problems. 


She also points out that social work- 
ers have learned that “to understand hu- 
man behavior fully, the knowledge 
quired from the fields of psychol 
psychiatry, and medicine must be int 
grated into action theories of relati 
ship, group process, and the influences of 
cultural patterns on behavior." 

'This insight is not new to social 
group workers and they have practi 
it in community agencies, clinics an 
hospitals. For many years modern child” 
guidance clinics have realized how im- 
portant the work of group workers is to 
the diagnosis and treatment of disturbed 
children. Yet it is important that this 
little volume has appeared at this time 
It shows a wide range of the use of 
groups and of the social group work 
method in many different settings and 
for specific purposes. 

The first two articles illustrate the 
use of the social worker in children’s in- 
stitutions, where the group living situa- 
tion is most important. For someone like: 
this reviewer who has spent years trying 
to convince treatment centers that the 
group living situation is the most impor- 
tant and most precious aspect of treat- 
ment, it is reassuring to hear others pro- 
nounce this same principle. Dorothy 
Kirby, for instance, describes the begin- 
ning of a group work program in a chil 
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dren’s institution, and describes it 
through the eyes of an administrator. 
She says: 


The tendency has been to stress indi- 
vidual treatment and to neglect the 
group-living aspect, forgetting that 
troubled individuals make troubled 
groups. Emphasizing intensive individ- 
ual treatment while overlooking what 
takes place in the group, is like teaching 
swimming on the pool deck, then leav- 
ing the child to fend for himself in the 
water. 


She discusses the problems of intro- 
ducing a specialization in social work 
which is not yet well enough known: 
“The lot of the professional group work- 
er in an institution can be a lonely one.” 
Often this lot is placed on a young prac- 
titioner, as well as the burden of inter- 
pretation of her work to others in addi- 
tion to the doing of the work. 

In a discussion of work in a summer 
camp with groups of children who suffer 
from emotional and physical handicaps, 
the reader will find insight into tech- 
niques of integrating different services 
and different methods. Kolodny and 
Burns describe such teamwork for chil- 
dren sponsored by the group department 
of a large child welfare agency, the Bos- 
ton Children’s Service Association. Prin- 
ciples of group formation are discussed. 

One of the most outstanding articles 
in the book is one by Helen Northen on 
“Social Group Work: A Tool for Chang- 
ing Behavior of Disturbed Acting-out 
Adolescents.” Work with such adoles- 
cents is very difficult. We have learned 
that they frequently cannot be reached 
by individual treatment. The author 
combines presentation of case material 
with clear theoretical insight. An excel- 
lent parallel to this article is presented 
by Katherine B. Richards, who writes on 


“Finding a Focus for Work with Hostile 
Youth Groups.” Her work in the Wel- 
fare Council of Chicago has made her 
aware of the need for a concerted com- 
munity effort: 

Unfortunately, society (which must 
pay the bill for this problem) has an 
inclination to buy first-aid kits and dis- 
tribute them around. The fundamental 
dilemma appears to be how to allow 
for the awkward thrust toward adult- 
hood and provide sufficient support and 
deterrence to keep these thrusts within 
limits that can be absorbed without 
harm to the other people and without 
compounding the problem of the youth. 
The situation calls for more than first- 
aid kits; it requires the mobilization and 
concentration of resources on the prob- 
lem. 

Eisen presents very interesting ma- 
terial on group work with patients in 
mental hospitals. Stressed again is the 
emphasis on the importance of the group 
living situation., He presents the role of 
the group worker with different kinds of 
groups. Especially interesting are the de- 
scriptions of the intake groups, and the 
therapeutic group discussions which 
warrant careful reading. 

Some other articles dealing with 
adults are somewhat weaker than those 
discussed above. Perhaps this has to do 
with the fact that group workers in gen- 
eral have worked more with children and 
are therefore more experienced in this 
area. The use of the term “children” in 
an (otherwise interesting) article on 
group work services for retarded adults 
is very questionable. 

The need for clarification of terminol- 
ogy and thinking inside the total social 
work profession is borne out frequently, 
especially in an article on “Casework 
Method and Skill in Group Counseling.” 
The author defines group counseling as 
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“the individual-centered treatment of 
clients who are assembled in a group for 
that purpose at a regular interval, 
usually weekly,” and adds that a person 
who works with this group must be 
“trained in group process. . . . The anal- 
ysis of the vital process in the counseling 
group should be made in terms that are 
familiar to caseworkers, that is, in terms 
of a psychosocial diagnosis, the level of 
ego adaptation, and interpersonal inter- 
action." To many social group workers 
this spells out social group work related 
to one particular function and setting. 
This book is recommended reading 
for everybody who is working with social 
workers in a team relationship, and to all 
alert social workers who keep informed 
about new developments in their own 
field. Gisela Konopka 


BrHaviomAL ANALYSIS: ANALYSIS OF 
CrimicAL OmsERvATIONs or Br. 

. HAVIOR; AS APPLIED TO MOTHER- 
Newsorn Retationsuips. David 
M. Levy, M.D. Springfield: Charles 
C Thomas, 1958. pp. 370. $9.50, 


This book is an elaborate exposition 
of Dr. Levy’s methods for the an alysis of 
clinical observations of mother-newborn 
relationships, in “an attempt to find a 
better way of determining the presence 
of an attitude than a pool of opinions.” 
The data which form the basis for the 

Were narrative records made by a 
trained observer on each of 19 patients, 
throughout two or three periods of 
mother-baby interaction (usually feed- 
ing visits) during the lying-in period. 
The first step in the analysis of these 
data was to break the narrative records 
down into "observation units," each of 
which was rated by four judges as to ma- 
ternal attitude (“accepting,” *non.ac. 
cepting,” and “neither”). A Positive re- 


AMERICAN JOURNAL OF ORTHOPSYCHIATRY 


lationship was then demonstrated b 
tween scores derived from these ratin 
and those derived from the mothers’ re 
plies to a standardized interview of ma. 
ternal interests. Demonstrating such 
consistency between this pool of opin- 
ions and interview data is in itself of in 
terest, but actually constitutes only ¢ 
starting point for Dr. Levy’s search f 
more objective ways of determining mas 
ternal attitude. The book is abou! 
methods for isolating, identifying, and 
quantifying attitudes on the basis of the 
observation units alone, without having 
recourse to the opinion of judges as to 
the meaning of the described behaviors 

Dr. Levy has shown such ingenui 
in teasing out relationships between 
these "behavior units" that the book it- 
self would have to be read to appreciate 
their subtle interplay. In general, the 
narrative records were divided into time 
sequences of Initial Phase, Feeding 
Phase, and Interval and End Phase. 
Within each of these sequences, every 
detail of the behavior of the mother was 
analyzed in its relationship to the be 
havior of the baby, to her physical status 
and that of the infant, and to the activi- 
ties of other individuals (nurse, observ- 
er, other patients). Comparisons we 1 
made by rank order and enumeration, of | 
the behavior of the same mother in dif. 
ferent circumstances and between the 
various mothers with respect to their 
position on the interview ratings of ma- 
ternal attitude. On the basis of such 
comparisons, Dr. Levy has been able to 
exemplify a significant method for re- 
search in social behavior, and has been. 
eminently successful in his search for ob- 
jective ways of quantifying attitude on ' 
the basis of analysis of observation data. 
alone. Since so many instances arise in 
behavioral research where the investi- 
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gator has to deal with fragments of ob- 
servational data, Dr. Levy’s contribu- 
tion is of primary importance. 

However, in the opinion of this re- 
viewer, Dr. Levy has done himself a 
singular disservice in the organization of 
the book. He has taken the approach of 
leading the reader step by step through 
the process of successive analyses of 
data, reserving for the last three chap- 
ters an over-all summation of his method 
and its application. The result is a work 
that should be of value to students in the 
behavioral sciences and related fields, 
as an illustration of how clinical observa- 
tions may be subjected to objective an- 
alysis. However, one wonders whether 
Dr. Levy will succeed in reaching the 
audience for whom his methods would 
have greatest value and application— 
namely, trained professional people al- 
ready engaged in research in the field. 
Dr. Levy’s first chapters are extremely 
detailed, with repetitive analysis of vari- 
ous aspects of the same bit of data. Their 
discursiveness is more appropriate to a 
classroom exposition for beginning stu- 
dents than to a presentation of a scien- 
tific method intended for research appli- 
cation. This is regrettable, as it is to be 
feared that the sophisticated reader may 
lose interest in the book and consequent- 
ly remain in ignorance of the valuable 
research tool which Dr. Levy has pro- 
vided. The last two chapters are a crys- 
tallized and excellent exposition of the 
method and its applications, and it is 
seriously suggested that they be read 
before beginning the book. The reader 
will then undoubtedly be stimulated to 
pursue the preceding chapters. 

Ethelyn H. Klatskin 


nm 
Poputar Reuicion: — ImsrixaTIONAL. 
Booxs iN America, Louis Schneider 


and Sanford M. Dornbusch. Chi- 

cago: University of Chicago Press, 

1958. pp. 173. $4.50. 

Some of our readers who may won- 
der at the inclusion of this title among 
our book reviews will be interested to 
know that Chapter V is entitled "Psy- 
chotherapy, Magic and Mass Culture." 

This is a scholarly volume on the so- 
ciology of religion. It is based on a para- 
graph-by-paragraph analysis of inspira- 
tional religious best sellers from 1875 to 
1955. 

Chapter V begins with a discussion 
of inspirational psychotherapy. The au- 
thors are in general somewhat concerned 
by the best sellers’ common practice of 
“Selling” religion not as a pursuit of spir- 
itual values but rather as an immediate 
source of power, health, wealth and ma- 
terial success. 

The attitude of some of the writers 
toward dynamic psychiatry is hostile, 
apparently on the assumption that dy- 
namic psychiatry is inimical to or com- 
petes with religious faith. Others, few of 
whom have the learning of Joshua Lieb- 
man, seek to absorb and amalgamate 
elements of dynamic psychiatry in their 
own message of faith. The result is an 
odd mixture of selected ideas of William 
James, some popularized Freud, a dash 
or two of Carl Jung with elements of 
New Thought all amalgamated in a 
large matrix of Coué. 

It is well that we recognize that the 
beliefs and ideas of the populace deter- 
mine the ideological framework within 
which our work will be judged. 

Richard L. Jenkins 
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NOTES AND COMMENTS 


1960 ANNUAL MEETING 


The Program Committee invites the 
membership and friends of the American 
Orthopsychiatric Association to the An- 
nual Meeting in Chicago, February 25, 
26, 27. As you know from the Prelimi- 
nary Program, a wide variety of subjects 
are included and will be discussed by 
able scientists from our own as well as 
allied fields. 

'The Workshops on the program will 
be given increased importance; one as- 
pect of this is the three summary sessions 
to be held on the final afternoon of the 
meeting. 

The program this year has been de- 
veloped with an eye to the program of 
last year and the thinking which has al- 
ready begun for 1961. 

This continuity of program com- 
mittee and planning we believe will aid 
in making the Annual Meeting even 
more valuable for the organization and 
membership. So—come one, come all! 

Benyamin H. Happock, M.S. 
Aurren M. FreepMan, M.D. 
Cochairmen, Program Committee 


1961 ANNUAL MEETING 


The Program Committee invites the 
submission of abstracts of papers for 
consideration for presentation at the 
1961 Annual Meeting of the American 
Orthopsychiatric Association to be held 
at the Statler Hilton Hotel, New York 
City, March 23, 24 and 25, The main 
theme of this meeting will be “World 
Mental Health Year.” Thus, a portion 
of the meeting will be dedicated to the 
World Mental Health Year by the pres- 
entation of papers relevant to the six 
major areas of interest developed by the 


World Federation of Mental Health for © 


the World Mental Health Year. These 
areas are: 1) Needs of children; the 
world-wide state of childhood mental 
health. 2) Cross-cultural surveys of at- 
titudes to mental disorders. 3) Mental 
health teaching in professional educa- 
tion. 4) Mental health and developing 
industrialization. 5) Psychological prob- 
lem of migration. 6) Psychological prob- 
lems of aging. 

As usual, the Program Committee 
will welcome abstracts of papers of in- 
terest to the membership of Ortho. Ab- 
stracts should not exceed 400 words and 
should be submitted in quadruplicate 
to the Program Committee, American 
Orthopsychiatric Association, 1790 
Broadway, New York 19, N. Y., before 
May 15, 1960. 


LETTER TO THE EDITOR! 
Dear Editor: 

I am sending this article to you be- 
cause I think children have a right to be 
heard. You may not think so because 
I'm only 103 years old (a day, not a girl, 
I am happy to say). But Z think so—so 
read it carefully and you will agree with 
me. 

Sincerely yours, 
K.J. 


Tue “PROBLEM” GENARATION, 
ADULTS 


Adults for some strange reason have 
always considered themselves superior 
to children. This has been going on for 
ages! Centuries ago Roman children 
were not considered citizens until they 
were fourteen years old. During the mid- 
dle ages children were often sold into 
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slavery and treated like animals. Nine- 
teenth century children were not even 
allowed to talk at the dinner table in 
most cases. And even in this day and age 
of the twentieth century children very 
often don’t get treated fairly. 

Adults are always ordering children 
to “go down to the store" and “wash be- 
fore you go to bed" and “do this" and 
“do that.” You would be surprised what 
kind of orders adults cook up to keep 
children occupied or just to get them 
out of the way. The average child in an 
average day in an average situation gets 
every kind of order from “go empty the 
garbage" to “and please (!) don’t eat the 
daisies.” 

Many parents (especially mothers) 
are much more concerned in getting 
their word in, than listening to other 
end of the attemted conversation. For 
instance, my mother is always answer- 
ing my question before I ask them and 
finishing my statements before I state 
them, Now if I was a mother (and I 
seriesly doubt that I ever will be) I 
would calmly wait for the end of the 
question and shen answer it. 

Quite a few adults think that they 
are the "perfect" example for children. 
Thus, they bring their children up with 
the purpos of teaching them to be just 
like their parents. They will say, “you 
should work before play dike your daddy." 
Or; “Don’t complain about things, your 
mother works in the house all day and 
she doesn’t complain.” This is all well 
and good but soon the child begins to 
copy the bad as well as good habbits of 
his parents. This can be disatrous. 

A very popular thing with adults is 
to harp on how children should read 
books instead of sit and watch television 
from the “Early Early Early” show to 
the "Late Late Late" show, They will 
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say “why when I was your age I thought 
it a treat to go to the library." They for- 
get or at least ignore the fact that in the 
ancient time of their childhood television 
hadn't been invented yet. If it had, they 
surely would have sat and watched tele- 
vision for hours at a time too. 

One thing that can be very anoying 
to children as well as other adults is that 
some adults are very inconsistant. For 
instance; One time a group of boys had 
a joyce of activities to do. The master in 
charge said they could have a vote. It 
was almost unamus. The master then 
said, “with me the majority never wins." 
He made the whole group do what the 
mynority wanted. This was not only 
silly but very unfair. After all, a vote’s a 
vote and if votes arn't votes then what's 
the use of voting in the first place! 

If everybody could remember that 
adults were once children and have gone 
through the misery of being bossed 
around and that children will be the 
adults of tomorrow, maybe we could 
tolerate each other more and the prob- 
lem would be solved. 

The facts in this composition have 
been almost apsolutely true, The names 
have been left out to protect the guilty. 

Thank you. 
K.J. 
GENERAL 

The World Federation for Mental 
Health will hold its 13th Annual Meet- 
ing in Edinburgh, Scotland, by kind 
invitation of the Scottish Association 
for Mental Health, August 7 to 12, 1960. 
The general theme will be “Action for 
Mental Health.” Details from the Secre- 


tary-General of WFMH, 19 Manchester 
St., London, W.1. 


With the approval of the Nether- 
lands Government it has been decided 
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that the 4th International Criminologi- 
cal Congress, under the auspices of the 
Société Internationale de Criminologie, 
will be held in the Hague, September 5- 
12, 1960. The main theme for the Con- 
gress will be the psychopathological 
aspects of criminal behavior. Details 
from Secretariat of the 4th International 
Criminological Congress, 14 Burge- 
meester de Monchyplein, The Hague 
(Holland). 


The First European Congress of 
Pedopsychiatry will be held in Paris at 
the Nouvelle Faculté de Médecine, 
September 16-20, 1960. The theme of 
tHe Congress will be “Maturation,” The 
following subjects will be studied: bio- 
logic bases of maturation; stages of 
maturation; social incidences of matu- 
ration. The Congress will conclude with 
a symposium on psychoanalysis of chil- 
dren. Details from Dr. D. J. Duché, 
Pavillon Clérambault, Hôpital de la 
Salpétriére, 47 boulevard de l'Hópital, 
Paris XIII". 


'The Association for the Advance- 
ment of Psychoanalysis announces the 
Eighth Annual Karen Horney Lecture 
to be given by Dr. David McK. Rioch 
on “Recent Contributions of Neuropsy- 
chiatric Research to the Theory and 
Practice of Psychotherapy.” The meet- 
ing will be held on March 23 at 8:30 
p.m. at Hosack Hall, at the New York 
Academy of Medicine, 2 East 103rd St 
NYG, 


The University of Chicago an- 
nounces two workshop seminars in the 
Rorschach test to be conducted in the 
summer of 1960 by Dr. S. J. Beck. 
Yuly 5-9: Basic problems of administra- 
tion. Processing the associations. Psy- 
chologic significance of the test variables. 


Au 
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án 
The whole personality in the Rorschach ^ 
test. Introduction to interpretation, 
July 11-15: Advanced clinical inter- 

pretation. Overt symptoms and their 

underlying source traits as leads to 

diagnostic differentiation. The problems 

of neurosis or schizophrenia; of organic 

or psychodynamic reaction patterns. 

Schizophrenia in children. Implications 

for treatment. Write to: Workshops, 

Department of Psychology, University 

of Chicago, Chicago 37, Ill. 


Pergamon Institute, a nonprofit 
foundation, was formed in 1957 because 
of the urgent need for a service which 
would make available to English-speak- 
ing scientists, doctors and engineers 
(from all countries that are members of 
the United Nations) the latest informa- 
tion on significant results of research in 
the Soviet Union and other countries in 
the Soviet orbit. One of the primary . 
tasks of the Institute is the initiation of 
large-scale translation programs of 
journals, books and individual papers 
in all the critical fields of science, tech- 
nology and medicine. For full details 
concerning the program and services of 
the Institute, write to Captain I. R. 
Maxwell, Executive Director, 1404 New 
York Ave., N.W., Washington 5, D.C: 


Announcement is made of the pub- 
lication of a new British quarterly, the 
Journal of Child Psychology and Psy- 
chiatry (Official Organ of the Association 


of Child Psychology and Psychiatry); — 


beginning in January 1960. Details” 
from Pergamon Press Limited, 4&5 
Fitzroy Square, London, W.1. 


Pardo Frederick DelliQuadri, Di- 


is 


^ 


E 
k 


rector of the Division for Children and i 


Youth of the Wisconsin State Depart- — 


ment of Public Welfare, has been ap- — 


P 


m 


» pointed Dean of the New York School 
for Social Work. 


Dr. P. C. Kuiper, deputy chief of the 
University of Groningen Psychiatric 
Hospital, the Netherlands, has been ap- 
pointed Alfred P. Sloan visiting pro- 
fessor in the Menninger School of 
Psychiatry. His appointment, which 
started January 15, is for five months. 

The Graduate School of the Uni- 
versity of Wichita, Wichita, Kansas, 
announces the offering of a program of 
courses leading to the degree of Doctor 
of Philosophy in the Department of 
Logopedics [study and treatment of 
speech defects]. 


A revised edition of Guideposts to 
Mental Health—a seven-pamphlet series 
written by Margaret M. Farrar and 
first published in 1949—is now available 
from the New York State Department 
of Mental Hygiene, Office of Mental 
Health Education and Information, 
240 State St, Albany, N. Y. Single 
Copies or complete sets of the series, 
titled Life Begins, School Days, Teen 
Time, Your Marriage, Your Job, The 
Middle Years, and The Golden Age, may 
be obtained without charge. 


A brochure entitled Alcoholism: A 

| t Guide for the Family is available from 

5. . .the Health and Welfare Division of the 

~ ^ Metropolitan Life Insurance Company, 
N.Y.C. 
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OBITUARIES 
' * We are deeply sorry to re 
port that 
Dr. Helen D. Sargent of the Menninger 
Foundation, Topeka, Kansas, died in 
December 1959, after a Period of illness, 


Dr. William G. Ferguson, director 
since 1930 of the Martha H. Beeman 
Foundation’s Child Guidance Clinic 
Niagara Falls, New York, died on 
December 9, 1959, after suffering a 
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stroke. Dr, Ferguson was the only med 
cal director in the clinic’s history, a 
for 25 years was the only psychiatrist 
Niagara Falls. i 
Dr. Ferguson was born in Listowg 
Ontario, May 9, 1899. He graduated 
from high school in 1917, and the 
served with a field ambulance unit wit 
the Canadian Expeditionary Force im 
France in World War I. Upon his return 
he attended the University of Western. 
Ontario, from which he received his 
medical degree in 1924. Dr. Ferguson 
Served as resident physician at 
State Psychopathic Hospital, Anm 
Arbor, Michigan, from July to De- 
cember 1924, and then as second as- 
sistant physician until September 30, 
1926. He was a Commonwealth Fellow 
in Neuropsychiatry at the University of 
Pennsylvania Graduate School of Medi- 
cine from October 1926 to August 1929) 
spending more than 16 months of the 
time in laboratory and clinical work in 
organic neurology, He then served asan 
associate in psychiatry at the University 
of Rochester until August 1930, when 
he was appointed director of the Child” 
Guidance Clinic in Niagara Falls. In 
February 1931, he received a doctor of. 
science degree from the University ob 
Pennyslvania, E 
Dr. Ferguson, a Fellow of the Asso- | 
ciation, was a member of the attending 
staff in psychiatry of both Memorial and — 
St. Mary’s hospitals, and medical di- | 
rector of the Niagara County Mental 
Health Board. He was a member of the 
Niagara County Medical Society, the 
Buffalo Neuropsychiatric Society, the 
Niagara Falls Council of Social Agencies: 
and the Niagara Falls Academy of. 
Medicine, { 
Dr. Ferguson is survived by his wife: 
Evelyn, two sons, a daughter, two 
brothers and a grandchild. 
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1. COMBINED THERAPY 


DONALD A. SHASKAN, M.D., Chairman 
Veterans Administration, Sam Francisco, California 


'T HAS become increasingly clear that frequently there is a conflict be- 
tween two and the group as a whole. Freud realized this and illustrated 

how in certain situations two individuals can by their activity unconsciously 
oppose the herd. To be specific he wrote: “Two people coming together for ` 
the purpose of sexual satisfaction, insofar as they seek for solitude, are mak- 
ing a demonstration against the herd instinct, the group feeling.” On the 
other hand, as Freud also pointed out, “Justifiable attempts have been made 
to turn this antagonism between neurosis and group formation to therapeutic 
account.” Is it possible then for the students of psychoanalysis to avoid be- 
coming part of this antagonism between their positions as experts in individ- 
ual psychotherapy (experts in groups of two) and the development of group 
psychotherapy? Of course, this antagonism would arise in any system which 
achieved expertness in individual psychotherapy. g 

If psychoanalysis as a body of knowledge representing achievement in the — 
approach to treatment by using groups of two might be opposed to the larger ; 
groups usually used in group psychotherapy, perhaps the converse is not 
sufficiently understood, that larger groups may be opposed to groups oftwo  —. 
as in the usual psychoanalytic situation. There is an even broader point tobe 
considered. If one agrees with Freud’s statement that “perhaps the most im- -— 
portant activity of analysis" is its application to education, one realizes that 
practical application is impossible without utilization of group methods. If f 
the antagonism between group and individual methods is based on irrational 
conflicts then it is only possible to apply the discoveries of psychoanalysis to _ 2 
group methods after we learn to realize what the antagonism is and under- . 
stand what it means. - 4 PX E 

This raises the question as to whether or not psychoanalytic concepts can * 
be transferred from individual to group psychotherapy; or is it possible that 
some psychoanalytic processes can be transferred from one modality toithe | SA 
other, and others not be susceptible to application outside of the one-to-one 
relationship? Another intriguing question presents itself. Why did Freud, 
after realizing that neurosis and group formation were incompatible, never - 
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- explore this method of treatment and consequently leave it for others to : 
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vestigate? 

Some values should be considered before attempting to answer our ques- 
tions. Now most of us would agree that individual psychotherapy is estab- 
lished; fewer would confirm our enthusiasm as group therapists. The in- 
dividual therapist is more apt to say, “I have had no experience with this _ 
method." What does that mean? Should this discourage our evaluation of — 
combined therapy? 

Furthermore, is it possible that one method or a combination of both 
methods might be suitable for a specific type of patient? I have considered 
this in proposing that borderline patients be studied by combined therapy. 
Then some features (like esteem, etc.) could be studied in individual therapy 
while others (like analysis of the transference, etc.) could be studied in group 
psychotherapy. This becomes complicated. 

Finally, what should be our answer to the question that I raised in 1947? 
—Must individual and group psychotherapy be opposed? Dr. Sager does not ' 
believe that individual and group psychotherapy must be opposed. What do 
others think? 


den A. Shaskan, Must Individual and Group Psychotherapy be Opposed? Tue Journat, 17: 290-292, — 


COMBINED INDIVIDUAL AND GROUP PSYCHOANALYSIS 
SYMPOSIUM, 1959 
2. CONCURRENT INDIVIDUAL AND GROUP ANALYTIC PSYCHOTHERAPY 


CLIFFORD J. SAGER, M.D. 


Director of Therapeutic Services and Associate Dean, Postgraduate Center 
for Psychotherapy, New York, N. Y. 


N AN article published in 1947, Shaskan (24) raised the question, “Must 
I individual and group psychotherapy be opposed?” Most psychoanalytic 
authors, as well as many group therapists, have tended to say yes. More re- 
cently, those who have discussed combining both forms of therapy have re- 
sponded to the question in the negative. But, as Schwartz and Wolf (23) 
have recently pointed out, these authors differ widely in their practical and 
theoretical reasons for employing combined therapy. Each appears to stress 
one form of therapy, the other being ancillary to either the group or the in- 
dividual therapy bias of the author. 

Kadis and Markowitz (14), in their recent review of progress in group psy- 
chotherapy, divide combined therapy into three main categories: 1) Thera- 
pist centered, in which “‘the therapist uses the group as an adjunct [to indi- 
vidual therapy], to elicit interaction phenomena to be worked through in sub- 
sequent individual sessions with the patient.” 2) Therapist-group centered, in 
which “the therapist uses the group to modify transference and counter- 
transference phenomena.” In this type the therapist is described as utilizing 
“strong manipulation of individual and group sessions in order to relieve the 
pressure of transference and counter-transference feelings.” 3) Group 
centered, in which “the therapist emphasizes the inherent curative and ma- 
turational properties of the group, with himself in the role of expert partici- 
pant. Individual sessions, kept to a minimum, are usually viewed as an ex- 
— of resistance to the group process by the patient, the therapist, or 

th. 

In this excellent review article, the authors do not consider the possibility 
of a truly combined form of therapy. Their summation of the literature 
would therefore appear to respond to Shaskan's question with the answer 
that individual therapy and group therapy are opposed. This apparent con- 
clusion is understandable, since the authors writing on combined therapy up 
to the time of Kadis and Markowitz's review had not delineated this tech- 
nique clearly enough as a form of total therapy, nor had any comprehensive 
theoretical rationale for it been proposed. Bieber (4), Fried (7, 8), Green- 
baum (9), Hulse (11), Jackson and Grotjahn (12), Lipshutz (16, 17), and 
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Papanek (19, 20) have made significant contributions in these directions 
without, however, necessarily extending their theories or techniques to 
delineate a comprehensive form of treatment. 

In a field in which several hundreds of articles are published annually, only 
70 or so papers have been published to date on some aspect of combined in- 
dividual and group therapy. This comparative dearth of literature lags be- 
hind the actual widespread practice of combining both forms of treatment. 
Many analysts and individual therapists have, in recent years, started 
groups among their patients. Many who are enthusiastic about group ther- 
apy see patients individually on a regular basis as well. Evidently the prac- 
tice of combined therapy has become almost an “underground” subject 
in which it is unwise to display too much interest. This is analogous to the 
position of the barber who is reluctant to confess before his colleagues at the 
barbers’ convention that he uses an electric razor—not only uses it, but gets 
a very close shave and finds it a lot easier on his skin. 

Opposition to the integrated use of individual and group therapy has come 
from individual psychoanalysts as well as group therapists. Balint (3), Grot- 
jahn (10), and others (18, 21) have shown how analytic training and the need 
of younger analysts to gain the acceptance of their teachers and colleagues 
have tended to interfere with free scientific inquiry within some areas in the 
field of psychoanalysis. In a recent article Szasz (26) has elaborated further 
on these tendencies and the reasons for them. On the other hand, those who 
have entered the field through group therapy, or who have become enthusias- 
tic about group therapy after recognizing some of the limitations of anal- 


- ysis, have tended to be partial to this technique. Both sides, in their parti- 


sanship, have tended to overlook the difficult problems encountered in trying 


_ to validate their position. At the present time we simply do not know with 


exactitude which type of psychotherapy is best for what patient working 
with what particular therapist. 

Returning now to Shaskan’s challenging question, I should like to respond 
with the hypothesis (as he himself suggested in his paper) that individual 
psychotherapy and group psychotherapy are not opposed, and further, that 
they are both indicated in many cases which we usually agree are suitable for 
psy oanalytic therapy. Because combined therapy has so many different 
meanings, I prefer to use the term concurrent therapy to indicate the equal 
importance of both types of therapy in the patient’s treatment. 

By concurrent therapy I mean that the patient has continuous, simultane- 
ous treatment in group and in individual sessions with the same therapist. 
The therapist does the best individual therapy he knows how to do with each 
patient, and the best group therapy of which he is capable. He does not select 
from one form of therapy what he considers best for the patient to help him 
progress in the other therapeutic medium. Both are part of the total therapy. 


; "m $ 
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TX 
In this paper I shall speak of combined therapy when referring to any mixture — — 
of group and individual therapy, and of concurrent therapy when re ar 

the current stage of my own practice and theory of combined therapy. I shall. 
try to support my hypothesis by going into various aspects of the technical - 


and theoretical problems of concurrent therapy as thoroughly as space per- 4 
mits. j 

Schwartz and Wolf (23) in their critical paper on combined therapy have ar. 
raised two key questions that we should begin to try to answer if we are to E 
work toward a sound theoretical rationale for the use of combined psycho- J 
therapy. These are: 1) (an implied question) Is concurrent therapy, asan —— 
integrated tool, possible, or does the analyst use the group as an adjunct to F 


individual therapy when he is prejudiced in favor of the latter, and vice- 
yersa? 2) What is the operational usefulness of concurrent psychotherapy 
compared with individual analysis or group therapy alone? 


Is CONCURRENT THERAPY PossiBLE? 
Subjective Reactions of the Therapist 


Those who have had intensive training in individual psychoanalytic 
thetapy tend often to oppose the use of group therapy. Some of their objec- 
tions are based on theoretical considerations that have been amply discussed 
by many others, including Wolf (28), Kubie (15), Foulkes (15), Grotjahn 
(15), and Slavson (15). I shall therefore not serve up these arguments again, 
but shall touch on some of the more subjective factors involved. I trust that 
this attempt to be frank about my own feelings will be understood as a 
scientific endeavor despite its subjectivity. 

Many others have dealt with the feelings and countertransferences of the 
therapist conducting a group. I should like, instead, to review some of my 
feelings during the time when I was considering the idea of starting my first 
group. 

I was disturbed, first, by some analytic shibboleths. I had long since dis- 
carded the idea that my patients must sneak in and out of the office via 
separate doors in order to avoid seeing one another. But how would they 
react, and how would it affect my working relationship with each, when they 
were confronted with one another in a group? Vx 

No small amount of anxiety was kindled at the thought of coming out 
from behind my couch, and still more at the thought of having to dealwith — 
patients collectively rather than individually. I felt much safer withtheidea 
of individual relationships. In a group I would be less anonymous. Y 
personality, with its defects as well as its assets, would be more clearly re- x 
vealed. How would this effect transference in individual sessions? I realized — 
also that I would have to be more "active" in group than in individual ses- 
sions. In short, I would be exposed to my patients as well as they to me; and 
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they would be more likely to come to know me as I really am instead of sceing 
me largely in terms of their projections and transferences. This made me very 
uneasy indeed. I anticipated being challenged by certain patients, or perhaps 
challenging them. 

I was also concerned about the gap in my knowledge of what was going on 
within the patient while he was in the group. How could I understand, follow, 
and interpret properly? Certainly it was difficult enough to understand latent 
content in individual sessions, when a patient had the floor all to himself in- 
stead of sharing it with several others. This anxiety, again, was based in part 
on my training as an individual analyst and in part on my own counter- 
transference need to know exactly what was going on. It reflected my poor 
understanding of how therapeutic groups function. Experienced group thera- 
pists will smile at this concern. 

Another source of uneasiness was the fear that unconscious aspects of my 
behavior and residual neurotic problems might be exposed in the group. At 
times, as I imagine they do with any analyst, these countertransference 
manifestations may appear. If they are recognized for what they are, they 
need not lead to untherapeutic behavior or unduly strain the analyst's 
psyche or his coronaries. But what would happen in the group? I was con- 
cerned about factual matters regarding myself that might come to light in 
the group. For example, an occasional patient might know something about 
my personal life. How would I feel, and how would it affect various patients' 
therapy, if this or that information came out in the group? The latter con- 
sideration was, of course, pure rationalization, and I faced the real question 
of how I would feel. 

Another transient concern was based on the fact that my fees, within cer- 
tain minimal and maximal limits, are based on a loose sliding scale related to 
the patient's income and obligations. What would happen if patients dis- 
cussed their fees with one another? Would this arouse hostile feelings toward 
me on the part of those paying higher fees than others? Would those paying 
lower fees be suspicious, wondering whether I gave them the same consider- 
ation and care? These doubts were rather readily put to rest without resort to 
a prohibition on discussing this subject in the group. (My own experience 
with combined therapy antedated our use of it at the clinic of the Post- 
graduate Center.) 

I was further troubled by the realization that no matter how I stimulated 
peer activity, I would be the authority in the group. Would this be changing 
my role, m the eyes of some patients, from that which I occupied in individ- 
ual analysis? As the authority I would be open to attack, not just by one pa- 
tient but perhaps by alliances of several or even the entire group. How would 
I react to it? 


In individual therapy I generally try to restrict interpretations to what is 
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preconscious for the patient. If I offered an interpretation for the benefit of 
one patient in the group, how would this affect others? Obviously not all pa- 
tients would have the same problem or be on the same level of self-under- 
standing. How, then, would they react to interpretations “meant for 
others"? Would it create distress or anxiety? These questions may seem 
naive to group therapists, but you may be sure that they are of concern to 
the therapist who has worked only with individual patients. 

I had some patients toward whom I was aware of sexual attraction. I felt 
satisfied that my feelings did not interfere with my analytic ability in indi- 
vidual sessions. But how would I react in the group? Would I become un- 
easy and defensive, and do something therapeutically inadmissible? If I were 
to show preferences for some patients over others, how would the group 
react, and how would I? Or I might become irritated with some patient and 
reveal some covert or frankly hostile attitude. I knew that I would not like it, 
but, worse still, how would I feel if it were noted by the group? 

I realized at this point that I was beginning to think of the group almost as 
a threatening enemy force. And so it was. It was a threat to those subtle, se- 
ductive ideas of omnipotence which it is so easy for the analyst to develop. 
Locked away with his patient, where those attitudes of the analysand that 
do not fit in with the analyst's self-concept can readily be ascribed to the pa- 
tient's transference or resistance, the analyst is always in danger of allowing 
latent omnipotent detachment to creep into his work. Even the thought of 
doing group therapy is enough to jolt one from this kind of false security. 

Because the theory and practice of individual psychoanalysis encourage 
tendencies toward detachment and omnipotence, the thought of having to 
work with a group is sometimes threatening. Some analysts should probably 
continue to work only with individual patients, where their skills and ability 
have had demonstrable success. The group experience should not be used by 
the analyst for his own therapeutic needs. These are best filled by individual 
or group therapy where he is the patient, not the analyst. Naturally, as in all 
experiences, he will learn and grow as he practices group therapy. This is not 
the same as using the group for his own treatment. 

I had heard a great deal about the dangers of acting out, both within and 
outside the group. If something were to happen because of the group, I 
should feel responsible. Or, what would happen if someone with a fragile ego 
were attacked in the group? Here I was forced to realize that I was placing 
little faith in the positive, warm, and understanding feelings of patients and 
was considering only their possible hostile and negative reactions. 

What would happen to my analytic relationship with the patients I 
placed in a group? Was I risking the retardation of their progress and the de- 
struction of my practice? I received only slight solace from colleagues who 
practiced group therapy. They assured me that my individual work with pa- 
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tients would not be endangered, but that I would never be able to do effective 
group therapy with them. 

I have enumerated these negative feelings because I have since learned 
that others contemplating combined therapy have had a somewhat similar 
reaction. Still others, with different personalities, have of course reacted in 
different ways. My fears and anxieties did not materialize. As I relaxed about 
them, I was able to be better work. 


TECHNICAL DIFFERENCES 


I should like now to turn from some of the personal questions involved in 
the analyst's consideration of combined therapy to some of the problems con- 
fronting him in his practice of it. The individual therapist who wishes to do 
group therapy has already acquired important theoretical and technical in- 

tion as well as clinical experience. Knowledge of the individual is basic 
to the practice of group therapy. The group exists only as an instrument to 
help the individuals in it. But the analyst must become familiar with his new 

peutic instrument—its techniques, its theory, its potentialities and 
limitations. In combined therapy he uses two different (though related) 
‘tools—those of the analyst and those of the group therapist. The roles are 
different. That of the analyst is well known to us. That of the group therapist 

- is less clear to many. 

The analyst should not necessarily expect the group to give him or the pa- 
tient the same information that individual therapy does, nor should he ex- 
pect to produce change in the patient through the same types of insight and 

g through. Recognition of the fundamental differences between the 
two types of treatment will prevent a great deal of frustration and wasted 
effort. The therapist cannot expect to conduct an analysis of the patient in 
group sessions as he does in individual sessions. He must alter his techniques 
and theory to encompass an understanding of the patient in action with a 


have been useless or harmful for him to have attempted himself. 

2. The therapist's position in the group is determined by his skill, training, 
and objectivity, Helping patients to achieve equality does not mean renounc- 
ing one's technical skill and training. 

The therapist must be more active (at least according to my ideas of anal- 
ysis) than he is in individual therapy. He must be more spontaneous and re- 
vealing of himself. This role is forced on him by the very physical setting of 


the group, and he must accept it if he is not to stand out 
sinister authority or superego figure. Vm 
3. The therapist must stimulate (or allow to develop) interaction be 
patients. It is the interaction of patients which becomes the most px 
single tool for effecting change in group members. " 
4. The analyst in the group must forego knowing "everything" tha 
on within the patient. This is not only impossible but unnecessary. Free 
ciation, in terms of a continuing chain of productions based on inner stimu 
is rarely possible and not necessarily desirable. qe 
5. Dreams cannot usually be worked on, associated to, or interpreted - : 
with the same techniques used in individual therapy. Instead, the dream LN . 
often used as a stimulus for eliciting reactions of the dreamer as well as those — 
of other group members. It is not unusual for a patient's dream to be more 
revealing or more helpful to another group member than to the dreamer 
himself. uae 
6. The analyst learns to perceive and interpret the latent content of the —— 
patients’ interactions and productions within the group, much as the child — 
analyst learns the language of play therapy. LR 
7. The patient in the group is often changed by the experience he has in 
the therapeutic situation without necessarily having to go through deep — 
introspective examination of his own psychodynamics. This is one of the 
differences between psychoanalysis and group therapy, and it is a conce 
many analysts find difficult to understand since such change is not neces- 


= 
sarily based on conscious insight. Unconscious concepts of the self and others, — NN 


and hence reactions and behavior, can be deeply altered in group therapy as - 
the patient experiences himself and others in the group. This, of course, is 
not the only means by which group therapy can help to bring about change, — 
and it does not negate the important roles of introspection, free association, —— 
the making conscious of unconscious elements, and insight. E 
8. Finally, because there has been so much discussion about transferences —— 
in group therapy compared with those in individual analysis, I should like — 
to touch on this subject here. In the group a type of transference develops | $: 
toward the analyst and toward other group members which differs from-the + 
infantile transferences we may see in individual analysis. Although this type _ 
of transference—sometimes called superficial, diluted, or attenu 
always present in individual analysis in the form of certain charactero 
modes of reacting toward various people or situations, it does differ from t 
transference of the infantile neurosis in being less pervasive and less | To 
fully motivating toward neurotic behavior than the latter. The t 1 
of the infantile neurosis is based on important, all-pervasive, uncons 
dictated ideation. The type we more often see in group therapy with neurotic 
patients is a manifestation of the defense against the infantile neurosis rathe 
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than the more basic distortion itself. An example may clarify this distinc- 
tion: In individual analysis, a patient may express an intense feeling of 
hatred toward the analyst by saying, "I want to pick up mud and fling it at 
you.” His associations may reveal that the hatred and mud-flinging are di- 
rectly related to a particular incident in his carly life, and are surrounded by 
& host of ideas about himself in relation to his mother. In the group we are 
more likely to see a defense against this transference. The patient may be 
gentle, evincing a reaction formation against this aggressive impulse; or he 
may express aggression by saying he is angry but without connecting it with 
the specific early incident. Nor is he likely to express his aggression by the 
particular (overdetermined) impulse of wanting to fling mud. 

Under certain conditions, however, the infantile transference may mani- 
fest itself directly in the group; for example, when it is carried over from 
individual therapy or appears in patients with poor ego defenses. More often 
we may sce flashes of it, but usually it is not sustained as it is likely to be in | 
analysis. Whether it is necessary for effective group therapy or not is another 
matter, which need not be discussed here. 


THE OPERATIONAL USEFULNESS OF Concurrent THERAPY 


Concurrent therapy provides the patient with a means of understanding 
and working through his problems which is not readily available in either 
type of therapy alone. This is true because the reactions—and even the 
perceptions and feelings—of one person toward another are influenced by the 
social context in which the interaction takes place. A person may, for ex- 
ample, react differently to his mother when alone with her than he does when 
mother and father are together; and differently again when mother, father, 
and siblings are present; and differently again when with father but not 
mother, or with father and siblings but not mother, and so on. A common 
illustration of this fact was given by a mother who told me how her 13-year- 
old daughter appeared with a different personality the first day her 3-year- 
old brother was ill. She was then free to relate to the adults around her with- 
out being affected by his presence. Phenomena related to this example 

e readily apparent in group therapy, whereas they tend, for the most 
part, to escape attention in individual analysis. Yet it is often in the area of 
familial or other relationships involving a group that concepts basic to, or 
gravely influencing, the patient's neurotic activity have developed. 

f group aspect of concurrent therapy therefore performs two extremely 
important functions. In the first place, it brings into play as a therapeutic 
Fi not only the complexes surrounding dyadic and triangular relation- 
i i bs = p range of familial and social constellations the patient has 
ived with. We nd that some of the gaps in our understanding of the normal 
and pathological development of our patients begin to be filled in. Secondly; 
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the group provides a potent therapeutic instument for altering the patient's 
concepts of himself and others in a variety of interrelationships. Ackerman 

(1) and, more recently, Slavson (25), as well as other authors, have pointed 

out the possible practical and theoretical uses and limitations of group and 

individual therapy. Individual therapy allows for the more thorough work- 

ing through of historical material related to oedipal and preoedipal problems; 

group therapy places more emphasis on the ego and its defenses and mech. 

anisms of adaptation. To combine both forms of therapy simultaneously 

allows for a parallel working through of problems. 

Certain technical complications may arise if the analyst does not keep one 
form of therapy from serving as a “contamination resistance” to the other. 
By contamination resistance | refer to material that originates in one type of 
session but is saved by the patient or therapist for analysis or further ex- 
ploration in the other medium. Contamination resistance most commonly 
takes two forms: 1) A verbal production is made but not followed further in 
that session, with the conscious or unconscious intent of "saving" the work- 
ing through for the other type of session. 2) A thought or feeling is registered 
without being expressed, again with conscious or unconscious intent 
“saving” it for the other type of session. 

As a general procedure the analyst should avoid bringing into the pa- 
tient’s individual sessions material from the group sessions, and vice versa. 
To do this, or to accept the patient's doing so when it is really a manifesta- 
tion of resistance, stymies therapeutic movement and destroys the effec- 
tiveness of both forms of therapy. Material brought up in either type of 
session should be worked through there, not held for the other. Naturally, 
what occurs in one medium will be reflected in the other and should be util- 
ized to the full, but in a way consistent with our understanding of the patient's 
need for maintaining certain defenses at that particular time. 


therapist’s part will more frequently require that the analyst allow them and 
himself to pick up material in one session for direct use in the other. — 
Group therapy should not be used specifically to "help" individual 
therapy; that is, it should not be thought of primarily as a way of over- 
coming individual therapy resistances or blocks or of providing material for 
individual sessions. We continue to treat the individual, but in doing so we 
must allow the group to utilize its unique therapeutic potential to the full. 
Similarly, individual analysis should not be ancillary to group therapy. 
Several undesirable consequences follow from a failure to recognize this fact. 
For example, when individual therapy is maintained only as a support fora 
patient who becomes too anxious in the group, it becomes impossible to we 


through basic transferences and underlying misconceptions. Conversely; 


* 
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utilizing the group only to attack or expose or “loosen up" defenses while re- 
serving the individual session to cope with the underlying anxiety, although 
a useful technique in some cases, exploits only a small percentage of the 
group's therapeutic potential. Attempting to continue individual analysis in 
the group leads to sterile, "dead" groups and fails to use the group as a 
means ej altering psychopathology and behavior. As a rule, the individual 
analysis and our knowledge of the patient should not be brought into the 
group directly. Information received privately from the patient should rarely 
be introduced into the group unless the patient himself freely does so. 

1n individual analysis the therapist should function in his customary way. 
Naturally, as time goes on, the group experience may alter his theoretical 
concepts and techniques, just as any other experience and knowledge may. 
LT have found no need for a major departure from my usual way of work- 

th patients. The theory and techniques of group therapy are, if any- 
"more fluid than those in the field of analysis, and the therapist is con- 
ently free to use his own adaptation of the many approaches that have 
developed. The important point is to be able to use the group itself as a 

atic means. 


Tue Patient IN Concurrent THERAPY 


then an analytic patient has been in treatment for a period of time andis — | 
placed in a group with his analyst, he usually experiences the period 
to his first group meeting with varying degrees of anxiety. He is con- 
d about how he will perceive his analyst and be perceived by him. He 
o have anxiety based on sibling rivalry or feelings of rejection by the 
: and he may be anxious in relation to the other group members for 


f the changes in the patient's experience and perception may be re- 
in how the consultation room appears to him. My groups meet regu- — 
once a week in the same office where patients have their individualses- 
- Reactions to the office, to being in the room with other patients, and to 
the room from a vantage point other than that of the couch or the 
‘Opposite mine, are significant. One person commented, “Something is 
in the room; I don't mean just the placing of chairs—it seems to be — — 
larger." Or, from another patient, “The room looks so much smaller. — 
ent lying on the couch and with just [pointing to the analyst] you . 
there the room seems tremendous, like I’m floating in space, the cosmos. — 
Now, with others, it’s like I’m pulled back to reality; the room is smaller, 1 
there are others in it." The second patient provided his own interpretation 
when he said he felt "pulled back to reality.” The first patient felt safer when 
closeted privately with me (hence small room). In essence, he had been aware 
only of the couch and the proximity of my chair. These had been the room to 
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Admitting others to the room was 
hig, wide world. In 


ship with other persons. At first the 

etres as a bridge to the group. But quickly he begins to relate and react fs Li 

Pee uroup members. He senses that he is not under the same pressure to Be i 
4 
[ 


are warm and friendly feelings among group members as well as possibly 

hostile oncs. He looks at, or avoids the analyst as he may desire. He notes 

that his analyst is bigger or smaller than he had thought, more this or that. 

| He may develop feelings toward the analyst which are very different from 
those he has had recently or at any time during his analysis. 

Within the first group session or shortly thereafter, most patients begin to 

interact with other group members and to become part of the group. AL 


ing in two different ways, of seeing me in two different situations, and of 
working on their problems with a dual approach, It should be pointed out, 
| however, that the similarity and dynamic dovetailing of the two types of 
therapy most often remain unknown to the patient. 

Here a word may be in order concerning this similarity and dovetailing. At 
| first, recordings of the same patient in both media may well sound like two 
" different patients working with separate analysts. Only by observing the 

latent content closely can one see the connections between one form of 
therapy and the other and how these reflect different aspects of the same 
individual. As therapy progresses, we often see à closer and closer relation- 
Ship between material in the two forms; the unconscious parallel lines of 
therapy begin to converge; although on a conscious or manifest level they do 
not often appear to be related. As we work along in parallel fashion, these — 


lines approach one another more and more closely until the patient arrivesat - 

F an actual insight and undergoes & major change in conceptualization pe 
activity, or the altered underlying concepts may change his activity and "n 
spontaneous reactions without actual verbalization of the insight. perdo 

The two forms of therapy supply material for each other. I do not mean — i 
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this as some authors do, in terms of “stirring up” problems in group therapy 
for analysis in individual sessions. What I do mean is that as certain events 
occur in one form of therapy, they alter the patient so that he is able to re- 
flect this change in the other. This in turn may pave the way for further 
changes in the first medium. For example, a woman who had been in indi- 
vidual analysis was unaware of her tremendous hostility. After a period of 
concurrent individual and group analysis we found that she had begun to ex- 
press openly hostile reactions to women in the group—reactions free of her 
usual overly sweet reaction formation. At the same time, in individual ana- 
lysis, she began to speak with compassion about her father, toward whom 
she had previously expressed only negative feelings. No attempt was made in 
group therapy to bring up or analyze her altered feelings toward her father, 
No attempt was made in individual sessions, by me, to further analyze her 
changed behavior in the group or to relate the two at this time. 

Actually, these two manifestly unrelated types of production were closely 
related on the level of latent content—the type of parallel activity to which 
I have been referring. The patient had, with the group's encouragement and 
acceptance, given up the reaction formation to her hostility. This had been 
aided, unconsciously, by her work in individual analysis, which had begun 
to alter some self-concepts based on her father's harshly controlling criticism 
of her. As her hostility toward him was altered and she felt free to express 
some genuinely warm feelings toward him, she began to be able to give up 
some of the intense fear of her own destructiveness and to show anger against 
her one staunch supporter, her mother. The fact that her expressions of anger 
in the group, especially toward women, did not result in her annihilation 
aided her in working through the hostility toward her father in individual 
analysis and allowed her further to express and experience her affectionate 
feelings. "These were also evidenced by her first dreams of warmth and affec- 
tion toward the analyst. 

Please do not conclude from the preceding example that the analyst should 
subtly play the patient's reactions back and forth between individual and 
group sessions. To do so would be tantamount to gross manipulation of the 
patient. Even in the best-intentioned and skilled hands this would have de- 
structive results. What I have described is observation of what happens— 
not manipulation. If the two working relationships are kept relatively sepa- 
rate, so that one does not become a source of resistance to the other, we can 
observe the parallel nature of the patient's activity. We are then in a position 
to be more useful to the patient in both types of therapy. 

The transference phenomena likely to be elicited in group therapy have al- 
ready been discussed. Here I should like to consider the effects of group 
therapy on transference in individual analysis. Specifically, will seeing the 
therapist in a group destroy the possibility of maintaining and working 
through a transference neurosis in individual analysis? 
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Let me answer the question first on the basis of observation. The group 
does not appear materially to affect the transference and its working through 
provided the analyst continues to practice psychoanalysis in individual ses- 
sions. Why not? That is a little more difficult to answer. 1) I believe that it 
has to do with the separation of, and minimal acceptance of contaminaton 
resistance in, the two forms of therapy as I use them. 2) In group therapy, 
where transference may rarely be worked through as it is in analysis, I 
operate more on an ego level; as mentioned earlier, the infantile type of trans- 
ference does not so often come to the fore. 3) Because of the very irrational 
nature of transference and because of the great ability people have to react 
to the same person in different ways in different situations, the patient is able 
to react to the analyst in the group with one or several types of transference 
or quasi transference and to have and manifest an infantile transference 
toward him in individual analysis at the same time. In fact, the ability to do 
this illustrates one of the important insights contributed by concurrent 
therapy to psychodynamics in general and to that of any specific patient in 
particular. In the group the patient may perceive us as a parental figure and 
react with transferences he might have had while with that parent in the 
presence of other family members. In individual sessions the transference is 
likely to be closer to those reactions he had when alone with that parent or in 
terms of the triangular relationship. In group therapy we often note a rapid 
shift of transferences toward the analyst as well as toward different persons 
in the group (multiple transferences). In individual analysis transference is 
usually less transient and is likely to have fewer anlagen. 


PROBLEMS or CONCURRENT THERAPY 


I shall touch on only two of the many problems encountered in concurrent 
therapy: the tendency on the part of many patients in group therapy to re- 
gard the analyst as an inhibiting authority figure, and various tendencies 
toward resistance. i 

Apparently the tendency of patients to regard the analyst as an authority 
is a general problem in group therapy, since even many highly skilled group 
therapists (13, 27) find it necessary to hold “alternate” sessions without the 
therapist to permit patients greater freedom of expression. Even the term 
“alternate,” meaning “without the therapist,” emphasizes his importance. 
The findings of those who hold alternate sessions, as well as my own expert- 
ence, lead me to the conclusion that no matter how the analyst conducts 
himself in the group, if he utilizes his experience and training in any way he 
will be regarded to some degree as an authority figure and, most commonly, 
as a parental one. Personally, I see no need to deny that one’s role is different 
from that of the patients in the group. The presence of the analyst as some 
sort of authority figure, if it presents problems for a patient, is something he 
must work through if he is to achieve reasonable maturity. 
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Ordinarily, resistance in individual therapy is not more than transiently 
increased by introducing a patient into a group. But I believe resistances in 
the group are increased because of individual sessions. This is particularly 
true if we think of resistance only in terms of its technical psychoanalytic 
meaning. It is unrealistic, however, to expect that a patient will express him- 
self in the group on a free-associative level. This is not the major expressive 
vehicle appropriate to a group. Resistance in the group has to be looked for, 
rather, in the patient's chronic or temporary inability to relate to other group 
members, or to express himself meaningfully and with feeling in relation to 
them and to what is going on in the group. It is further to be looked for in the 
patient's inability to use the group therapeutically. When resistance occurs 
in the group, it should be brought up and, as far as possible, worked out 
there—not necessarily be broached directly and worked out in the individual 
session. 

= There is probably more resistance of the type just mentioned in concurrent 
therapy than there is among patients in group therapy only. The patient in 
_ group therapy alone, as he is in Foulkes’ method (5, 6), is completely depend- 
ent on the group for his therapeutic hopes. He has to avail himself of the 

__ group because he has no place else to turn. The patient in concurrent therapy 
already has a therapeutic relationship established in individual therapy; 
hence he does not necessarily have to utilize the group. He begins to use the 
^ i as he senses its values, mot out of desperation. Therefore, what may at 
lead to added resistance often leads ultimately to a more mature use of 

- the group—a use not born of a dependency that often carries with it the 
.. seeds of more profound resentments and resistances. gi Rm. 
— By this I do not mean to minimize the resistances that do occur as a result 
of concurrent individual therapy. Each patient is affected in some Way by 
the fact that he has individual treatment and that his individual analyst is 
also the group analyst. The analyst minimizes his special relationship with 
~ each patient by not referring to it unduly and by not revealing information 
" he has gained about the patient in individual therapy. Nor does he go along 
i with any patient’s overt or covert attempt to suggest in the group that there 
is something special or secret between him and the analyst. In other words, 
he conducts the group as if he were doing only group therapy with these pa- 
tients. The effectiveness of this procedure is demonstrated by the observa- 
tion that some patients, when starting in a group, will address their com- 
ments to me, or will allude to something said in their individual session with- 
en ARE the group about it. Shortly this begins to change, so that I 
ecome less and less the person to whom remarks are addressed or from 
whom responses are sought. Patients refer less often to individual sessions, 
and if they do refer to them, treat them as they might any other pertinent 


event that had occurred in their life, They begin to interact more and more 
freely with one another as well as with me. 


the group work more effectively. One patient was silent 

expecting her to spark the group. Although this feeling related direct 

problem concerning her father, in whose classes she had often been astud 

and who wanted her to shine in class, it was given added stimulation by 

anxiety about how the group was functioning. I actually did want her todo — 

exactly what her father had. When we both understood our transferen d 

the patient progressed much better, as did the entire group. DON 
Other fascinating technical and theoretical problems, many of them still — 

unresolved, are highlighted or created by concurrent therapy. Theseinclude 

complications arising in the dream material, such as the “group dream" — - 

(22); problems arising from the group's tendency to define and attack ego de- - X 

fenses; countertransference and technical questions related to the different 

roles of the analyst; and a host of others. Unfortunately, they can only be 

mentioned here. The problems I have dealt, with demonstrate that many 

fears we may have about concurrent therapy need not materialize, or, if 

they do, are resolvable. In their resolution, we can further the progress of our 

patients by helping them to overcome those neurotic problems that keep 

them from living more happily with themselves, with other individuals, and 

with the various culturally and socially determined groups within which 

they have to function. i 


SuMMARY 


Concurrent group and individual analysis, when used in many cases pre- 
viously reserved for individual analytic psychotherapy, allows for a more 
complete working through of problems on various psychological and devel- 
opmental levels. The method of concurrent therapy, as a form of combined 
therapy, provides a more complete understanding of the patient's personal- 
ity, defenses, and sources of anxiety. Therapy takes on new dimensions: it is 
rather like seeing a sphere from all sides and from within at the same time, as 
well as perceiving its relationship to the world around it. 

This type of therapy is consistent with our growing knowledge of dy- 
namics and psychopathology. We now realize that personality is formed LIA. 
result of a person's relationships with others in groups as well as dyadically —— — 
or in the triangular situation. Concurrent therapy puts to use those other — — 
factors in human relations that can contribute to therapeutic change. In — 
effect, it makes use of the cultural and familial factors contributing to per- — 
sonality and psychopathology—factors it has proved difficult to utilize in — 
individual analysis. n — 

I have attempted to set forth here a method of working concurrently in 
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group and in individual therapy which, on the whole, operates effectively. eats 
It is necessary for the analyst to be able to work well in both media, to be 
aware of and to neutralize his bias toward either medium, and to avoid usin 


d 


Mo SYMPOSIUM: COMBINED INDIVIDUAL AND GROUP ANALYSIS 


one form of therapy at the expense of the other. If he is able to do this, and 
to negate patients’ attempts to “contaminate” as a manifestation of their 
resistance to the total therapy, he will find this approach extremely useful 
therapeutically, fruitful for research, and personally challenging. 

Concurrent therapy is an area in need of much further exploration. It is 
experimental, and it is constantly being modified. None of my own ideas 
about it are rigidly set; I find that new experiences continually force me to 
revise my theory and techniques. But, in answer to Shaskan's question 
quoted at the beginning of this paper: I believe that individual and group 
psychotherapy need not be opposed. On the contrary, I think that they 
have much to contribute to each other in the total therapeutic process. 
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Dr. Durkin: I am happy to have the privilege of discussing Dr. Sager’s 
frank and clear-cut paper. Knowing him well from his leadership at the 
Postgraduate Center for Psychotherapy, I could have guessed that he would 
present his material as he did with precision and simplicity. Considering 
how different were the paths by which he and I arrived at doing combined 
therapy, I find it reassuring that we have so large an area of agreement on 
the subject. For in general, I shall confirm Dr. Sager’s conclusions in both 
the theoretical and practical areas. I disagree only with the limitations his 
concept of transference puts upon combining individual and group therapy, 
and with his concern about the possible contamination of what he considers 
two essentially different processes. 

It is true that if one conceives of transference in its older narrow sense as 

- simple libidinal infantile transference and relies chiefly upon this as a ful- 
crum for individual therapy, then one has to shift, except in rare instances, 
to a different process in dealing with groups. In that case moving from one 
type of patient-therapist relationship to another, and back, would pose a 
problem. However, if one broadens the concept of transference to include 
the transference of defenses, as has been the growing tendency since the 
stress in recent years on ego psychology, then one has to deal not with a 
sharp difference so much as with a shift of emphasis from individual to group 
therapy. 
. One might put it this way. In individual therapy the therapist after deal- 
ing with the defenses has more opportunity to allow the primary process 
(id) of the patient to reveal itself in detail, while in the group, he is given 
greater opportunity to watch the patient's total personality operate in an 
almost normal social field. Id, ego, and superego play their roles in their 
customary proportions. The patient's defenses reveal themselves more fully 
and in greater variety, with the id revealing itself for the most part indi- 
rectly. Here the intrapsychic processes interact normally with environ- 
mental forces and are superbly reflected in their expression through the 
intragroup transferences. There need be no question of dichotomy or cleav- 
age between them, only a shift of emphasis from one to the other. 
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Conceived of in this way, there can be no question 
either. I find that word disturbing in its implications. It. ] 
make for artificial intervention in the natural interaction b etween the tw 
forms of therapy and to prevent adequate integration of them as equal 
of a total therapy. In my experience it has been useful and effective to 
with the material which the patient brings in whether it is from indi 
from group, or from outside sources, Sometimes I even bring up a point 
one to another myself, if I believe it to be essential to the patient's prog 
I tell patients from the start that I shall reserve this right for therapeu 
reasons so that they may be prepared for it. Then, needless to say, I am at 
pains to do it in such a way that it will not inflict undue narcissistic injury. | 
I do not mean to deny that either form of therapy may be used as resistance —— 
to the other. When that happens I simply analyze it in the same way that I g ; 
would any other type of resistance, and on the whole I find that this variety 
yields rather more quickly than most. as 

My answer to Dr. Shaskan’s question about the possible incompatibility 
of these two forms of therapy is, if anything, a more decisive “no” than Dr. 
Sager’s. I find individual and group therapy marvelously complementary 
and mutually fulfilling. For instance, group members soon become very kee 
in detecting neurotic transference patterns, and because there are five or si 
observers instead of one, the group is a powerful convincer. That lack of 
discrimination which marks transference attitudes is quickly highlighted 
too, when a neurotic pattern is applied by one member inappropriately to — 
several very different individuals. For example, a patient with a preoedipal | | 
problem may find herself responding with a combination of fear, placation, — — 
and rebellion to three or four very different members, some of whom she can. NE. 
on another level recognize as genuinely friendly. Such a situation facilitates — 
the recognition of each individual's distortions. Moreover, because the pa- — 
tients tend to accept interpretations more readily from peers, resistance is 
more easily penetrated, especially the resistance deriving from ego-syntoni. 
character defenses. On the other hand, the group can seldom afford to give 
optimum time to each member for the full expression of the deep infantile 
emotions that may be released, or for the meticulous examination of detail 
necessary for truly “tailor made” interpretations. This process can be fol- 
lowed through in the individual hours. Later these individual hours offer 
opportunity for thorough working through, while the group gives mu 
better opportunity for reality testing. The combination seems to fa 
both insight and the turning of insight into behavior change. 


Dr. Grarzer: The first key question raised in Dr. Sager's excellent anc 
thoughtful paper is: Is concurrent therapy possible as an in 
or does the analyst use the group only as an adjunct to indivi 
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or vice versa? The aspect of this question which I shall discuss concerns the 
individual therapist's countertransference when he adds group psycho- 
therapy to the individual analysis ofa patient. 

As an individual therapist grounded in psychoanalytic psychotherapy 
and an old practitioner in the field of group psychotherapy, I am equally 
respectful of both forms and prejudiced in favor of neither; but I infre- 
quently find myself implementing individual treatment with group treat- 
ment or group therapy with individual therapy. Yet I would not think of 
viewing them as opposed to each other but would be more inclined to see it 
as the therapist enriching each medium with the knowledge and techniques 
he has acquired from the other. I have come to feel, however, that the need 
to place an individual patient in a group, or vice versa, often stems as much 
(or maybe more) from the analyst's countertransference as from the pa- 
tient’s resistances or needs. This has made me speculate whether a re-evalua- 
tion of the countertransference of the therapist using the dual approach 
might not lessen the occasions to correlate or combine individual treatment 
with group treatment, or the other way around. 

Dr. Sager distinguishes combined therapy from concurrent, on the basis 
that in combined therapy, the therapist selects from one form of therapy 
what he considers to be the best for the patient to help him progress in the 
other therapeutic medium. In concurrent therapy, he says, the therapist 
does the best individual therapy he knows how to do with each patient, and 
the best group therapy of which he is capable. I agree wholeheartedly with 
this latter concept but wonder if this rationale does not lessen the tendency 
to combine the two therapies for one patient. 

The greater activity and spontaneity of the group therapist, which all 
group therapists note and which works so well in the group, might be gain- 
fully integrated in the individual analysis of passive and resistive patients. 
Rappaport (4), discussing the management of the erotized transference (an 
especially virulent form of resistance), emphasizes that the usual passive 
and permissive attitude of the analyst encourages the patient in his maso- 
chistic, provocative behavior. Rappaport feels that by masking his real 
opinion, the analyst assumes the role of an insincere and therefore frightened, 
impotent parent. I feel that the flexibility, sharing quality and frank atti- 
tude of the group therapist could be gainfully used in individual treatment 
with such patients. The customary analytic passivity often perpetuates 
interminably the transference neuroses of the deeply dependent patient. 
Therapists cua the combined treatment have found that the usual resist- 
M a alee a endless intellectualization and long periods of silence, 

y broken through with the aid of the active and direct ap- 
proach of the group. 


Some, like Jackson and Grotjahn (2), contend that only the combined 
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method works effectively with oral, demanding patients, with the beneficial 
results stemming as much from the group's therapeutic denial of oral gratifi- 
cation (which the individual therapist satisfied) as from the more objective 
and active role that the therapist assumes when he is fortified by the group, 
thereby diminishing the oral transference. It seems to me that it was only 
when the analyst was reinforced by the group that he felt strong enough to 
stand up to these oral demanding patients and dynamically interpret their 
neurotic behavior; that it was not only a helpful dilution or spread of the 
transference as they see it, but a bolstering up that the analyst seemed to 
require in order to be able to deny their neurotic gratification. These patients 
are usually orally regressed persons with insatiable demands. Since these 
demands can never be met but are defenses covering up their masochism, 
they require constant interpretation of their unconscious need to be refused. 

Very often, it is the unresolved masochism of the analyst which makes 
him submit to these patients’ strong resistances. His own need to suffer 
makes him misuse the psychoanalytic rule of passivity and allows him, for 
instance, to let the patient suffering from logorrhea run on interminably 
with fruitless and repetitious associations; or to let the silent patient 
“starve” for the milk of common-sense intervention which might tend to 
loosen the preoedipal concept of the “bad, refusing” mother image. Racker 
(3) has found that because of the unconscious tendency to hinder his work, 
the masochistic analyst does not fight the patient’s neuroses hard enough. 
Frequently, it causes him to be too unbending, stilted, and unspontaneous, 
with the masochism of the analyst reinforcing the masochism of the patient. 

Therapists who use both methods of therapy with the same patient com- 
ment on the more dynamic transference and countertransference with its 
richer therapeutic results. I wonder whether this does not take place be- 
cause the group analyst is better able to shed his masochistic passivity be- 
cause group conditions force him into a more dynamic role. The affectively 
hungry and overpassive patient who forms an immediate, overdemanding 
and prolonged transference really aims at exploiting a sympathetic counter- 
transference. This kind of patient reduces the analysis to absurdity by erotiz- 
ing and robbing it of its learning and corrective experience. The group 
analyst is forced to give up the customary analytic passivity, for as a partici- 
pant-observer he tends to be more active, franker and less rigid. 

If the analyst’s own masochism gets in the way, he will need the help of 
the group to overcome these problems. In another paper (1), I have men- 
tioned the valuable assistance group members give in the analysis of maso- 
Chism when they have been alerted to its insidious and subtle defenses. 
With strongly resistive patients who are helped effectively with the dual 
therapeutic approach, I feel it is not so much that concurrent or combined 
treatment adds dimensions toward the understanding and helping of these 
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patients by creating a new, total therapy, as it is that the group fills in by 
supplementing the therapist's unconscious blind spots or by effecting a more 
dynamic understanding in him because of the group’s ego support. His 
countertransference may frequently be such that he requires the adjunct 
help of the group. On the positive side, the group becomes the corrective, 
firm parent who stops the acting out, exaggerations and caricaturing of the 
analysis; it also becomes an active feeding parent to the silent, "starving" 
patient. 

This interaction of the two therapies, I would view more in the light of 
“combined” than “concurrent” treatment, as Dr. Sager sees it, and would 
be inclined to feel that the individual analyst uses the group as an adjunct 
to individual treatment and the group analyst uses individual treatment to 

— supplement the group process. I have no opposition against the dual usage 
— efindividual and group analysis for the same patient as long as there remains 


Lv 


gc d d awareness that one may be employed to implement the other. When the 
7 - analyst finds he is unable to break through strong resistances of his patient 
- — er when he feels a facet of the patient's personality would be enriched by 
— inclusion of group treatment, or vice versa, he should not dismiss the pos- 
A sibility that his countertransference may require the group to pull him out 
__ of an involved countertransference with his patient and that the impasse in 
the analysis may not be due so much to the patient’s resistances as to the 
character defenses which he presents and which evoke a countertransference 
reaction in the analyst. 
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HAT are the behaviors that characterize families in whom there are 

children with schizophrenia? Do such families who are in disad- 
vantaged economic circumstances differ from those with comfortable in- 
come? Do families with comfortable income in whom there are children with 
schizophrenia differ in their behavior patterns from families of comparable 
economic status in whom all the children are well? 

In this paper I am reporting some results of efforts at exploring the prob- 
lems which these questions set up. I shall describe the method and spell out 
some concepts that emerged out of the results, To furnish a summary in 
advance, we did trace out behaviors that define the life pattern of families 
with schizophrenic children, and of families with only well children. Among 
families with schizophrenic children, there are some differences, but more 
similarities in these defining behaviors, whatever the economic levels. Fami- 
lies in whom all children are well differ from those in whom there is schizo- 
phrenia, What may be called the psychosocial import of these differences is 
that they identify the families in terms of dynamics. These emerge as con- 
cepts of underlying source traits that structuralize each of the family pat- 
terns. As these source traits or underlying psychologic forces organize differ- 
ently, they form the discriminable fields of force which I am identifying as 
characteristic family patterns, or as I shall call them, environments. 

The researches into the families grew out of an earlier one on individual 
schizophrenics, children and adults, in Michael Reese Hospital. In them we 
found certain personality structures such that we isolated six schizophrenia 
patterns, in terms of the dynamics in the individual. To test out these pat- 
terns we carried on a similar research in the Orthogenic School of the Univer- 
sity of Chicago, a residence school for schizophrenic children. We extended 
our research also into these children's families. Each research phase was à 
control on the preceding one. The answer to the question asked in any phase 
was always the opening up of a new question. The series ran: What is the 
individual schizophrenic child like? What is his family like? What is the 
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schizophrenic child in quite another kind of environment like? What about 
his family? What about families of one economic level in whom there are, as 
compared with those in whom there are not, children with schizophrenia? 

Toward evaluating these intrafamily behaviors we are guiding ourselves by 
the concept of transactions. This is already known to the literature, either as 
such or implicitly. Its present formal use in the literature apparently has its 
wellspring in Knowing and the Known by Dewey and Bentley (1). See also 
Dewey's "Language and Mind" taken out of his Experience and Nature (2). 
Other relevant writings are those of Bateson and his colleagues (3) and of 
Wynne and others (4). An entire number of the Journal of Social Issues (5), 
devoted to the topic “The impact of mental illness in the family,” describes 
essentially the transactions within a family, and of the family unit in its 
community. In dealing with the subject of the aftercare of the brain-surgery 
patient, three social workers outlined procedures which are transactional in 
their grasp (6). Also in the social work field, Weiss and Monroe explicitly 
utilize theoretical thinking on transactions (7). Interactions within families 
are in the focus of a research reported by Behrens and Goldfarb (8). 

On even larger canvases are some studies of cultures and their multidimen- 
sional effects in problems that are traditionally those of the psychiatrist. 
Thus Opler and Singer (9); Spiegel and his co-workers (10). I have run into 
the expression “anthropological” medicine by a European writer. A reviewer 
comments on this book, “the advent of social medicine which recognizes that 
a patient is not only a *case' but also a person, a member of a family, of an 
income group, having a background that is part of him as much as he is part 
of it" (11). 

Among the psychiatrists, Ackerman has been especially vigorous in 
pondering the questions of systematic procedure which this kind of approach 
raises (12 with Behrens, 13, 14). Grinker's theorizing is an advance in tying 
in the unit family with the psychoanalytic ego (15), and reaching for articu- 
lation with social theory. Thus, 


i It seems clear from this and other examples why it is essential to study ego func- 

tions as they are contemporarily influenced by transactional operations in response 
to other humans in special situations, or as an expression of internal functions. It is 
the genesis of these early ego patterns, not psychogenesis, that is an important new 
area of basic research for the psychological and social sciences, 


The most explicit definition of transactions which I have found is Spiegel’s. 
He writes (with Bell, 16) that it is 


ae essentially a field approach, the transaction point of view postulates that the 
events involving the sick individual with his family occur within a total system of 
interdependent subsystems, any one of which—e.g. the individual, the family, the com- 
cred the value system— may: become, temporarily, a focus of observation. The 
world" being observed must include the observer and his act of observing. 


SAMUEL J. BECK E 


In the words “a field approach" Spiegel uses language to which the psy- 
chologist Kurt Lewin long ago gave meaning. For research on what are trans- 
actional processes, without calling it that, see Lewin (17), Bales and Slater 
(18), Zelditch (19). Of similar order have been their "action" researches. 
Lewin's ficld theory, and the corollary concept, field of forces, I have been 
translating into a concept of a system of stresses, psychological stresses, 
whether in the individual or in his society (20, 21, 22). The notion of the pa- 
tient's immediate environment, i.e., his family, as itself a system of stresses, 
is one that I am abstracting out of the present research. The transactions 
which we have patterned out are those behaviors of all the members of the 
family, acting upon one another, and generating those psychologic dynamics 
which are always operative on the child, his siblings, his parents, with each 
one always generating new force as he transacts back. This is that always 
ongoing process which I see in the term transactions, a process always ob- 
taining when two or more humans are together. Robinson Crusoe alone was 
not in such a process. When his man Friday showed up, the transactions 
began. 


Tue METHOD 


The families of three child populations form the subject of the present re- 
port. They are schizophrenic children of families that are economically at a 
marginal or submarginal level, schizophrenic children out of a very favored 
economic layer, and well children also out of upper and upper-middle classes. 
The first group had been clinic patients in Michael Reese Hospital, Chicago; 
the second were children resident in the Orthogenic School of the University 
of Chicago; and the third consisted of families of well children in their own 
homes in Highland Park, a high income suburb of Chicago. In two of these 
groups, the Michael Reese Hospital and Orthogenic School children, the 
common factor is the disease, schizophrenia. But these two populations are 
at the opposite end of the economic spectrum. The cost of maintaining a 
child in this school is high. Here then we have an uncontrolled variable, and 
it may be the critical one producing any different findings in the two sets of 
families. 

Hence I invaded the well family field in the Highland Park population. 
The machinery for the selection and study of these families by professional 
Social workers and a psychiatrist was available to me in this Chicago suburb. 
We controlled thus one of the two population samples with other families of 
its own economic level, while varying the factor which we were investigating. 

Our next need was for a descriptive language, a stable tool, that would 
enable us to explore the transactions within the families. My point of de- 
Parture for this descriptive tool was one that we had used in earlier stages of 
the researches and which I have published (22) as a monograph of this As- 


__-Mitting is that of mixing, in the one trait sample, data from two unive 


A and Psychiatric Institute of Michael Reese Hospital, we constructed a n 
namics within the family. 


sociation. Now publication carries with it the piquant experience thi 
author later reads reviews of his book. Among these was one by | 
Jeannette Regensburg of the Community Service Society of New Yorks 
The social work ender will mote the impurity of the universe of scil enviro 
factors, The lat contains a surprising number of items that describe the shop 
patient's omn behave, The behavior of people in the patient's environment does 
eut quentin belong is wach a universe, but not his own behavior. Other inadequach 
the waivers: of environmental factors are practically inherent in the subject 
ander maly, eg, the prevalence of carly parental detachment physical and paye 
logical—from the whizophrenic patient, or of overt parental hostility toward the pa 
ss a chad, etc, render it impossible to obtain certain details and nuances in fi 
wehationshipe that the researcher would like to have. Social workers are all too fi 
with this problem in history-taking (23). 
‘This criticism confirmed a surmise of our own that our trait universe fi 
the social work study had serious flaws. The logical sin which we are co 


discourse: one belonging in the field of individual psychology and the otl 
‘in that of sociology. It was obviously necessary to devise a new trait u 
Verse, one specific for this field. In doing so our sharpest critics were our b 
friends. With the help of Miss Regensburg and Professor Henry Maas, 
other reviewer, and two other consultants, Professor Helen H. Perlman, 
the University of Chicago School of Social Service Administration, and i 
"Helen MacGregor, Head Psychiatric Social Worker in the Psychosomat 


"trait universe. This is the tool with which we investigated psychologic 


ZUThis list does not claim to be inclusive of all significant behaviors af 
> within a family setting. It can only focus on a part of the famil 
interactions, It does enable us by using our general knowledge of psycho 
pathology to make certain inferences concerning some family transactions a 

and some as constructive. Secondly, it is an orderly approach to 
collecting data. The sophisticate in the field will recognize the method a 
that of the Stephenson (24) Q technique. This technique has been v he- 
mently attacked and vigorously defended. I must leave this debate to thë 
protagonists. The fact is that it is being used for a variety of problems. It 
Appropriate to my research and I must risk standing on it as my princip 


Our Researcu Data i 

For three of the four populations in our research design the data had al 
ready been accumulated. They consisted of the clinical files for each child 
the Orthogenic School, and in Michael Reese Hospital. We have two grou] 
in the hospital: the schizophreni 


ic children, and some neurotic children tha 


chistes Imntute of the zr 
The fourth group are the well families. Since by 
sock families is known to any clinic, nor to any ia , 
txe, we had to find these families. What we asked of them was to i 
full peofesmonal study by a psychiatric social worker and à peychiatrist, 
The worker telephoned the family, usually speaking to the wife, 
plained that this was a study of mentally well families by someone LN 
University of Chicago. She assured each that names would remain strictly 
unknown to anybody in the research except the worker herself who 


inficxibly observed. Even when the 
they did not have to tell their names. The worker had made 
for Mr. or Mrs. A, or M, or X, and the psychiatrist 
such. In a few instances the parents themselves 
names. The psychiatrist too is a resident of Highland Park. 
interviews were paid out of the research grant. 

Only parents were interviewed. We asked for the children, bot 
resisted from the start. They did not want to expose their children to a psy- — 
chiatrist's inquiries. We sensed early that this wasan atmo 
not to agitate it. We were glad enough to find parents who were j 
cover the intimate details that a good social history and a 
chiatric interview must search for. We were not interested in 
anxiety that may be behind the refusal to permit an unnecessary pay : 
logic study of the children. Most of these families are by reason of a 
or reading well acquainted with current thinking about hand Si 
even of psychologic dynamics. They are a highly intelligent and understand- 
ing population sam 3 = 1 

We obtained ed histories in 26 families. The parents in all but $ 
out of the 26 also consented to psychiatric interview. The histories arc, how- 
ever, complete for all, and since it is social dynamics for which we are sear 
ing, we are able to use all 26 cases. Within our two high income populatio P! 
ie., in the Orthogenic School and in the well families, we controlled also 
subvariables, These are: 1) Income range. Our subgroups are: $8, * 
$10,000; $10,000 to $12,000; $12,000 to $14,000; $14,000 to $16,000; a 
above $16,000 in the same class. 2) The religion of each parent. 3) 7 
ages of the ages for the two parents in each family. 4) The a 
number of years of education achieved by the two parents. a 
* A criticism of the well family research is that our well fami 
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selected. We do not know how representative the transactions going 
within these settings are even for Highland Park, let alone the population 
large. What we can say is: here are homes in which none of the children: 

neither of the parents has manifested psychopathology. Each family has 
clean bill of mental health. The question we here ask: What is it that goes¢ 
within these homes? In what way does this resemble and in what way doesi 
differ from what goes on in the families of children who are now in tl 
Orthogenic School with schizophrenia? The behaviors in these two family 
populations are then the independent variable in our research. The instru 
ment we are using, our trait universe of 106 items, is the dependent variable 
We are applying this dependent variable to the independent one to see whal 
happens. 

The numbers of families in the four populations are as follows: Michae 
Reese Hospital schizophrenic children, 25; Orthogenic School schizophrenic 
children, 26; Michael Reese Hospital neurotic children, 16; well families, 26. 
The total number of families is thus 93. Since these four populations are be- 
ing Q-sorted by exactly the same trait universe, I shall be able to make six 
control comparisons. 1 

In the present report I am showing some results for three of the popula-: 
tions, each of which may be looked on as a control of the other: the fami ies 
of the Orthogenic School children, the Michael Reese Hospital schizophren- 
ics, and the well families. 

"The steps in the method for all the cases are, in very condensed summary; 
as follows: J 

1. Two social workers applied the trait sample of 106 items in describing 
the families of the 51 schizophrenic children, the 25 in Michael Reese H 
pital and the 26 in the Orthogenic School. For each child, each of the 10€ 
items is rated along an 11-point scale. This is the Q technique. Each worker 
described the same number of children from each group, and hence the same. 
number over-all. j 

2. Each of two social workers and a psychiatrist described the families of 
the well children by the same technique. One of these two workers was the 
person who had gathered the histories herself in Highland Park. The o 
was one of the two who had Q-sorted the two groups of schizophrenic 
dren as in step 1. 

3. Each of two social workers, using the same trait list, Q-sorted the 16 
neurotic children in Michael Reese Hospital. One of these was the 
psychiatric social worker in the hospital and had been directly acquaint 
with the cases; the other was the second of the two workers who had r 
the 51 schizophrenic children (step 1 above). L 

4. At this point our statistician and methodologist took over. He obtained 
all possible intercorrelations among the Q ratings after deriving his thousan@ 
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m 
of coefficients of correlations. He then factor analyzed and applied those 
other techniques belonging in the rarefied air which the factor analysts 


breathe. 


Some Resutts 


In broad overview the method does the following: 1) It separates out 
clusters of behaviors. The behaviors in each cluster, and the clusters as unit 
wholes, varied for each factor that had been analyzed out. Each of these 
factors thus defines or delimits a distinct pattern of environmental behavior. 
2) Insofar as a pattern differentiates any one of our research populations 
from any of the others, it is isolating out certain transactions within which 
the children of that population are growing up. 3) Insofar as there are identi- 
ties in the patterns, we know that in the families of these populations there 
are important likenesses in the indicated transactions, 

It will be noted that I am observing the populations at three levels of 
depth. In the technique of our method these are the items in our trait uni- 
verses, the clusterings of the items, and the factors composing the clusters. 
Examining these clusters we observe that the behaviors in each refer to some 
common kind of activity, identifiable as an underlying character trend, 
usually in the parents, sometimes in other members of the family. Some tell 
of an attacking parent; others of an overprotecting or seductive one; still 
others of cold, or of quite inadequate parents. That is, the clusters identify 
the character sources of the manifest behaviors. Hence I call them source 
traits (after Feigl, 25). Some of these source traits are of benign quality, i.e., 
in warm, nurturant parents. The totality of these source traits in their inter- 
play generates that total system of stresses which each family is. The source 
traits are thus the social dynamics, traced out in our research, that organize 
into each environment. Translating back from the language of our technical 
method, the three depth levels of our observations are manifest behavior, 
underlying character trait, total life pattern. 

Table 1 shows one of the factors or environments, the numbers of the be- 
haviors which identify it, and the found clusterings of the behaviors into the 
source traits. , 

The content in the trait items whose numbers are listed in Table 1 is as 
follows: 

9. Mother overprotects the child. 

15. Sexual stimulation or seduction by mother. 

25. Overambitious for the child. S 4 

38. Mother prolongs child's dependency—in bathing, toilet habits, eating habits, etc. 

42. Illness is met by assaultive regimes, such as injections, forced medicines, pain 


examinations. E ith 
47. Mother moves to child’s center of concern in effort to understand and deal wi 


the child. 
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TABLE 1. COMPOSITION OF ENVIRONMENT 4* 


Manifest Behavior Item No. Source Trait 

25, 42, 90, 96 (51) (55) (89) I Attacking, rejecting, coercing 

9, 15, 38, 51, 59, 62 II Overprotecting, indulging, eroticizing 

81 (80) III Indifferent, cold i 
55, 76, 80, 89, 95 (81) IV Inadequate, undiscerning | 


V Unstable, unpredictable 


75 VI Fate and chance | 


47 VII Nurturant, warm 


VIII Independent, adequate | 


* It will be noted that I list just 18 behavior items in the table. These were the 18 weighted highest 
in this factor. That is, they are the ones most characteristic of it. Together with the 18 weighted lowest, 
those least characteristic for it, they define the Environment's structure. These ratings were statistically 
established. All that our statistician dealt with was numbers, the identifying numbers for each behavior 
item, and these were assigned at random without any relevance for the content in the item. The ratings 
found are the products thus of cold method. From these identifying numbers we translate back into the 
behaviors and then identify the behaviors according to the source traits to which they belong. 


51. Alternates between seductive physical contact and preoccupation with self. 
55. Father a weak or passive figure, dominated by mother. 

59. Child viewed as being extremely sensitive from birth on. 

62. Mother overly concerned about child's illnesses, accidents, dangers. 

75, Unfortunate circumstances surrounded pregnancy or delivery. 

76. Mother's dependency on her own parents unresolved, 

80. Sex repulsive to mother. 


81. Little sexual satisfaction between parents. 

89. Mother enjoys some aspects of child’s psychotic behavior. 

90. Mother controlling and belittling of father. 

95. Father a poor provider with the bare necessities often lacking. 
96. Father brutal; beatings are his only resource. 


Table 1 is a statement of what Environment 4 is. It defines families in 
which three source traits stand out. They are dominantly inadequate, undis- 
cerning; with a considerable overprotecting, indulging or eroticizing tratti 
and less prominently a trend toward aggression and coercing. Only one 
healthy behavior item characterizes them: “Mother moves to child's cente! 
of concern in effort to understand and deal with the child” (Item 47). 

The most arresting fact about Environment 4 is that it is found in the 
families of Michael Reese Hospital schizophrenic children, and not in the 
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Orthogenic School children’s families. It identifies thus only a population of 
poor, deprived families. It is not found in a population of wealthy families, 
capable of satisfying all their members’ needs. Whatever the social meaning 
of this finding, the critical fact from the viewpoint of method is (a) that it 
does discriminate a group of families; and (b) that it is specific for families in 
a specific social sector. 

Environment 4 is one of six which the research has patterned out. For 
technical reasons two of these are still under scrutiny. Concerning the other 
three environmental patterns that we found for these 51 children, I can re- 
port here in briefest summary that the three patterns are found for both the 
Michael Reese Hospital and the Orthogenic School children. The patterns 
difer from one another in their relative emphases on the several source 
traits, and in some of the individual behavior items clustering into the source 
traits. Some differences of feature appear internally, within the structures. 
But over-all the two populations of families resemble each other more than 
they differ. 

Some further clarification is in order as to how I identified the source 
traits. Thus, Item 14, “Mother has death wishes toward this particular 
child," is set in Source Trait I, "attacking, rejecting, coercing." Or Item 62, 
“Mother overly concerned about child's illnesses, accidents, dangers,” is set 
in Source Trait II, *overprotecting, indulging, eroticizing." These judg- 
ments are the consensus of the thinking of five of our research personnel: 
three social workers, one psychiatrist, and myself. Each of us independently 
of the others set each of the 106 items into one of eight hypothetical source 
traits that I had tentatively designated. Out of the four lists so submitted to 
me and my own I organized the 106 behaviors into the source traits. All this 
was done independently of the statistical processing. After the statistics had 
factored out the patterns, I referred each behavior item to its assigned source 
trait. So this source trait grouping identifies in sociopsychologic terms what 
the cold statistical method structured out. i 

The three other frames of reference by which I am evaluating the findings 
are 1) the theory of identification; 2) the nodal growth points in the human 
personality as described by Talcott Parsons, and developed by him out of 
psychoanalytic theory; 3) a judging of each item with reference to both of 
two dimensions, and these are (a) growth promoting or inhibiting, (b) 
pleasure-pain. i 3 

1. The identification theory as it is being elucidated in current writings 
(Grinker, 26; Wahl, 27) has significance for our findings in the composition of 
our trait universe, the high proportion of items that describe behaviors of 
either or both parents. Table 2 shows the distribution for all topics in the 106 
items. Behaviors of either or both parents form, therefore, by far the most 
numerous transactions implicit in the trait list. The thinking that went into 
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TABLE 2. SUMMARY OF BREAKDOWN OF ITEMS IN 
THE TRAIT LIST BY SUBJECT* 


A. Mother or father 56 
B. Mother only 11 
C. Father only 6 
D. Both parents 26 
E. Family—home—foster home 18 
F. Siblings 4 
G. Other persons 

H. Sex 7 
I. Food 2 
J. Physical care 2 
K. Illness 2 
L. Toilet 2 
M, Serious trauma 1 


* Some of the items are placed in more than one grouping. 


the fashioning of this tool dictates thus that identification with the parent 
and hence absorption of his or her behavior must enter very largely into the 
child's character structure. 

2. The Talcott Parsons model. This schematizes the organization of the 
personality at the close of the oedipal phase. T'o condense, his schema repre- 
sents 1) the growth of the child on the axis autonomy-dependency; as related 
to 2) his internalizing of the mother and of the father; while the child 3) 
learns, acquires the character traits of (a) nurturance, (b) security, (c) con- 
formity and (d) adequacy ; with the result 4) that his social guerdon consists 
of (a) response, (b) acceptance, (c) esteem and (d) approval (Parsons and 
Bales, 28, pp. 77-94). 

3. The growth of the personality, or its arrest; on one plane with the 
pleasure-pain frame of reference. A diagram will help clarify the concept 
(Table 3). 

To exemplify: Item 15, “Sexual stimulation or seduction by mother,” be- 
longs on the pleasure side of the pleasure-pain axis, but at the inhibiting level 
of the growth axis. Item 96, “Father brutal; beatings are his only resource,” 
is decidedly a painful experience to the child and can only hamper his growth 
as a person. Item 25, “Overambitious for the child,” is more likely to be on 
the painful side of the pleasure-pain axis, at the same time that it may serve 
toward Promoting the personality’s growth. Item 18, “Much spontaneous 
and warm Interaction between family members,” will both make for a pleas- 
urable experience in the child and promote his growth as a person. It is to be 
accented that each item must be judged along doth axes. Transactions can be 
very gratifying but seriously retard the growth process. They can be both 
very disagreeable and growth impairing. They can be gratifying at the same 
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TABLE 3. THE BEHAVIORS ON THE GROWTH AND 
THE AFFECTIVE AXES 


Growth Promoting 


28. Pushes the child into independent | 6. Discipline consistent and rea- 
behavior too early sonable in kind and amount 


39. All siblings are treated on a basis of | 18. Much spontaneous and warm 


equality; there are no favorites interaction between family 
| members 
| P 
P 25, Overambitious for the child 26. Thinks more of the child’s hap- 1 
a piness than its accomplish- e 
i ment a 
n s 


f 60. Child's unresponsiveness is frustrat- . Sexual stimulation or seduc- 
u ing to the mother tion by mother 


79. Child left in care of variety of people | 38. Mother prolongs child's de- 
pendency—in bathing, toilet 
habits, eating habits, etc. 


eo-orrts 


96. Father brutal; beatings are his only | 62. Mother overly concerned about 
resource child’s illnesses, accidents, dan- 
gers 


Arresting Growth 


time that they minister to the healthy development of the personality. Then 
there are those transactions in which the individual suffers but out of which 
he comes out the stronger person, those that, to quote a certain W. Shake- 
speare, demonstrate how 

Sweet are the uses of adversity, 

Which like the toad, ugly and venomous, 

Wears yet a precious jewel in his head. 
At this point an acknowledgment is in order. The source of my idea for this 
evaluation along the growth and the pleasure-pain axes was Dr. Marion 
Kenworthy, a member of the teaching staff when I was a fellow in training 
at the old Institute for Child Guidance in New York. 

Interpreting the findings for Environment 4 in accordance with the 

Parsons’ schema, the following reasoning is in order. In some families of 
marginal or submarginal economic status, the transactions make for (a) 
much internalizing of the mother; with (b) some but less internalizing of the 
father. The result would still according to Parsons’ theorizing be (c) an ar- 
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rest of the personality’s organization. Further, the findings show (d) a con. 
centration of needs along the nurturance and security axis, both of which 
derive from internalizing the mother. At the same time we find (e) a paucity 
to the point of invisibility of autonomy-promoting behavior. The accent is 
on the child’s wanting to be dependent. We note a paucity also of adequacy 
and of conformity. The child is not developing his sense of competence, which 
also is along the autonomy axis. The roles which give him a sense of inde- 
pendence, of self-value—these he has not internalized. The security which 
he senses, he senses only because of dependency on another. He can show no 
abilities that gain him the approval of others, and barely some trends that 
win him the esteem of his community. Finally, if we look on Parsons’ in- 
ternalizing concept as equivalent to identification, we find for the 18 items 
that the mother is the force acting in 15, the father in 6, both parents in 3. 
Utilizing now my growth and pleasure-pain criterion, one item is clearly 
growth promoting, No. 47, “Mother moves to child’s center of concern in 
effort to understand and deal with the child.” One behavior may or may not 
be of growth potential, No. 25, “Overambitious for the child." This leaves 
the family with 16 behavior items that inhibit growth. Seven of these are of 
the kind that would afford a child pleasurable experience; the other nine 
would be painful. My judgments of all items on these axes are speculative, 
based on my general knowledge of psychopathology. Any one behavior may 
- have a different transactional effect in two different family settings, depend- 
_ ing on the forces in the family as a whole. What a behavior can mean for any 
P individual can only be known from the history of that individual together 
with that of his family. The findings of a research can only abstractout 
indications of direction. Recalling Claude Bernard (29), these indications 
are the answers to the questions we have asked of nature. What the answers 
mean becomes then the job of the investigator, to interpret in accordance 
with his best sights. 
; It follows from these two sets of findings that in these families the child is 
identifying with behavior models that are destructive to his personality’s 
growth. These are the familial transactions that produced schizophrenic 
children. How such a pernicious internalized model produces the split which 
is schizophrenia is still a question. Some other of our research findings do 
offer some leads. The mere fact of identification with a mother or a father 
pernicious to growth is not enough. There is an intervening variable within 
the child's own personality. It is his ego. This again will need to form an- 
other chapter in our reporting. 
oe 4 Ni 55 eni by nine families. Of these only one of the 
so it was only bu ib S iding high Sein gh to be included, and eg 
: arely above the statistical cutting-off point. With the con- 
centration of this environment so largely in the Michael Reese Hospital 
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families, we are concluding that it differentiates between the two groups. 
Eight looks like a small number from which to draw conclusions. It is when 
one is studying the trends for a single behavior variable. In such investiga- 
tions the number of samples must be large. In the present research we are 
studying not some one—but 106 behaviors all interacting into one unit. The 
statistics that apply are the idiographic. For the pros and cons of the logic 
of the idiographic method I can only refer to the growing literature on this 
subject (24, 30, 31). 

The proof of the pudding regarding our environments must still lie in the 
findings for the well families. Are these four patterns distinctive for families 
in whom there are schizophrenic children? Statistical analyses for the well 
families include one step in which each of our six factors (environments) 
found for the 51 schizophrenic children's families was correlated with the Q 
sorts for the families of the 26 well children. The purpose was to establish 
the presence or absence in the well families of the structures found in the 
sick children's families. The results in a nutshell are as follows: 

Two of the six factors are found. But they are found in the negative. In a 
word, families so patterning are the reverse of what the schizophrenic chil- 
dren’s families are. 

The other four factors found in the schizophrenic children’s families were 
not found at all in those of the well children. The interpretation is that these 
four factors just have no meaning when they are used as frames of reference 
in exploring the families of well children. 

The reasoning follows: the children in these well families are growing up 
within psychologic fields of force that have differing effects from those in 
which there are children with schizophrenia. The transactions within these 
homes are different. The parents live their roles differently. The stress 
therefore which the child exerts, in Ais role in the entire configuration, is less 
taxing on the parent. The feedbacks to and fro, which all members inter- 
change, are tapping source traits in the parents, of the more satisfying, 
growth-promoting qualities. The child identifies with a parent of benign as- 
pect who imparts the sense of security and stimulates autonomy. The child’s 
ego accepts this inner image. That is to say, he accepts himself. The total 
systems of stress tend toward integration and toward satisfying as well as 
socially esteemed goals. ea 

All this is not to say that the parents in the well families are angels. Far 
from it. The psychiatrist in his interviews with them found the usual neu- 
rotic difficulties, all the spectrum of symptoms known to his practice. For 
some of the individuals these are severe, although for the group as a whole. : 
they appear less so than for patients one sees in practice. What significantly 
differentiates these parents from their social equals of the Orthogenic 
School group is their ability to accommodate to each other's psychologic 
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problems. The circumstance that they are a highly selected group is s 
doubt a factor in their so doing. The fact remains that they do transact 
each other, and both do so with their children, with the result that th 
children grow up in a family climate other than that obtaining for t 
of the children with schizophrenia. 


COMMENT 


The principal theoretic result of our research so far is the isolation of the 
source traits, with the corollary concept of the environment as a system of 
stresses. The source traits are the underlying social forces which in their total 
patterns shape each environment. The varying weightings of the several 
source traits produce the differential characters of the total environments. 
Each environment is thus a distinctive pattern of social stresses, or dy- 
namics. 

At the heart of our method are the two trait universes, one for the en- 
vironments and one for individuals (22). They are behavior samples opera- 
tionally formulated and constructed to be statistically processed by the Q- 
technique. The potential in the trait universe for individuals as a flexible 
tool, permitting a study of the individual as an open system, enabling the 
therapist to appraise the patient’s liability to change, has been described 
(22, pp. 196ff.). 

A similar case can be made for the environmental trait universe as a tool 
penetrating the familial setting in order to judge its treatability. Thus the 
pathogenic structures are a means for recognizing the sheer fact of unhealthy 
family climate. Early recognition is an essential toward preventive measures, 
holding promise for an arrest of the process before it has become a malig- 
nancy. Secondly, the differentiating patterns make possible an approach 
more appropriate to the actual dynamics. Is the child under excessive coer- 
cion? attack? or is he being indulged with effects making for character stunt- 
ing? Thirdly, the tool uncovers not only disabilities but also assets. An oc- 
casional healthy item even creeps into the high rated ones among our four 
schizophrenic children's family patterns. For some of these families as sepa- 
rate cases these healthier items appear more frequently, spottily, but they 
appear. That is, just as no person is all schizophrenic, so no family is all 
pathogenic. What the social worker needs to know is, what are the con- - 
structive elements on which she may lay hold in the effort at redirecting the 
roles in the family drama, and activating a healthier over-all atmosphere in 
it? Our trait sample or some improvement on it, with its numerous items, 
and the varied dynamic significance in them, develops the picture both in its 

somber and in its bright hues. It does so in what may be looked on as a | 
differential diagnostic description of the family, obtaining in the source traits 
and the pattern which they give to the whole. 

One inference in our findings is to point up the importance of treating the 
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family as an essential approach in treating the individual. Since the role of 
the father—as cold; or of the mother—as rejecting; or of both—as lacking 
in understanding—since these transact to produce that entire field force in 
which the child's growth is either nourished or arrested, it follows that the 
family is to be treated as a unit. The practice of treating some member of a 
family, usually the mother, as a medium for treating the child is old. The 
current emphasis on treating the family as a unit is new (Ackerman, 13, 14, 
32). 

On this issue my general research design and philosophy make for holding 
an open mind. Treatment impact on the family as a whole is, of course, es- 
sential. But our researches have used two trait universes: one for the family 
and another for the individual. Where I see the issue as open is in the empha- 
sis on the family to the point of submerging the individual. This thinking 
may be reifying the family. The term family is an abstraction. It stands for 
a group of individuals. However affectively close they are, however single in 
their thought content and goals, they are still several persons. The ultimate 
biological unit is still the individual. The ultimate locus of therapeutic 
change is only in the individual. To be sure, the effects of the environment 
are critically real. The transactions within it can have a fateful finality on 
the steps, adaptive or maladaptive, to be taken by the individual. But the 
social dynamics are functions only of an individual man or woman, child or 
infant, in his experiencing and in his behaviors. Treatment of the family 
cannot therefore be an end in itself. It is a means toward an end: a change in 
the individual. By his changed behavior he initiates new behavior in other 
members of the family group, new transactions which again feed back to 
him, in what can be a benign circle. 
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Discussion 


Grecory Bareson:* Dr. Beck is to be congratulated on attacking and 
bringing to fruition a very complex and laborious study. In being asked to 
comment upon it I find myself ambivalent. On the one hand I am very much 
interested and excited at some of his results, and on the other hand I have 
rather serious doubts regarding the implications of the method. I both want 
to believe the results and must question the procedures. 

Let me deal first with the critical side of my comment. I agree with Dr. 
Beck that a transactional approach is essential for an understanding of any 
family system and particularly for an understanding of those family systems 
which contain schizophrenics. But I question whether the data, upon which 
this study is based, are completed transactions. By a transaction I mean a 
communicational interchange involving the behavior of two or more persons, 
and terminated by an item which we may loosely call a reinforcement. But I 
note that a large proportion of the 106 items in Dr. Beck’s list are fragments 
of behavioral description dealing only with one person, or when for example 
both father and mother are mentioned in the item, the descriptive phrase 
deals with a resemblance between them rather than with a description of 
how they interact. 

Dr. Beck tells us further in his paper that it was not possible to study the 
children of his well families, so that in this case the data consist of inter- 
changes between the parents and investigating psychiatrists or social 
workers, but do not include any transactions between the parents and chil- 
dren. No such transactions occurred in the presence of a professional ob- 
server or recording mechanism. The parents may have described their trans- 
actions with their children, but these descriptions are in the end transactions 
between the parent and the investigating psychiatrist. à . 

Then there is the question of what happens in a Q sort. A list of 106 items 
was created by Dr. Beck and other experts without reference to the particu- 
lar data to be evaluated. The list as it stands is therefore data upon the 
theories of these experts regarding the etiology of schizophrenia. These data, 
however, are of course obscured by the mixing of the cards and possibly by 
the inclusion of items which the experts regarded as neutral or irrelevant to 
their theories. The cards are then handed to an expert who must sort them 
for their truth or applicability to the case history of the particular family. 

I have myself occasionally done Q sorting of this kind. I proceed as follows: 
I quickly sort the cards into three heaps: those which seem at first glance to 
be true, those which seem to be false, and those about which I cannot im- 
mediately make up my mind. Up to this point, I have sorted the cards for 
their truth. I am now required to break down these heaps and I usually do so 
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upon the basis of what we may loosely call applicability. I will put into the 
highest and smallest category those items which seem to me to say something 
important about the family. Conversely, at the negative end of the scale I 
will select for the extreme category those items whose untruth seems to me 
to be important. But notice how slippery the words “applicability” or “im- 
portance” are. What actually happens is that I use my personal theories 
about the etiology of schizophrenia in the given family as my guide in the 
sorting of the cards; and the resulting arrangement will amount to a projec- 
tive protocol in which I am the experimental subject. 

We all know—Dr. Beck better than most of us—that a Rorschach protocol 
is data about the responding subject and his relationship to the tester. It is 
not data about the card to which the subject is responding. And, though the 
various cards give somewhat different results when many protocols are con- 
sidered statistically, it is still not possible to reconstruct the cards from the 
protocols. Something of the same kind applies to the results of a Q sort. The 
data so gathered are, I believe, in large measure a source of information re- 
garding the person who does the sort rather than information regarding what 
happens in the family. 

It is even possible that the person who does the sort might be able to say 
by this medium things which he or she would find it difficult to say more 
directly. We are not always fully conscious even of our scientific theories. 

In regard to Dr. Beck’s list of “source traits,” I am not very clear about 
the position which these abstractions occupy in the whole structure of hy- 
potheses or explanation. As I understand it, the list was prepared by experts 
and is not, therefore, related to the particular data of this study, but only to 
the wide past experience and skill of these experts. Moreover, it seems to me 
that in seeking concepts and vocabulary in this direction, Dr. Beck is going 
even further away from the premise which I regard as important, namely, the 
premise that we should always deal with transactional data and should con- 
Struct our theories to explain or describe the patterns of transaction. “Nur- 
turant," "rejecting," "attacking," "indifferent," etc., are adjectives for 
describing transactions between individuals. From a transactional point of 


rejection gives us very few clues to the patterns of the interchange. 


Urin : y by insisting that source traits never 
exist in isolation, and even that the adjectives we apply, “nurturant,” etc., 


; h ource traits happen to coexist with the 
one we are trying to describe. Be Bs ges 
sE 


This is brought out very vividly in Dr. Beck’s Environment 4. Here in a 
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constellation preponderantly composed of Q-sort items which are referred to 
unpleasant-sounding source traits—attacking, overprotecting, indifferent, 
inadequate, etc.—we encounter one Q-sort item, No. 47, which is assigned 
to Source Trait VII, ‘‘nurturant, warm.” Q-sort item No. 47 reads as follows: 
“Mother moves to child’s center of concern in effort to understand and deal 
with the child.” 

Now, if I had a mother who was so richly endowed with unpleasant-sound- 
ing source traits as these mothers seem to be, I would prefer that she did not 
move to my center of concern in order to understand and deal with me. After 
all, in time of war, every nation maintains an expensive intelligence service, 
whose function is to move to the enemy’s center of concern in order to under- 
stand and deal with them. In such a situation, vis-a-vis such a mother or 

- such parents, the schizophrenic child might understandably conceal his 
“center of concern” under every sort of camouflage and withdrawal, and he 
might be excused for wondering whether item 47 is really “nurturant and 
|o warm." 
| This, however, is precisely the point at which I begin to be excited by Dr. 
__ Beck's findings. The whole approach which we have been trying to develop 
in Palo Alto rests upon the assumption that the transactions involving the 
parents and the schizophrenic child are inseparably linked together as com- 
ments, affirmations, denials, qualifications, etc., of each other. As we see it, 
every transaction is a comment on other transactions, and it is the incon- 
sistencies in this network of qualifying comments that provide the ongoing 
double-bind experience. What is surprising to me is that working from data 
which are imperfectly transactional, Dr. Beck has been able to arrive at the 
description of an environment such that when we scan the whole of that 
description we begin to get some flavor of this inconsistent network of trans- 
actions. I have no doubt at all that the mothers in Environment 4 who ex- 
hibit item 47 label this trait as “loving,” either in actual words or in non- 
verbal signals. I am quite sure that the child is more than invited to follow 
_ the experts in classifying mother's attempted empathy as nurturant and 
warm; and that if he does not respond by exposing his “center of concern, 
he is made to feel that he is being a cad. Such maneuvers and their formal 
implications lead understandably to systems of behavior in which the child 
| must withdraw and conceal under a schizophrenic alias the fact that it is he 
who is withdrawing. h 
As I said, I feel both critical of the methods, and excited by the result, but 
Tam not a good enough mathematician to be able to judge whether such an 
atomistic approach to the data could be expected to lead to conclusions re- 
garding the total configuration within which the parts or atoms have their 
existence. In making up a setting for double-bind behavior out of the dis- 
crete bits of Environment 4, I have gone one step beyond what Dr. Beck's 
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data can tell us. I have assumed that mother exhibits item 47 preceding her 
acts of attack and coercion. Dr. Beck’s data do not give us any information 
about the sequence in which these items exist. But this much may be said— 
that the result of Dr. Beck’s study is to pose questions which are susceptible 
of investigation. This is perhaps as much as any scientist can hope to do. 


Henry S. Maas, Pu.D.:* The contributions of S. J. Beck’s research can 
best be appreciated when his study is seen in the perspective of prior in- 
quiries into the family life of schizophrenic patients. To obtain such a per- 
spective, I have selected a series of studies for review, two of them completed 
about a decade ago, all of them published in the journal Psychiatry, and have 
asked three questions about each of them: 1) What have we learned from 
the study? 2) What are the guiding concepts of the study? and 3) How do 
the investigators learn what they offer as results? Pursuing in inverse order 
the items in the subtitle of Beck's presentation, “Method, Concepts and 
Some Results," I found the review of these studies personally instructive, 
for it reminded me of, among other things, the power of concepts as guides 
to the observation of otherwise confusing human phenomena, as well as the 
way in which concepts can limit or blind otherwise perceptive observers. 

First is Trude Tietze's *A Study of Mothers of Schizophrenic Patients," 
published in 1949.1 In essence, she emerges with a picture of the mothers she 
interviewed as obsessive women, perfectionistic and sexually frigid, who were 
dominant over not only their passive husbands (only one patriarch in her 
group) but also their schizophrenic children and Dr. Tietze herself as their 
interviewer: “All of the mothers were fundamentally insecure people, who 
could feel relatively secure only if they could control the situation."? In her 
conclusions regarding the predominant pattern in this group of mothers, 
presented “with reluctance,” Tietze adds to the picture of their obsessiveness 
a verbally expressed, conspicuous or surmised “rejection of the schizo- 
phrenic child.” Rejection of close relationships is characteristic of the inter- 
personally remote obsessive person. 

The concepts used in Tietze's study are primarily personality variables 
drawn from the field of psychopathology—e.g., obsessiveness. Yet, toward 
the end of her report Tietze remarks: "Although conclusive evidence cannot 
be presented, it seems justifiable to assume that it is not the personality of 
the mother as such which is important but her particular relationship to the 
particular child. Another factor of importance may be the family constella- 


* Professor of Social Welfare, School of Social Welfare, University of California, 
1 Trude Tietze, 4 Study of 


* Op. cit., p. 57. 
3 Op. cit., p. 65. 


Berkeley. 
Mothers of Schizophrenic Patients, Psychiatry, 12: 55-65, 1949. 


DISCUSSION: HENRY S. MAAS 267 


tion in which the child finds himself.’ Thus, one sees Tietze struggling with 
an awareness of social or interpersonal factors in schizophrenia which she is 
apparently unable to study because she cannot conceptualize them. Though 
she refers generally to particular relationships and family constellations, she 
is obliged to present her findings in terms of a psychodiagnostic picture of 
perfectionistic and obsessive persons. 

Her research technique was one of interviews with the mothers, appropri- 
ate to her plan “to study the personality characteristics of the group of 
twenty-five women” who were the parents of 25 adult schizophrenic pa- 
tients. The patients, whom she must have assumed to be a homogeneous 
group psychodiagnostically, included 11 males and 14 females, 21 in a state 
hospital and 4 at a university clinic, with an age range of twenty years and 
almost as large a range for the duration of their illnesses—from 6 months to 
16 years. Occupational data on the fathers reveal a wide and ill-defined 
spread, from “‘nine professional men" to “four in manual labor.” From the 
mothers of this heterogeneous group, Tietze set out to discover a pattern of 
“the typical majority.” It is gratifying, a decade later, to find Beck recogniz- 
ing the potential relevance to his problem of such variables as the patients’ 
treatment facility and their social class and designing his study accordingly. 

A second study, by Reichard and Tillman—published a year after 
Tietze's—utilizes the concepts of parental rejection, overprotection (as a 
reaction formation), and “‘pseudo-love” (as opposed to “genuine love"). To 
the idea of a schizophrenogenic mother—obsessive in the Tietze study and 
either overtly or covertly rejecting in this second inquiry—is added a schizo- 
phrenogenic father who is “domineering and sadistic” and “overtly rejecting 
of the patient,” a tyrant who seems quite different from the passive male in 
Tietze's families.’ While noting Escalona’s observations on possible con- 
stitutional defect in the genesis of schizophrenia and the occurrence of early 
malnutrition in schizophrenic patients, Reichard and Tillman conclude, 
“Where parental rejection or overprotection is severe, it may account for the 
development of schizophrenia." Ostensibly, where they are less severe, neu- 
roses develop—for the authors had remarked that “the patterns of parent- 
child. relationships described above are also found in the history of neu- 
rotics, "^8 f 

The methodological advance claimed for the Reichard and Tillman study, 


‘ The writer adds: “Very little is known about the fathers of schizophrenic children. No systematic 
exploration of fathers was undertaken in connection with the present study." Op. cit., p. 64. 

* Suzanne Reichard and Carl Tillman, Patterns of Parent-Child Relationships in Schizophrenia, Psy- 
chiatry, 13: 247-257, 1950. 

* Op. cit., p. 258. 
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which derived its data from 13 of their own schizophrenic patients plus 66 
cases in the literature, is that the parent-child relationship was studied “from 
the patients’ point of view,"* (Under what circumstances are a schizophren- 
ic's productions social facts?) The writers’ entrapment in their therapeutic 
concepts, for purposes of their research, becomes apparent when they note 
that only 8 of their 13 cases could be classified in one of the three categories 
of rejecting mother, overprotecting mother, and sadistic, domineering father; 
in the 5 nonfitting cases, “Part of the lack of clarity . . . is due to failure to 
obtain sufficient material on the relationship to the parents.” Obvious! y the 
inadequacy of guiding concepts in clinical practice a decade ago for research 
on the family life of schizophrenic patients hampered these investigators in 
their work. They had but a potpourri of gross concepts for any systematic 
study of parent-child relationships and were forced to speak in terms of the 
degree or “severity” of parental rejection (which fortunately they did not 
struggle to operationalize) in their effort to distinguish between schizophren- 
ogenic and neurotogenic parents. A decade later, in Beck’s design, such dis- 
tinctions are subjected to systematic study. 

In 1957, Lidz and his colleagues at Yale published a paper on the relatively 
neglected father of the schizophrenic patient, admittedly at last a part of 
“the intrafamilial environment."!! The data are patterned into five different 
groups of fathers, and in this study, far more than in the two earlier ones, we 
begin to find descriptions, if not concepts, which are more nearly intrafamil- 
ial and interactional, related to what goes on among the members of the fam- 
ily as well as within them as persons. We are led to think more about familial 
sociodynamic situations in which schizophrenia arises and less about one or 
two persons who “produce” it in a third person. For the first time, the con- 
cept of social class is cited, though only as a kind of intervening variable, in 
the situations of the fathers in the third group." Underlying this change in 
approach to the study of the family is a somewhat different conceptualiza- 
tion of schizophrenia itself than the earlier writers expressed. The statemen t, 
“One cannot focus prematurely on a single explanation for all the cata- 
strophic defeats in living that are termed schizophrenia,” is followed by a 
primarily interpersonal interpretation of one element in the schizophrenic 
process: “The withdrawal of the schizophrenic is a ‘distance’ maneuver and 
is often singularly ineffective in gaining for the patient a closeness attained 
by regressive efforts. The classic onset is a withdrawal from the love objects 
he desperately needs, with consequent feelings of catastrophe and annihila- 


* Op. cit., p. 250, 
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The regression, in itself, is of a delusional nature in the schizophrenic 
"and is, by itself, an insufficient explanation," 
Lidz and his associates call this an intensive rather than an extensive 
"study, for it is limited to "fourteen fathers whom we have now studied and 
understand reasonably and thoroughly." There is no methodological ad- 
vance in the Yale study, but conceptually it pushes our sights and findings 
from, basically, a single pattern of obsessiveness, through a three-category 
breakdown in the Reichard and Tillman study, to a five-pattern and some- 
what more sociod ynamically determined field. 
A fourth report I shall refer to only briefly. It is the first of the studies un- 
equivocally to make relationships rather than individual psychodynamics 
- the focus of the inquiry. Wynne and his associates draw their data from the 
— study of only four families, but the power of their research lies in its con- 
__ cepts. One basis for their hypotheses is the statement that, by comparison 
— with other families, in the family of the schizophrenic “there is a difference in 
the rigidity in the family role structure . . . [which] may not be reshaped 
even in the face of such major characteristics as the sex, age, and degree of 
passivity or aggressiveness of the person." While we might translate this es- 
sentially social psychological observation into clinical terms, and see under- 
lying it both the obsessiveness of which Tietze talks and the rejection and 
denial of the child as a person found in the Reichard-Tillman study, we are 
here for the first time thinking about the family as a social system within 
which schizophrenic patients are born and reared. Wynne proposes that 
"characteristics of the acute reactive schizophrenic's personality structure 
are to a significant extent derived, by process of internalization, from char- 
acteristics of the family social organization."" In short, what the schizo- 
phrenic incorporates or responds to in these terms is not a single parent's 
Sickness but rather what goes on interactionally among persons in a static, 
depersonalizing, autonomy-denying social system. 
I have taken this route—a review of four studies—to my few comments 
about Beck's work because I believe it must be seen in the light of its re- 
search forebears. Among them we see the seeds but no equals to the kinds of 
results he has turned up in Environment 4, basically clusters of behaviors, 
interpreted as “source traits,” which identify only a population of poor de- 
- prived families of schizophrenic children. For the theory which guided the 
design of Beck’s research led the investigators to control for non-schizo- 
- phrenic-ness not only in the neurotic matrix but also in ostensibly healthy 
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families—and for cultural variants of the type merely alluded to by Lidz in a 
control for social class. Such controls are needed, as existing theory and re- 
lated research indicate, so long as we are studying behavior associated 
directly or indirectly with mental illness. “ . . . A given disease entity, such as 
schizophrenia, which, in our society, may result in a distinctive clinical pic- 
ture, can, in another society, show marked deviations from our textbook 
picture of schizophrenic behavior," writes Ralph Linton, citing the “relative 
accessibility to human relationships of even withdrawn and catatonic pa- 
tients" in Northern Brazil.^ The discriminating power of the social class 
concept in so much of the research on parent-child relationships and mental 
health clearly supports its use in studies like the present one. Only one very 
recent investigation that I know of—and to which I made no detailed refer- 
ence because its results were so inconclusive—approaches Beck's in the 
neatness of its conceptualization and research design; it too uses so-called 
neurotogenic parents as controls, Q-sort technique and factor or cluster 
analysis procedures.” But it does not approach in scope Beck's work. 

My questions about Beck's study concern its use of secondary concepts 
for the elaboration of basic findings—identification, Parsons' nodal growth 
points, and the device of quadrants for analyzing growth-promoting or -in- 
hibiting and pleasurable or painful behavior items. Are these concepts, be- 
latedly introduced for the analyses of data, which should have been used in 
the construction of the behavior-item Q-sort list, prepared for the gathering 
of data? Is this a findings-growth-promoting but researcher-painful bit of 
hindsight behavior? Moreover, I do not see how this operation on the fac- 
tored findings can correct for the problem which concerns me most about 
any behavior-item cluster analysis, a concern of Beck’s too, which he ex- 
presses as follows: "Any one behavior may have a different transactional 
effect in two different family settings, depending on the forces in the family 
as a whole. What a behavior can mean for any individual can only be known 
from the history of that individual together with that of his family.” 

The potential utility of this investigation’s final results lies in the struc- 
ture and content they should give to the vagueness of the spaces still sur- 
rounding schizophrenic patients. Family environment remains a nebulous 
term. For social workers who deal with parents in clinics, or help patients 
plan to return home from hospitals, or grope in public and private family 
agencies for a way to conceive of a family’s problems in terms which extend 
beyond the personal problems of the major agents in the family’s critical 
situations, research like Beck's promises important contributions. 

I am, in short, enthusiastic about this study. I respect thoughtful en- 
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and hard work; I am simultaneously overwhelmed with the difficulty 13 

: problem and impressed with how far Beck has surpassed his 
s; and I like what he is trying to do and wish him well. Finally, I 
ild be especially interested in the results of his pursuit of his social psy- 
ological crossroads questions on relationships between social mobility and 
sial status and schizophrenogenesis, and I hope he mines his rich data for — 
itever bears upon these as well as whatheconsiders his more basicquestions. a 
La. 


6 D. Harris, M.D.:* I wish to thank the Association for the oppor- 
of participating in the discussion of Dr. Beck's paper. 
First of all, I should like to indicate in what capacity I am speaking and 
what viewpoint. I have been asked to participate here because of my 
iences in investigating so-called normal children and their mothers. I 
no special experience with schizophrenics or their families. I propose in 
discussion to touch very briefly on Dr. Beck's material, methodology, 
data—and to dwell more at length on the conceptualizations he has em- < 
ed to interpret his data. Because most of my comments arise from the 
in which I was involved, it is necessary for this audience to have some 
à of that study. oe 
1949, a research team at the Institute for Juvenile Research, composed 
psychologist, a social worker and myself, decided to investigate the 

enomenon of normality in the latency period. The practical reason was to 
n a baseline so that we could better diagnose the extent of psychopath- . 
in the children and mothers we see at the clinic. With better diagnosis 
would be better able to decide what children would “outgrow” their 
bance manifestations and which children would require therapeutic 
"vention. 
our material we had 54 white children, 28 boys and 26 girls, ages 8 and 
whose teachers and principals considered them to be well enough adjusted a 

to require counseling or help. We also had the mothers of these children È: 
half of the fathers. The families were drawn from four different socio- — 
mic groups ranging from lower class to upper middle class. The 54 
ies represented the cooperative two-thirds of 81 families originally in- 
d to participate in this study. y 
the investigation took the form of an exploratory study. Instead of testing 
cit hypotheses about normality, we had our subjects undergo the sens 
Y of interviews and tests that our clinic subjects ordinarily undergo. 
‘oped then to have a means of comparing the entire normal sample with 


lati fer 
population sample. differ- 


E] 
A 


this point I might say that our material was obviously somewhat 
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ent from Dr. Beck’s. At the normal end of the spectrum, he deals with well 
families whereas we dealt primarily with well children and their mothers, 
He is comparing “normal” with “schizophrenic” families, whereas we com- 
pared “normal” with “neurotic” families. His well families came from the 
upper-middle class, ours from a wide socioeconomic range. 

As for methodology, the similarity between the two studies resides in the ` 
fact-finding, exploratory nature and in the attempt to make some conceptual 
sense of the data, items, and clusters. The differences in methodology are, I 
must admit, in Dr. Beck’s favor. His painstaking, step-by-step work, his 
care about controls and reliability—also characteristic of his previous valu- 
able contributions—compel my deep admiration. Although no one expects 
too much of a psychoanalyst in this regard, I wish to report that there are 
stirrings within us to emulate Dr. Beck. 

To go on with our study, the first results were essentially those derived 
from a comparison of the entire normal group with the clinic population 
sample. These results were very much like those reported by Dr. Beck. Just 
as he found favorable, growth-promoting parent-child interactions to be 
characteristic of well families and not characteristic of schizophrenic fami- 
lies, we found similar growth-promoting interactions to be characteristic of 
normal children and mothers and not characteristic of clinic children and 
their mothers. 

We chose, however, to go further than these first results. Of intriguing 
interest were the gradations of normality within this normal group, and the 
varieties of normality. I am bringing this up to indicate that Dr. Beck’s well 
families may not be a single entity, just as he found previously that schizo- 
phrenia was not a single entity. 

For example, we had three judges—teacher, psychiatrist and mother— 
make a three-point rating of the adjustment of the child respectively in the 
school, interview, and home environments. The judges did not always agree; 
a child might be home adjusted, but not school adjusted. We began to ap- 
preciate that normality had variety. As for gradations, the most normal of 
our so-called normal children were those to whom all three judges gave à. .— 
very good rating; the least normal were those to whom all three judges gave 
a fair rating. In between these groups on this continuum, were the average 
normal children. There was a higher incidence of growth-promoting parent- 
child relationships in the best of our normal children than in the worst of our 
normal children. 

Thus, the general theme emerging from Dr. Beck's study is almost identi- 
cal with that emerging from our study—namely, that there is a direct rela- 
tionship between the growth-promoting factor in the child's environment 
and the child's mental health. Dr. Beck intends, of course, in his future work 
to go beyond this corroboration of common-sense observation. His present 
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paper already gives indication that he wishes to become more specific about 
the types of family environment leading to mental health or to psychopath- 
ology. The paper, necessarily introductory in nature, cannot reveal all of 
Dr. Beck’s thinking regarding his future investigative steps. It is concerning 
these future steps that I wish to mention a few considerations—considera- 
tions which, I am sure, are well known to Dr. Beck. 

1. While it is true in general that the greater the pernicious family influ- 
ences, the more likely that there will be more psychopathology in the chil- 
dren, in particular cases this may not hold. We have seen that from the same 
pernicious parents there might arise a child with schizophrenia, another with 
inadequate character, another with psychoneurosis, and still another who is 
fairly normal. Dr. Beck is quite aware of this when he writes that there is an 
intervening variable, the child’s ego, which must be taken into account be- 
fore internalization of pernicious models can produce schizophrenia. 

There was a finding in our study which illustrates the difficulties en- 
countered in a simple application of the continuum concept, in a simple one- 
to-one relating of degree of pernicious stress to degree of psychopathology 
in the child. We were able to rate the mothers in our study as to whether they 
were lacking in dependability and understanding of the child. And in ac- 
cordance with the simple continuum concept, a trend was seen to the effect 
that the least normal of our normal children more frequently had mothers 
with these pernicious lacks, and the most normal less frequently had such 
mothers. But—and this is an important "but"—the effect of these perni- 
cious stresses was found to be dependent on the ordinal position of the child. 
This trend applied only to first-born—not to second- or third-born. In other 
words, with first-born, the greater the pernicious maternal influences, the 
greater the maladjustment. With non-first-born, there was no significant 
relationship between current pernicious maternal stresses and maladjust- 
ment in the child. In trying to explain this trend, we could speculate that the 
ego of the first-born reacts more sensitively to a pernicious stress. Or we 
could speculate that the current pernicious stress does not fully measure the 
actual stress inasmuch as past maternal insecurities with the first-born have 
not been taken into account. Whatever the explanation really is, these find- 
ings indicate, as I have said, the complexities involved in a simple stress- 
effect approach. 

2. Dr. Beck will be facing the question of whether it is an overdosage or a 
conflictual dosage of a pernicious family factor that is responsible for schizo- 
phrenia. To take, for example, father’s brutality, the choice is in thinking 
(a) that the greater the father’s brutality toward mother and child, the more 
likelihood of the child’s developing a severe emotional disturbance, approach- 
ing schizophrenia; or (b) that the more father's brutality exists, for example, 
in conflict with mother’s martyrish, overprotective overidentification with 
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the child, the more likely that there would be a severe emotional disturbance 
in the child. And if one wanted to consider further the psychopathogenesis 
from the identification viewpoint, the former situation would lead to a perni- 
cious identification with the aggressor, whereas the latter situation would 
lead to a pernicious internal conflict between father and mother images. 

The question then resolves itself into what is actually more damaging to 
the psyche—the exposure to a highly pernicious single stress, with its conse- 
quent pernicious identification, or the pernicious exposure to highly con- 
flictual and contradictory stresses with its consequent internalized conflict? 
I think most of the evidence points in the latter direction. While a pernicious 
stress leaves a definite imprint on the psyche, it does not necessarily lead to 
an intrapsychic dislocation. Ruth Benedict's Pacific Island people, who were 
chronically distrustful and aggressive toward each other, are a case in point. 
Although the resulting imprint may be unpalatable to us, there is no conflict 
about this in that culture—no conflict such as there may be in our own mid- 
dle class, which has the contradictory ethics of the brotherhood of man and 
aggressive competition. Another example would be the untouchables in 
India who although exposed to consistent social degradation are not the 
more susceptible to schizophrenia. 

On the other hand, what we have learned from the method of producing 
experimental neuroses in animals—that is, to introduce contradictory 
stresses—would support the importance of conflict. Also, the contradictory, 
double-bind situation in schizophrenia written about by Jackson, Bateson, 
and others would be supportive of this idea. Furthermore, Dr. Beck’s own 
valuable work on the Rorschach—where he has emphasized not so much the 
weight of one particularly suspicious response, but rather, the interrelation- 
ships of all responses—attests to his basic belief in the importance of qualita- 
tive configuration as opposed to mere quantitative aspects. 

In our study, the concept of conflict proved the most fruitful in under- 
standing the data. We noted the deleterious effect on the child when the 
mother was conflicted within herself, and when she was in conflict with the 
father. An example of the former was the mothers who though aspiring to be 
less managerial and controlling with their own children than had their own 
mothers been with them, were actually just as controlling, The child was 
faced with a contradiction. His mother wanted him to rebel so she could 
vicariously enjoy a rebellion against her own mother, yet she, out of identi- 
fication with her own mother, punished him for rebelling. The consequence 
was that the child developed a type of passive resistance; he rebelled and 
complied at the same time. When mother was in conflict with father as to 
how strictly the child should be reared, we noticed a different kind of super- 
ego defect in the child—that characterized by impulsive acting out. 

3. The last consideration I should like to mention briefly relates to the 


‘him? Dr. Beck approaches this question when he says that although “the 


therapeutic change is only in the individual." 

Findings in our study tend to support an observation made many years 
—ago by Anna Freud, and which, strangely enough, has not been pursued 
"intensively since. She stated in essence that children governed by fear of 

castration have considerable internalization and are best treated by psycho- 
| analysis (treatment of the individual), whereas children governed by fear 
over loss of love have less strong internalization, are more influenced by what 
_ goes on on the outside, and are best handled by changing the environment for 
the better. 

Our findings—too complicated to be presented here—suggest that children 
— (as well as mothers) differ in their susceptibility to being affected directly by 
- the environment. We found it helpful to postulate two very broad personality 

characteristics: the tendency toward permanence and the tendency toward 
- change. The optimum personality has both tendencies in balance—the first 
_ providing an inner continuity for the self; the second providing an adaptive 
- continuity with the environment. Imbalance in either direction would cause 
$ psychopathology. 


— already done. Although his future steps will encounter the mystifying ob- 
— stacles that have baffled all of us, I am sure we can expect as much enlighten- 
ment from him in the interplay of family stresses and the individual as we 
have already received from him regarding the Rorschach test. 


effects of the environment are critically real" yet “the ultimate locus of - 


| In conclusion, I feel Dr. Beck is to be congratulated on the work he has 


topic of internalization. The basic question is, How much is the child influ- 
enced by his internalization, and how much by what is going on outside of 
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HE inpatient psychiatric treatment of mental illness in the adolescent 

has presented numerous serious difficulties in those few mental hos- 
pitals that have attempted to deal with the problem on a relatively large 
scale. The all too few good recognized institutions that offer such treatment 
have experienced especially trying problems when these children have been 
hospitalized as a homogeneous and segregated group. 

At the Institute for Psychosomatic and Psychiatric Research and Train- 
ing of the Michael Reese Hospital Medical Center, an 80-bed general psy- 
chiatric hospital, it was noted that the adolescent population had been aver- 
aging between 8 per cent and 18 per cent of the total patient load. It had 
been recognized that these children presented specific challenging problems 
insofar as programming and general care were concerned. Because the ado- 
lescents were distributed among the five autonomous adult units that com- 
prised the living quarters of the carefully classified patient population, it was 
felt that we were presented with an unusual opportunity to organize a spe- 
cial adolescent care service offering individual psychotherapy, schooling, an 
occupational and recreational program designed to meet their special needs, 
and modified group therapy. What made the therapeutic milieu unique was 
the ever-present background of adult patients. 

The children under treatment had been hospitalized for every type of 
mental disorder ranging from severe maladjustment through serious delin- 
quency and schizophrenia. 

We shall describe our experiences in developing a smoothly functioning 
program of adolescent care. The various obstacles are detailed and the spe- 
cial advantages, of which there are many, are spelled out. Among our most 
interesting observations were the dynamic reactions in children and adults 
to one another, responses often extremely valuable in furthering the individ- 
ual psychotherapy which everyone was receiving. 

There is no doubt in anyone's mind that a serious shortage of hospital 
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facilities for the care of the mentally ill adolescent exists. It is hoped that 
our experience will aid in stimulating the development of similar programs 
in other hospitals unable to afford the expensive outlay that is necessary to 
construct special units for the care of hospitalized adolescents, and to supply 
the skilled and trained specialist staff that must operate such units. 

It is our impression that the dilution and careful distribution of the ado- 
lescent hospital population in the adult hospital milieu presents distinct 
benefits to everyone as long as a dynamically oriented multidisciplined team 
is constantly aware of the group and individual reactions, and is meeting 
regularly to better understand and prescribe. 

With the rapidly increasing numbers of psychiatric sections that are being 
established in general hospitals, we believe that our experience may be of 
value by furnishing some type of model for those psychiatric departments 
that are able to accept and manage the adolescent child who requires hos- 
pitalization and psychotherapy. 

In the elaboration of our adolescent program, we were aware of the im- 
practicality, as well as the undesirability of establishing a unit exclusively 
devoted to adolescents. We felt that the disadvantage of broken communica- 
tion was outweighed by the advantage of utilizing the total hospital, with 
its variously graded units and facilities. The problems presented were mani- 
fold and involved the education and support of all personnel in the manage- 
ment of the adolescent in conflict. Only through the establishment of a 
committee with responsibility, an ever-operating catalyst, could we have 
worked out methods of dealing with the typical resentment that this type of 
child arouses. 

The committee consists of the heads of the psychiatric supervisory staff, 
a chief and assistant residents, the head nurse on each of the hospital units, 
the psychologist, the social worker, the occupational and recreational thera- 
pists, and the schoolteacher. These people met regularly once a week with 
other hospital personnel and were available to, and in contact with, all who 
were dealing with adolescent patients. The latter were distributed on the 
various hospital units according to their degree of ego organization and their 
behavior. Occasionally when it was felt to be therapeutic, the particular 
need of a child for another, or for a specific kind of adult relationship was 
a consideration in unit placement. 3 

We feel that our patients have gained a great deal from the need to adjust 
on adult units. They have had opportunities to identify with some fairly 
adequate adult patients in addition to the individual and ancillary thera- 
pists, and are frequently able to work out some of their conflicts by dealing 
with transference reactions to others on the unit. We have also noted that 
when the adolescent population becomes too large, "gang" mechanisms 
emerge and begin to operate, with strong reinforcement of acting-out im- 
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pulses. This common problem among adolescents was another important 
deciding factor in our reluctance to even try to establish an exclusive treat- 
ment unit. Our experiences with a large group of delinquent boys in 1954 
(1), and with a similar group of girls in 1956, furnished us with convincing 
arguments along these lines. The experience of other institutions also bears 
out this view. 

Children in psychotherapy seem to do better when they are in a milieu 
closely resembling the family structure. They react to such relationships 
with the impact of their own neurotic problems and unresolved dependency 
needs. At the same time they need the peer group’s contact and support, as 
well as an opportunity to work out their psychosexual and status problems. 
Utilizing the combination of a definite adolescent program, with which the 
children can identify, and the resources of a modern well-equipped hospital, 
we have been able to establish a working therapeutic milieu. 

Many problems of a specific nature had existed prior to the establishment 
of the formal and structured program, and an officially accepted adolescent 
care service. 

The haphazard, more or less disorganized preprogram period was char- 
acterized by an absence of a group or structure to which the adolescent could 
relate and after which he could model his behavior. Vague unit standards, 
often adhered to most inconsistently, had merely provided stimulation to 
act out, rather than controls for most of the children. Few attempts had 
been made to effect dynamic placement of the adolescent with an eye toward 
effecting specific identification goals. Giving the child special responsibilities 
had not been attempted on a large scale, and there was a lack of reality- 
testing opportunities regarding role playing and behavior in connection with 
the total hospital setup. The latter was regarded by the child only with suspi- 
cion and hostility, and provocative, acting-out, rebellious and even destruc- 
tive behavior was the rule, rather than a truly positive identification. Fortu- 
nately, warm individual relationships often seemed to result in some loving 
regard for the Institute, occasionally manifested by postdischarge visits to 
an ambivalently regarded Alma Mater. 

Staff reactions had been inconsistent, frequently retaliative, and nondy- 
namic. Sporadic unstructured occupational therapy activities had often 
resulted in withdrawal and isolation. Long vacuumlike periods during the 
day had contributed to restless, rebellious scheming and acting-out. The 
lobby had become the street-corner meeting place utilized for scoptophilic 
and exhibitionistic expression. 

Even when antisocial acting-out had been curbed, self-destructive, self- 
mutilating and tantrumlike behavior constituted dramatic evidence of the 
great underlying plea for understanding, love, contact and strength. 

When both of these forms of behavior were not always recognized or fore- 
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seen, there was a tendency on the part of personnel to regard the children as 
bad and irresponsible—not really sick. Frequently, desperate attempts were 
made to force them into impossible adult behavioral patterns, maneuvers 
which resulted only in feelings of frustration, rage and guilt, as well as reac- 
tions of violence or immobility in the child. 


THE STRUCTURED PROGRAM AND Its EFFECT ON THE INSTITUTION 


In the development of our structured program, we found it necessary to 
consider both individual and group needs. We attempted to remedy all of the 
problems just enumerated. 

Since the setting for the group is a general psychiatric hospital with an 
over-all administrative staff, the problems of responsibility for decisions can 
be difficult. When a program such as ours, however, exists without responsi- 
bility for decisions concerning its execution, it can lead only to chaos and 
confusion. The first step was the organization of an adolescent service paral- 
leling the adult, and responsible for all children through the age of 18. Within 
its framework the program was organized; obviously some of the children 
could not participate because of their mental status at the time. 

Provisions were made for great flexibility in order to permit management 
of the sickest children, not a part of the formal program although still on the 
adolescent service. While the program does not have to be responsible for the 
most disturbed children, the latter can be supervised and prepared for ulti- 
mate participation in the program by designated individual members of our 
own adolescent care staff. This plan tends to keep the general hospital staff 
from constantly identifying the program with the more destructive patients, 
and also tends to accord a certain prestige to those children who are capable 
of functioning adequately. 

The dual programming has allowed the adolescent service to assume long- 
term responsibility for the children, something that might have been impos- 
sible if all adolescents had been in the program automatically. f 

The chief purpose of these arrangements has been to minimize the impact 
of the adolescents upon the adult hospital population, while keeping most of 
the personnel in the position of feeling responsible for handling specific ado- 
lescent problems. Anxiety is correspondingly reduced, and patient manage- 
ment tends to be less tainted by retaliative hostility stemming from fear of 
the adolescent's aggression. 

We should like now to outline the program. To begin with, each potential 
adolescent service patient is carefully screened by the Adolescent Care Com- 
mittee. Parenthetically, we may add that today we are screening private 
patients also in order to be careful to admit only those children who will not 
jeopardize the precarious equilibrium of the group. Only those service cases 
are admitted that seem to present a fairly realistic goal of therapeutic suc- 
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cess that can be achieved hopefully within six to eight months; a respo 
placement agency must be committed to the total planning wherever ulti- 
mate placement is deemed unavoidable; collaborative parent-child psyche 

therapy is visualized wherever possible. 

Shortly after the usual admission routine has been completed, and proper: 
unit placement achieved, the child’s ability to take part in schooling, formal 
or informal, is ascertained. When officially enrolled in our approved Board of. 
Education school program after careful appraisal by our teacher and the 
chief resident of the service, the child attends school three mornings per 
week, and receives credit for gymnasium and crafts on a fourth. 

Three afternoons a week are devoted to adolescent group recreational 
activities, including trips, educational and otherwise. The adolescents plan 
these activities the week before and are expected to participate fully. 

Four afternoons per week are devoted to informal occupational therapy: 
activities. A child psychologist conducts weekly discussions with the group, 
employing educational movies, and the assistant chief resident leads infor. 
mal group discussions designed to lead to the evolution of greater self-re- 
sponsible patient-government. 

The standard program embodies among other things conformity to spe- 
cific bedtimes. Within the structured program there is room for considerable | 
autonomy and flexibility; the compulsory aspect, however, implies full par- 
ticipation. Where such participation is impossible, special psychiatric orders. 
must be written to govern further hospital management. 

So far as ancillary therapy is concerned, it is obvious that the occupational 
therapy and recreational personnel play key roles, although all of the disci- 
plines participate as ancillary therapists. It is understood that each child has 
his individual psychotherapist who sees him daily. k 

The need for a total dynamic therapeutic program including interpersonni 
communication has been our goal; it has been our impression that the ado- 
lescent care program has aided in stimulating this kind of continuing develop- 
ment, extending in turn to all hospital patients, with benefits for everyone. 


CLINICAL OBSERVATIONS 


We shall now discuss the clinical problems that arose with the creation of 
this program in terms of three broad areas of interaction: the adolescent pa- 
tients, the nursing staff, and the resident and attending psychiatric staff. 

In spite of the obvious need for more constructive activities and better 
organization and planning than that which had set the pattern of the ado- 
lescent S hospital stay prior to the program, the adolescent automatica 
viewed the new activities with distrust and suspicion. The compulsory aspe 
in particular was highly suspect. The group applied social pressure to any 
member who admitted that he enjoyed the expanding program of recrea 
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tional and field trip activities. Their attitude seemed to be, “You can force 
us to go—but you can’t force us to enjoy ourselves.” Through utilizing this 
face-saving rationalization, however, the group could permit participation 
even more widely in the planned activities. Why was the initial attitude so 
negative and hostile in the face of apparent need? It seemed we had en- 
countered the disturbed adolescent’s pervasive suspicions of plans initiated 
by the hostile adult world. To admit that the program with its diversity of 
activities was worth while would have been irreconcilable with their views 
that all authoritarian figures must be punitive and depriving. 

Fritz Redl (3) discusses the underlying dynamics of similar in-group 
identifications in gang formations. The group members help one another 
present a common front against all constructive activities emanating from 
the adult world—a defense against their individual passive, dependent, re- 
ceptive needs. By utilizing the group code to sanction antisocial activities 
that would be too guilt provoking for the individual alone, they achieve 
secondary gratification. The leaders of our adolescent group desperately 
attempted to maintain this united front, but since our group was constantly 
changing and consisted of patients with varying psychopathology and back- 
grounds, it was not cohesive and the initial resistance was soon dissipated. 

Long after the program had been well received by the adolescents, there 
were frequent protests against the element of compulsion. They would over- 
look the fact that the only requirement was self-planning of activities and 
subsequent participation. Their protests were out of all proportion to the 
actual coercion and could be best understood in terms of fear of submission 
to any strong authority. The masculine protest was designed to deny the 
stirred-up latent homosexuality that the prospect of submission stimulated. 
We respected their resistance and helped decrease the tension of the conflict 
by making the hospital the impersonal authority that insisted on their active 
participation in the program. The children then seemed aware of the fact 
that the hospital was interested and had invested in the adolescent; at the 
same time we avoided the creation of a single powerful authoritarian figure 
that might threaten the group and serve as an object of hate and attack. This 
hospital position in support of the program was accepted as an integral part 
of hospitalization by newly admitted adolescents. 

We noted that the adolescent who had been in the hospital even prior to 
the establishment of the program had accepted and integrated most of the 
program while transferring and displacing his antagonisms to more newly 
introduced activities. As we gradually progressed from school three mornings 
a week, without any other structured activity, to an afternoon activity pro- 
gram several days a week, a fourth morning school class of gymnasium and 
crafts, and finally, movie discussion groups and general meetings with the 
psychiatric resident, we had to be flexible and clinically attuned to the sub- 
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jective feelings of the adolescent group, in evaluating correct timing and how 
much of the newer aspects of the program could be tolerated. 
There seemed to be a clear need to have a dynamic momentum to the pro- 
gram in terms of continually broadening its structure, while assessing group 
tolerance. Each addition produced a mild storm of protest from the group, 
but acting out in other areas decreased. This phenomenon is exemplified by 
the school situation; there was considerable resistance to attendance at the 
outset, with horseplay, acting out, and refusal to study. At present, acting 
out in school is the exception rather than the rule, and when it occurs it is 
usually secondary to a current disturbance in some other area of the adoles- 
cent’s daily life. 
At times when the group was particularly disturbed and vehement in its 
objections to a particular aspect of the program we found it advisable to re- 
evaluate it. For instance, there was a period when the group was functioning 
well but objecting to movie discussion groups. The adolescents were clearly 
seeking some face-saving way to deny total acceptance of the program at 
that time. When we made the movies optional, several of the group stayed 
away for a few weeks and then voluntarily returned. 
At this point we should like to comment on the adolescent's interactions 
on the unit at those times when he was not involved in the structured pro- 
gram. The relationships that the adolescent would establish with adult pa- 
tients and his response to a familylike environment which existed by virtue 
of his living intimately with older patients were often highly beneficial and 
therapeutic and could not be obtained in the setting of an isolated adolescent 
unit. Early in therapy these ongoing interactions could be discussed more 
readily than the universal earlier traumatic parental relationships. Often 
these discussions became the first meeting ground of therapist and patient, 
leading later to a more facile facing on the latter's part of the uniqueness of 
his behavior and needs. In addition, the therapist, aware of these significant 
adult and peer relationships, could more fully understand and interpret 
their effect upon the patient. 
We are indebted to Dr. Sarah Polka, staff psychologist, for the following 
clinical observations and evaluations. She concurrently tested the adolescents 


and adults to be discussed, and much of the data was offered spontaneously 
by both parties. 


Mary was 15 when she came to the hospital, willfully mute and negativistic. She had 
been seriously traumatized in a background of constant maternal deprivation and rejec- 
tion, Mary’s primary process thinking was easily accessible and she would slip in and 
out of a psychotic frame of reference. She had only partial ego control and was engaged 
in semiplayful testing of her autistic thinking before giving it up and relating to objects. 
Dr. Polka was asked to utilize her contact via psychological testing as a means of devel- 
oping a relationship which later could be transferred by Mary to her male therapist, 
with whom she was still mute. After one week she came out of her shell on the unit but 
would only relate to the nursing staff through provocative, angry interchanges. She 


FALSTEIN, FEINSTEIN AND COHEN 283 


would maneuver the nursing staff into forcibly carrying her to her room, thereby masoch- l^ 
istically gratifying her need for physical contact. — 

Her roommate, Mrs. A, was a 30-year-old borderline patient whose main conflict 
involved stormy attempts to control primitive rage. Her defenses were very brittle; her 
hospitalization had been characterized by numerous angry episodic outbursts with the 
uncontrollability of severe temper tantrums, but she was now almost ready for dis- 
charge. The two patients related to each other positively and intuitively from the out- 
set, long before any relationship had developed with the staff. The first breakthrough : 
of emotional reaching out for another person that Mary experienced while in the hospi- 
tal was with Mrs, A. Mary had been confiding in her and discussing more realistically 
her feelings of frustration and abandonment by her mother. Mrs. A simultaneously was 
working through her feelings of anticipated abandonment as her discharge date ap- 
proached. She keenly empathized with Mary and turned to her with outstretched arms. 
Mary responded with her first spontaneous demonstration of affect, rushed to Mrs. A, 
wept, clung to her and accepted her warmth and reassurances. In this fortuitous instance, 
Mrs. A was so in tune with Mary's needs and her desperate feelings of loneliness and 
rage that she could intuitively provide the proper understanding and support. The 
dramatic impact of experiencing her roommate's acceptance enabled Mary to accelerate 
her progress in reaching out for others and to free herself from the restrictive and defen- 
sive wall provided by her provocativeness. Subsequently, Mary entered a more positive 
phase in her relationship to her therapist. 


Another example of a relationship that was beneficial to both patients was 
that between Joan and her roommate, Mrs. B. 


Joan had experienced a symbiotic and smothering relationship with her mother, FR 
who had literally been an alter ego for her. She felt lost and confused away from the 
mother and her problems with her seductive father combined to make it difficult for 
her to relate to her male therapist. Her roommate was an older married woman who had 
been hospitalized for a depressive reaction subsequent to the marriage and departure of 
her younger daughter. Her entire self concept had been predicated upon being a wife 
and particularly a hovering mother. She had reacted to the departure of her children as 
though she had lost part of her ego. She was rootless, aimless, and constantly ruminat- 
ing: “What shall I do with myself?” 

Joan and Mrs. B were immediately drawn to each other, and formed a close mother- 
daughter relationship. Within a day Joan’s roommate was chiding her about her clothes 
and appearance and was helping her schedule and organize her day. Joan responded 
immediately and positively and was significantly less anxious. It seemed that the 

overing protectiveness she experienced in her relationship to Mrs. B served as a 

buffer that enabled her to feel less threatened by the need to relate to her therapist. : 
(Parenthetically, we should like to say that we are well aware that this type of woman 
Would have been disastrous for another child with other problems.) Gradually as 
Joan’s relationship with the therapist was strengthened, he found it easier to direct her 
Attention to the self-destructive aspects of her relationship to both her mother and Mrs. 
B. This working-through, when fully understood, enabled Joan to wean herself from Mrs. 
B. She was moved to another room and eventually to another Unit. 


We shall now consider some of the major management problems that the 
treatment of the adolescent patients presented to our nursing staff. Our hos- 
Pital is both structured and differentiated in its nursing units on the basis of 
the individual patient's ability to monitor his behavior and to interact favor- 
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plements his working through the underlying dynamic problems, a plan that 
was adopted with Joe. It resulted in considerable improvement over a period 
of time; eventually, however, the boy had to be transferred to the maximum 
security unit, when his behavior taxed the staff beyond their limits. 

We may now examine the question of how long the staff can tolerate con- 
tinued interaction with a provocative patient. Upon the answer to this 
crucial question will hinge the hospital’s ability to handle various types of 
patients whose needs demand this very approach. In the adolescent com- 
mittee meetings we have repeatedly observed that unless staff members have 
ample opportunity to fully ventilate, discuss and understand the hostility 
aroused by a provocative patient they will tend to overreact to a particular 
incident, as illustrated by the following: 


Ed, 15, was continually inciting the other adolescents to provoke the staff and to 
act out against one another. He managed to maintain an air of innocence although it 
was clear to all that he had played a major role in maintaining the high degree of tension 
on the unit. One day, after having been suspected of promoting a fight among the 
adolescent girls, he teased the nurse by prancing by her with a knowing smile, inquiring 
innocently whether anything was wrong. She responded by summarily ordering him to 
his room. When he protested that this treatment was unjust, and was disregarded, he 
became increasingly upset and two hours later had to be transferred from the unit. 


Unfortunately, only too often the expressions of hostility are communi- 
cated indirectly and informally, with no resolution of tension and no con- 
structive approach to the problem. It would follow in dealing with such a 
patient that the therapist must be available for repeated discussions and 
conferences. 

Some of the staf's tolerance for provocative behavior was limited to the 
extent that they focused on immediate behavioral responses instead of the 
shifts that are gradual and more difficult to distinguish, occurring while the 
patient continues to determine the advisability of giving up his old patterns. 
In a survey that Dr. Polka and one of us (W.P.C.) conducted among the 
nursing staff, a majority indicated that they enjoyed having adolescents on 
their units because they added spark, youth and spontaneity to the unit 
atmosphere. The nurses personally enjoyed interactions with the adolescents 
on this level. The acting-out adolescent, however, was received with strong 
misgivings and many nurses initially evidenced no desire to work with this 
group. As we gradually have become more familiar with the adolescent and 
all of his moods and reactions, our staff has been increasingly able to accept 
him. Careful discussions of each adolescent in our weekly meetings often 
enabled us to anticipate and avoid situations that formerly led to acting out. 
As certain problem areas were worked through, the adolescent often con- 
tinued the provocative behavior for the secondary gain of increased atten- 
tion and contact from the staff. It was crucial, therefore, to re-evaluate pe- 
riodically the patient's Progress and to review the management program. 
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‘Transferring a patient at a crucial phase of his neurotic conflict may re- 
solve the acute situation on the unit but may hinder the patient's ability to 
view the full implications of his behavior and to achieve maximum insight 


by working through the period of stress. 
— — This ideal method of utilizing the full facilities of unit and staff, with the 
= guidance of the therapist, in order to work through the neurotic behavioral 
— problems of the adolescent can only be visualized at this time. Realistic 
limitations such as shortage of personnel, saturation points regarding toler- 
ance of certain behavior, the need to consider the well-being of the other 
~ patients and the demand for efficiency in running the unit must be evaluated 
- and respected. If the therapist ignores these factors and fails to work within 
_ this framework he cannot expect the staff to cooperate with him in dealing 
© With the increased demands made by his patient. 
| With the gradual resolution of the extreme position taken by both schools 
— of thought and a shift toward a more understandable interaction with the 
| patient, a new type of clinical problem emerged; for with the creation of 
— more stability on the unit and with the adolescent's longer stay on a particu- 
- lar unit, we were presented with a situation in which various transference 
_ reactions developed and were acted out. 


Mary's reactions during the initial phase of hospitalization have been described; 
her later response was characterized by her forming intense dependent relationships 
with female figures on the staff, calling them *mommie," and wanting tobeconstantly at 
their side. She usually diluted the intensity of any one relationship by relating positively 
to several student nurses, aides and graduate nurses simultaneously. At the same time 
she reacted negatively to other female authoritarian figures, ignoring, avoiding and dis- 
paraging them. Her selection of nurses for either category was highly subjective and 
and was not entirely related to the nurse's investment in and willingness to work with 
her. We felt that because of her early devastating traumatic relationships with her own 
mother and subsequent need to deny the rejection, Mary could not reconcile her image 
of a good and bad mother within one person and consequently split these internal images 
and projected them upon various members of the staff. While the transference situation 
Was at a low intensity it could be utilized constructively by the good "mother-nurse" 
who was building a firmer positive relationship and affording much support to the patient. 

A serious complication occurred when Mary was on a smaller unit, with less oppor- 
tunity to form the many multiple staff relationships. At about that time, she suffered 
another serious rejection by her actual mother, and at the same time was faced with 
the possibility of having to return to her home. She immediately intensified her depend- 
ence on the one nurse she had chosen as the good mother and markedly increased her 
Provocativeness with the remainder of the staff. The other nurses reacted to the unjusti- 
fied provocation by withdrawal from both Mary and the staff nurse whom she had 
selected as the sole person on the unit to whom she could relate. As Mary’s needs intensi- 
— fied to reach a near psychotic degree, she exhibited increasingly regressive demands on 
the one nurse, who in turn felt more and more threatened as she was obliged to bear the 
total brunt of the demanding assault, while feeling deprived of the support of other unit 
Personnel. Since the unit was not functioning as a consistent team, the child's pre- 
Cipitous regression could not be controlled and she had to be transferred to a more secure 
unit. In reviewing this problem with the unit staff, we became aware once more of the 
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importance of closely supervising the negative as well as the positive relationships estab- 
lished by the patient and integrating these observations into a consistent therapeutic 
regime, 


Another transference problem that was regularly evoked among the ado- 
lescent girls with similar backgrounds of extreme maternal deprivation was 
an intolerably intense, hostile competitive rivalry for sole possession of the 
staff members who represented maternal figures. Each adolescent tried to 
cope with the frustration and rage provoked by the “sibling rivalry" accord- 
ing to her own well-established pattern, and often the patient was unaware 
of her jealousy and unable to understand the urge to be provocative and 
destructive. 

As we studied Mary's behavior more carefully we recognized that one of the key 
problems contributing to the transference psychosis was her interaction with peers on 
the unit, Ellen could not verbalize her need for mothering contact as well as Mary and 
would repetitiously engage in self-destructive behavior that would eventually bring 
about transfer to a more secure unit. Coincidentally, Mary might express some guilt 
but her behavior would markedly improve. When Ellen returned to the unit, the staff, 
guilty about her transfer, would provide extra contact; at the same time Mary invariably 
became depressed, mute and withdrawn. 

The second time that Ellen returned, Mary said, “I can't take any more of her... 
one of us will have to go. There is not enough attention for me." She became provoca- 
tive, but her tendency to withdraw and to somatize kept her behavior within unit limits 
so that eventually, with the others transferred, she was the sole adolescent on the unit. 


As we discuss the reactions of the individual therapists of the adolescents 
and those of the resident staff to the program, we face once again the crucial 
question raised by the paper: Can acting-out and difficult management prob- 
lem cases be successfully treated within our existing hospital structure? It is 
our belief and our experience that they can, but it takes a more flexible ap- 
proach with much greater attention to the significant interrelationships 
formed with all members of the personnel. Since the time required for ade- 
quate and ongoing communication and supervision of the staff would be 
prohibitive, the Adolescent Care Committee and its psychiatric resident 
members are available to collaborate and deal with management problems. 

„The adolescents are the only patient group in the hospital whose thera- 
pists are asked to collaborate with an advisory committee (other than the 
unit administration) in the management of and long-range planning for their 
patients. Yet the attending staff treating adolescents rapidly accepted the 
program and fully supported it. Paradoxically, some of the therapists whose 
patients obtained maximal benefit from the program were resistant in com- 
municating with the committee in addition to the unit staff, but over-all 
relationships with the attending staff were excellent and unattended by 
serious problems. 


The situation was quite different initially with respect to the psychiatric 
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resident staff, which resented the intrusion into their domain of unit man- 
agement, even in an advisory capacity, of fellow residents associated with 
the committee. Frequently, management policies carefully worked out by 
the committee and nursing staff and endorsed by the therapist were ignored 
and disregarded by the unit resident. Szurek (5), in discussing nuances of 
staff relationships in reference to status, describes how the personal and pro- 
fessional relationships among the staff not only affected their work with a 
particular patient, but the nature and quality of their collaboration with 
fellow staff members. The peak of our breakdown of communication oc- 
curred at a time when new hospital residents became coordinators of the in- 
patient units; for a period of several months, although there were innumer- 
able management problems, they resisted consultation. This problem ap- 
pears to have been resolved favorably quite recently, with many of the unit 
coordinators participating more actively in committee meetings. 

Another problem still current is the difficulty in formulating a consistent 
management policy for provocative patients among 17 different residents 
who rotate in taking night calls and who have full responsibility for handling 
a variety of clinical situations and emergencies. 

There is considerable variance in the individual approach, tolerance and 
method of handling management problems. This was clearly seen in the 
different reactions of the residency staff to several adolescents who acted out 
via self-mutilative behavior. Here too, conflicting viewpoints divided the 
resident group into two factions, each adopting equally extreme positions of 
being either overly permissive or overly controlling. When the resident who 
was identified with one approach was on duty he would try to “undo the 
damage” created by the decisions made by the resident on duty the previous 
night. Until this issue was openly faced in a special hospital-wide conference 
on self-mutilative behavior there was no attempt at reconciliation between 
the two camps. The fact that it took a hospital-wide conference to cope with 
this problem serves to emphasize the fact that these demanding and pro- 
vocative patients constitute a general hospital problem rather than a simple 
management problem for the individual unit or therapist. One of the major 
goals of the Adolescent Care Committee has been to achieve a broad con- 
sensus among the entire hospital staff regarding workable management pro- 
grams for these problem patients. 


Discussion 


We have presented a description of an integrated adolescent care program, 
with particular emphasis on clinical observations. We have not attempted to 
amplify detailedly on some of the interesting extra-adolescent phenomena, 
such as the response of some of the adults to the children and the frequent 
development on their part of a kind of mutual regard as a new species of 
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peers. We have been unable as yet to pursue the fascinating study of a plan 
to match adolescents and adults in the development of a total group pro- 
gram. 

All of our adolescent patients had not been able to identify with healthy 
peer groups in the community and had not worked through their status and 
dependency conflicts. The schizoid children had been isolated and the acting- 
out group had related only on a level that had reinforced aggressive impulses. 
The establishment of a structured group that gave them a chance to feel 
accepted, more responsible and important, and at the same time minimally 
threatened, was our goal. Those that are in the program are subject to rules 
at some variance with those of the adult services, and enforced school at- 
tendance has been a positive factor in the structuring of the more formed 
group. There was much anxiety from the staff around establishing the group 
within the larger hospital population with different rules, for fear there 
would be constant rebellion. There has been a minimum of difficulty, how- 
ever, since the rules were fairly sensible and realistic for the teen-ager. The 
special attention, the structured program, and the needs of the adolescents 
to defend themselves against anxiety by forming a loose gang, have all been 
utilized to establish a group with which the children are usually happy to 
identify; and elevating this usually depreciated group to one that is im- 
portant has had a positive constructive effect on patients and staff. 

We now have had two years of experience in organizing the adolescent 
group and coordinating experiences with the people whose major interest 
and effort have created a working program. Our experience has demon- 
strated that acting-out and difficult management problem cases can be suc- 
cessfully treated within our existing hospital structure; yet a more flexible 
approach with much greater attention to the specific interrelationships 
formed with various members of the personnel is necessary. Since the time 
required for adequate and ongoing communication and supervision of staff 
would be prohibitive for any single therapist, the Adolescent Care Commit- 
tee and the psychiatric resident members are available to collaborate and 
deal with management problems. With the current resources available, we 
feel the maximum group that can be adequately handled is about 12 children. 
This must be a balanced group from the diagnostic point of view, so that 
there are not too many acting-out disorders. 

As the children integrate and are able to participate in the full program; 
our tendency has been to give them more freedom and more responsibility. 
In their regular group meetings they are encouraged to express their feelings 
and ideas for furthering the activities by planning social events and field 
trips. We are working toward the idea of some form of patient government 
to enhance their feeling of belonging and to provide ample opportunities for 
constructive activities. The impact of this group has been a stimulating one 


ults' program in response to a spontaneous demand from those patie 
old to participate in the adolescent program (18-23 years of age). 
e main problem in every program is that of communication. The use of | 
s weekly meeting of the adolescent service has been the cornerstone of the — 
pt to solve this problem. Here the entire staff who work with children 
to discuss problems on the service, screen new admissions, staff difficult 
ents and discuss academic concepts and plans for the future. In addition, 
‘assigned residents visit the unit, discuss our recommendations with 
es and staff, and attempt to disseminate whatever we have been unable 
unicate at the meetings. i 
nce every child is undergoing intensive psychotherapy, our main purpose 
mgh the program is to give the patient a positive meaningful life situa- 
| with which to identify so that work in achieving insight into his con- 
s facilitated. The role of the parent is a crucial one and our future plans 
ve the setting up of a collaborative treatment program to better pre- 


residential center where the integrative process begun here may be con- 
~ We feel our experiences indicate that the treatment of adolescents can be 
tively carried out in a general psychiatric hospital offering a thorough 
erstanding of the special needs of adolescents, with provision for school 
work facilities, and the training, supervision and support of the staff in 
tact with the children. With the flexible but structured situation we have 
blished, the children for the first time begin to feel worthy and wanted. 
their self-esteem grows, the attainment of increasing inner strength and. 


le program is designed to promote. 
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HE electroencephalogram (EEG) is a recording of the potentials de- 

rived from the brain, using electrodes secured to the scalp. From its 
earliest discovery (1929) there have been many speculative approaches to 
the correlation of these brain phenomena and behavior. The EEG, for pur- 
poses of simplicity, has been broken down into four frequency bands: alpha, 
beta, delta and theta, Alpha, in the waking adult, is defined as composed of 
frequencies from 8 to 13 per second; beta is, collectively, all activity above 
this frequency; delta includes slow rhythms from less than 1 to 31 per second; 
and theta drops in between delta and alpha. While the primary dimension of 
the EEG is thus in terms of frequency, the dimension of voltage is probably 
of equal importance. Voltage measurements may be derived by either man- 
ual or automatic electronic means. The two dimensions of the EEG may, 
therefore, be expressed in relatively exact terms. 

As far as attempts to correlate EEG and behavior are concerned, two gen- 
eral approaches may be made. One of these is to correlate the interindividual 
differences in the EEG with interindividual variability in the psychological 
dimensions. This approach is predicated upon the observable fact that there 
are usually rather distinct interindividual differences in EEG’s. 

One also may correlate intraindividual differences, in terms of the mo- 
ment-to-moment variability in the EEG, and moment-to-moment variations 
in characteristics in behavior. 

; Another, relatively long-term type of correlation, combines the inter- and 
intraindividual variability of factors. One speaks here of the correlations be- 
tween certain EEG characteristics and certain clinical states. The electro- 
encephalogram is, nowadays, a relatively commonly used tool which can 
provide pertinent information for use by neurologists and psychiatrists, in 
assessing brain damage, neoplasm, and convulsive disorder, as well as various 

* The papers presented in Session I of this symposium—Arthur L. Benton, Ph.D., Chairman—ap- 

peared in the January 1960 issue of Tur Journat, 
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physiological conditions of the brain which may be of importance in arriving 
at a clinical diagnosis. 

Turning first to the matter of interindividual variability, one of the earliest 
investigations was by Lemere (15), who attempted to differentiate a group 
of extroverted from a group of introverted individuals, on the basis of EEG 
characteristics. More recently, Kennard and associates (8, 9) made studies of 
the EEG in psychiatric patients, and have attempted, on the basis of differ- 
ences in frequency-voltage characteristics, to discriminate them from pre- 
sumably normal individuals. Sherwood (26) has also attempted to differenti- 
ate between schizophrenic individuals and presumably normal persons, by 
quantitative measurements of EEG and also by quantitative measurements 
of “cortical excitability.” Shagass and associates (24, 25) have investigated 
particular EEG characteristics (the change in EEG frequency-voltage pa- 
rameters in response to intravenous sodium amytal), and believe that it is 
possible to discriminate between neurotic and psychotic depression. 

Attempts to relate level of intelligence to EEG characteristics have been 
made. Kreezer (14), for instance, many years ago, demonstrated that there 
was a slower occipital rhythm in mongoloid than in normal children of identi- 
cal age. Other investigators have sporadically entered this area of inquiry 
(4, 10, 21, 23). Mundy-Castle (20) has recently, in a group of normal adults, 
presented high correlations between IQ and alpha frequency. Studies of this 
latter type are in great need of replication before general conclusions can be 
drawn. 

When one speaks in terms of particularities, exceptions can always be 
found. When one speaks in terms of generalities, one can readily overlook 
the particulars which are the exceptions, and then wind up with perhaps 
erroneous conclusions. However, the probable reason for a complete lack of 
agreement on correlations of an interindividual type (in most areas of in- 
vestigation) may be due to a lack of quantification at the descriptive be- 
havioral level, and not to a lack of quantification of the complex phenomena 
of the EEG. Before one can accept any generalities, there must be replication 
of experiments and of observations, which in the past has been somewhat 
lacking in the field of electroencephalography. 

Turning to the clinical correlations, one can arrive at somewhat less tenu- 
ous positions. It was reported quite early (2, 3, 6) that there were certain 
characteristic EEG patterns occurring during three reasonably distinct types 
of epileptic manifestation. During petit mal attacks, there was a rather classi- 
cal and fairly constant EEG correlate: a 3 per second wave and spike, begin- 
ning with the onset of the attack, and ending as the attack ceased. During 
grand mal convulsions, increase in voltage in faster frequencies was noted, 
as well as multiple spiking. During psychomotor seizures, other rather char- 
acteristic phenomena appeared, now known to emanate principally from the 
temporal lobes or from the rhinencephalon. These critical observations are 
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the very cornerstone of all clinical electroencephalography. Possibly of even 
greater importance were the observations that larval, transient EEG changes 
akin to those which are empirical correlates of observable seizu res, may occur 
in the epileptic in periods when he is convulsion-free. This, of course, greatly 
increases the capacities of EEG to be of clinical usefulness. 

Solomon, Jasper and Bradley (27), inquiring into the EEG characteristics 
of children diagnosed as primary behavior disorder, reported that there was 
an inherently basic rhythm which was slower than average for age, often 
appearing paroxysmally, in such clinical material. There were apparent re- 
semblances between the transient slow bursts observed in these children and 
some transient slow bursts observed in certain of the convulsive patient 
group, thus suggesting that primary behavior disorder may be related to 
convulsive disorder. Our own group of investigations (11, 13, 22) studied 
possible correlates of both EEG and psychiatric disorder. While there was a 
tendency for a number of children with primary behavior disorder and ab- 
normal electroencephalograms to have known epileptics in their immediate 
relatives, it also was shown that in many of these cases there was early severe 
illness which, in retrospect and after examining the EEG’s, might have in- 
volved possible encephalitis. Others presented stories of mild head injury 
which presumably may have been more severe than believed at the time, 
with resulting posttraumatic brain disease. 

In addition to these factors, it was possible to show that there were di- 
fay. inherited EEG patterns in children with primary behavior disorder 

Recently, we have shown in an EEG survey of psychiatric patients, a very 
high incidence of a unique paroxysmal pattern which appears almost ex- 
clusively in sleep, called “14 and 6 per second positive spikes” (22). Earlier, 
this pattern had been related to convulsive disorders. Some investigators 
have shown that this pattern has a very high incidence in children diagnosed 
as primary behavior disorder. In our group of patients, the 14 and 6 per 
second positive spike pattern was quite commonly found in the nonorganic 
and nonpsychotic groups, but we have not, so far, been able to attach any 
particular clinical tag to these persons. Although many individuals call this 
phenomenon evidence of “thalamic and hypothalamic epilepsy," we feel that 
It 1$ a psychiatric pattern, for its incidence is about four times greater in a 
nonconvulsive psychiatric group than in known epileptic groups. 

Turning how to problems of intraindividual variability, the continually 
shifting patterns of the electroencephalogram early tempted investigators to 
correlate them with internal, ongoing psychological processes. One of the 
earliest investigations was by Travis (28), who monitored the EEG in nor- 

mal subjects who had been told that they would be occasionally asked to 
describe “what was going on in their minds.” At points where alpha activity 
was depressed, and the total voltage of the EEG was quite low, reports were 
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uniformly made that there was more or less intense "mental imagery." 


Woltage, there was little ongoing “mental activity." By using implanted 
Hlectrodes in man, one group of workers (16) has been able to correlate 
thanges in activity in the amygdaloid nucleus and the rostral hippocampus 
with emotionally significant memories. 

These studies gain significance through the basic neurophysiological in- 
estigations of a large group of workers. Moruzzi and Magoun (19) reported 
Ihe "activation" of the electroencephalogram in the waking brain when 
electrodes implanted in the midbrain reticular formation were stimulated at 
‘appropriate frequencies and voltages. The general implications of studies of 
this type are that the level of alertness of the brain is determined by essen- 
tially subcortical events. This poses the interesting question: Does conscious- 
ness depend upon cortical events or upon subcortical events? Workers in the 
Magoun group (17), as well as our own group (5, 12) have shown that the 
integrity of the organism’s behavior does indeed depend upon the anatomical 
and the physiological intactness of a critical zone extending upward from the 
midbrain tegmentum through, at least, the anterior hypothalamus. Indeed, | 
itis not regarded nowadays too speculative to suggest that many of the ap- 
parent clinical correlates determined by EEG techniques may have a deep- 
‘origin. t 
-. Recently, studies of learning and performance have been gaining the at- 
tention of electroencephalographers and experimental neurophysiologists. 

These investigations are attempting to relate momentary changes in 

to development of the learning process. For example, visual stimulation 
readily and reliably depresses the alpha rhythm. Auditory stimulation, on 
- the other hand, is much less likely to produce alpha depression, especially 
after repeated presentations. A rather primitive type of conditioned response 
can be established by appropriately pairing auditory and visual stimuli, and 
learning curves can be plotted from the EEG data. While many variations 
, of this experiment have been accomplished, probably the one with the most 
_ far-reaching implications is that by Morrell and Jasper (18). They presented 
data indicating that pairing a tone and a flashing light (the latter imposing 
_ its own rhythm on the EEG) led to the development of a conditioned rhythm 
"(presumably a new one) in the brain. However, this response is apparently 
“hot very stable, and although many workers have followed up the initial re- 
- port, there is need of careful replication with adequate experimental design. 
Another type of investigation has been carried out by Galambos (1). In 
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- conditioned-unconditioned stimuli progresses. Here, indeed, one can corre- 
late electrical phenomena against developing learning curves at the mo! 
Classical behavioral level. 


* Tw — 
b L ICA 


"n" 
tg 
`j 


Ihencver the alpha rhythm tended to be dominant and at moderate tohigh 


3 these studies it has been shown that there is a diffuse change in the evoked zh 
electrical response of brain to a conditioned stimulus, as the presentation of — 
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While the EEG is a rather molar response, made up of probably billions of 
individual responses of neurons in the brain, it is the fond hope of many in- 
vestigators to be able to limit observations to a single cerebral neural cell. 
Jasper and associates (7) have done this in a very exciting investigation of 
learning. However, when one tries to deal with one cell, one may readily get 
into the position of not seeing the woods for a particular tree, just as, when 
recording the molar EEG, one cannot see the trees for the woods. What 
might be termed ultramicroscopic electrical investigation may in the long 
run prove to be less profitable for EEG-behavior correlation than what we 
might call a “macro-microscopic” investigation. If one used a relatively 
small electrode, but not of microelectrode infinitesimalness, one could record 
from a relatively small number of anatomically definable neurons (such as a 
discrete diencephalic nucleus) and could then develop a functional anatomy 
of behavior. From investigations of this latter type, it might then be possible, 
at an experimental (and for the time being, animal) level, to develop further 
meaningful correlations between clinical behavior and the activity of the 
brain. 

One cannot terminate a discussion of this type, in a context such as the 
Present one, without making clear that a study of electrical activity alone is 
an incomplete study of the brain. It does provide a convenient means of 
investigating certain cerebral phenomena, but only at the expense of others. 
Ultimately, one hopes that there will be extensive correlation between EEG 
(both macro- and micro-) and biochemical and neurochemical observations. 
In this manner, one will then develop a broader viewpoint of the relationship 
between brain physiology and behavior, both inherited and acquired. It is 
certainly toward these goals that the experimental cerebral neurophysiolo- 
gist directs his efforts. 
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LINICAL investigation of the individual patient, like retrospective 

epidemiologic research, is plagued by the possibility of bias, both in 
the source of data and in the investigator. In empirical investigations every 
scientist worth his salt is aware that he is biased, and designs his study so 
that he is eliminated as a judge, and by adequate controls attempts to coun- 
ter any bias in his data. In any event, if necessary, he will place the bias 
against his hypothesis. 

This is not always possible in clinical work. The epidemiologist is aware 
that it is quite impossible to secure unselected subjective information from a 
patient or the parent of a patient, which can be compared to similar items 
secured from even a well-matched, healthy control. Selectivity of memory 
alone would warn us against making such comparisons. It is therefore not 
too surprising that the information secured by us in our anamneses, particu- 
larly on early childhood and before, is not too happy a well from which to 
draw diagnoses. When to this are added dogmatic biases of a clinician we all 
too frequently discover that we have been running rapidly in a revolving 
door, leaving at the same exit we entered, and believing throughout that we 
have been exploring in depth. 

Even cause and effect are frequently confounded in our psychodynamic 
formulations. For instance, in a study to be described later, we found a high 
Positive correlation between the irritability and tension displayed by a 
mother during her interview with a nurse and the degree of neurological 
damage found in her infant by a physician. Clinically we have found that 
most of the neurological signs discernible during infancy disappear with 
maturation. It is quite possible to conceive that had these infants presented 
themselves as behavior-disordered children 10 or 15 years later, the child’s 
difficulties could be attributed to the mother’s behavior. It is apparent that 
it is incumbent upon the clinician to keep his head above the multiplicity of 
variables operating through time upon his patients and not be drowned, 
grasping at a single straw of causation. 

* Professor of Psychiatry, Ohio State University; Director of Research, Columbus Psychiatric Insti- 
tute and Hospital. 

T Associate Professor of Pediatrics and Assistant Professor of Psychiatry, Ohio State University; 
Director, Clinic of Child Development, Children’s Hospital. 
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We have quite advertently revealed the theme of our discussion, and 


Which we hope to advance the hypothesis that neurological damage incurred 
"in the prenatal period is a potent source of neuropsychiatric disorder. - 
This theme originally stemmed from a longitudinal study of Negro child 
elopment, during which we had apparently demonstrated that prenatal 
Maternal dict probably played the most important role in determining the 
"infant's intellectual potential (1, 2). The additional observation necessary to 
form our basic hypothesis was that prematurity and complications of preg- 
nancy were found to be associated with fetal and neonatal death, usually on 
the basis of injury to the brain. It was postulated, then, that there must 
ain a fraction so injured who do not die, but, depending on the degree 
Zand location of trauma, go on to develop a series of disorders extending from 
“cerebral palsy, epilepsy, and mental deficiency, through all types of behav- 
ioral and learning disabilities, resulting from lesser degrees of damage suffi- 
dent to disorganize behavioral development and lower thresholds to stress. 
"A subsidiary but basic hypothesis followed that these abnormalities of preg- 
“nancy are associated with certain life experiences usually socioeconomically 

etermined, with the consequence that they and their resulting neuropsy- 


‘of seven neuropsychiatric disorders, during which the prenatal experience | 
| of children presenting these disabilities was examined. Over 4,000 children 


ders (6), reading disabilities (7), tics (8), and speech disorders (9) com- - 


"of the greatest interest to this audience, although it differed significantly in 
| design from the other studies in the type of control employed (10). 

The test population of 1,151 children exhibiting deviant behavior, who 
"were referred to the Division of Special Services of the Baltimore Depart- 
- ment of Education, comprised that portion of the 4 per cent of school chil- 


© dren referred from 1940 to 1953 born in Baltimore. In order to control for 


individual teacher bias in referral, the control for the experimental case was 
— drawn from the same classroom in which the case was at the time of referral, 


_ born in Baltimore. In addition to other data, the teacher's description of the 
— child's behavior was abstracted for coding into various behavioral categories, 
for internal comparison on the dependent variables. The birth certificate 
register was then searched for the appropriate registration and information 
regarding parents, socioeconomic status variables, and hospital of birth. 


would like in the remainder of our time to describe a series of studies in — 


"with epilepsy (3), cerebral palsy (4), mental deficiency (5), behavior dis- I 


rised the study populations. We shall confine most of our remarks concern- - 
ng this series of studies to the behavior disorder group, since it is probably - 


$ choosing the next child alphabetically, of the same race and sex and also 


For those born in hospitals, the maternal and newborn records were ab- 


‘chiatric disorders find greater aggregation in the lower strata of our society. £ hf 
— About seven years ago, we embarked upon a series of retrospective studies — 
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stracted and data gathered on such items as number of previous pregnancies, 
abortions, stillbirths, premature and neonatal deaths, length of labor, com- 
plications of pregnancy and labor, operative delivery procedures, complica- 
tions of delivery, birth weight, and neonatal course. 

Summarized briefly, it was found that there was approximately three 
times as much prematurity, as defined by birth weight, and 25 to 50 per 
cent higher rates of complications of pregnancy, depending upon race, in the 
behavior disorder cases compared to the controls. It is interesting to note 
that no difference was found between the cases and controls in the incidence 
of prolonged and difficult labor and of operative procedures at the time of 
delivery, such as the use of forceps, Caesarean section, or breech extractions, 
all previously hypothesized as responsible for birth trauma. Rather the as- 
sociations occurred with the prolonged, and probably anoxia-producing 
complications of pregnancy, such as the toxemias and bleeding. 

Although there was a significantly higher rate of abnormal conditions at 
birth, such as asphyxia, cyanosis, and convulsions, in the cases, when pre- 
maturity and complications of pregnancy, with which these abnormalities 
are usually associated, were eliminated, the neonatal difficulties were no 
longer significantly higher. 

Amongst the behavior disorders investigated, the highest association 
with the complications of the prenatal period was found in those children 
called hyperactive, confused, and disorganized in both racial groups. These 
accounted for 40 per cent of the referrals to the Division of Special Services. 
When this diagnostic category of hyperactivity, confusion, and disorganiza- 
tion was removed from the white cases, there were no longer any significant 
differences between the cases and controls. In the Negroes, however, differ- 
ences were still present for the remainder of the cases, even after this diag- 
nostic category was removed. 

Although IQ's in cases and controls (with a mean in the 90 to 99 range) 
were not significantly different, we found, as might have been predicted, 
that the children with IQ's below 80 had higher rates of abnormality of 
pregnancy. It was also possible to examine a number of socioeconomic and 
familial variables in a sample of the behavior disorder group, and compare 
them to controls from the same geographic area. Items previously incrimi- 
nated by other writers, such as family composition, parental age and educa- 
tion, employment and housing, were not found to be different among cases 
and controls. 

Of the other six clinical entities in children studied thus far, four have 
been found to be significantly associated with complications of pregnancy 
and prematurity. These are cerebral palsy, epilepsy, mental deficiency, and 
reading disabilities. A fifth condition, tics, was found to be significantly as- 
sociated with complications of pregnancy, but not with prematurity. The 
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seventh entity studied, that of childhood speech disorder, when dissociated 
from cerebral palsy or mental deficiency was not found to be associated to 
any significant degree with abnormalities of pregnancy or with prematurity, 
although differences in the predicted direction as far as pregnancy abnor- 
mality was concerned were found. Y 

It should also be noted that in all the conditions studied, except speech 
disorders, there was a much higher prevalence of the clinical entities in males, 
perhaps a further lead as to the etiology of brain injury as a precursor of these 
disorders. 

Thus far, except for the longitudinal study of Negro child development, 
we have been discussing a series of retrospective investigations of associa- 
tions. These are subject to the possibility that the dependent variables stud- 
ied might have helped produce or be associated with the independent vari- 
able through some means other than the one hypothesized. A somewhat bet- 
ter test of the hypothesis is possible through the prospective investigation in 
which a dependent variable of the retrospective studies becomes the inde- 
pendent variable, in turn, the dependent variable examined repeatedly 
through time. Some seven years ago, we entered upon such a study in which 
the independent variable was prematurity. In this, a socioeconomically 
stratified sample of 500 prematurely born children, delivered in one year in 
Baltimore, and their full-term matched controls were followed from birth. 
A detailed description of the study design and analysis has already been pub- 
lished, and need not be described here (11). Some of the pertinent findings of 
the Gesell Developmental Examination at 40 weeks of age, however, are 
germane to our present discussion. When adjustments were made for differ- 
ences between the whites and nonwhites in the distribution of the birth 
weights, no significant differences were found between the races in the inci- 
dence of neurologic and intellectual defect (12). Intellectual potential, as in 
our New Haven study of Negro children, was essentially the same. However, 
as was predicted by our hypothesis, the incidence of abnormality increased 
as the birth weight decreased. The frequency of serious neurologic abnor- 
mality was significantly higher in the prematures as compared to the con- 
trols, and there was a high negative correlation of intellectual potential with 
degree of prematurity. Of the infants with birth weights under 1,500 gms., 
44 per cent, at 40 weeks of age, had an abnormal condition of sufficient mag- 
nitude to cause serious concern about the prognosis for future development. 
The comparable incidence for the rest of the premature group was 8.6 per 
cent, and for the full-term infants, 2.6 per cent. 

In addition, significantly more of the prematures exhibited the syndrome 
of “minimal damage.” This syndrome describes a group of children who in 
infancy show distinct and definite deviations in neurologic patterning, but 
in whom clinical experience indicated that complete compensation for the 
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neurologic abnormalities would occur with maturation. These children, found 
among both prematures (16.3%) and controls (10%), are the ones who 
would, according to the hypothesis, exhibit at a later date the integrational 
defects seen in behavior and learning disorders. We have recently had occa- 
sion to do an item analysis of the 46 individual neurologic patterns investi- 
gated in our study of prematures, which has given us a clinical picture of 
what may be a fairly specific entity and which is now being tested by fur- 
ther studies (13). 

Unfortunately, most of these neurologic items are difficult or impossible 
to secure on a retrospective historical basis in clinical practice. They in- 
clude such items as substitutive patterns, excessive extension and release, 
difficulty in retaining, maldirected reaching, increased tendon reflexes, hy- 
pertonicity, and so on. However, some of the behavior patterns which can 
be secured by anamnesis, such as sucking and feeding difficulties, and ex- 
cessive startle, which unfortunately are not as discriminating as the neuro- 
logic items, are also increased. 

Some of our studies on perception in known prenatally brain-injured 
school-age children offer findings which might be of use in the explanation of 
the sources of difficulty in minimally brain-injured individuals as well as the 
basis for some objective diagnostic measures. In studying different measures 
of visual perception, including light thresholds (14), critical flicker fusion 
(15), asynchronism and apparent movement thresholds (16), we found, in 
addition to threshold differences, quite significant intraindividual response 
variability. These studies were strengthened by threshold measurements in 
other sense modalities, including the proprioceptive. These findings are 
probably related to the so-called “scatter of function” referred to in intelli- 
gence testing. It is possible to hypothesize, therefore, that organic dysfunc- 
tion readily manifests itself in a lack of consistency of one sort or another, 
and indeed, it is easy to conceptualize how increased variability in the rela- 
tively simpler primary functions, such as light perception, may actually 
give rise to dysfunction in processes such as conditioning and memory, as 
well as more complex behavior patterns. 

Some time ago, in a discussion of the possible rationale of the efficacy of 
the amphetamines in behavior disorders, which attributed it to inhibitory 
activity throughout the central nervous system, the psychodynamic and 
therapeutic implications were discussed (17). It was felt that the postulated 
nonintegrative and disintegrating neural associations, which hypothetically 
served as the disorganizing factor in the behavior of children with minimal 
cerebral injuries, lowered their threshold to environmental trauma and their 
ability to deal with complex problems. This would then serve as the basis 
for the spiraling dysfunction of unacceptable behavior—punishment with 
worsening behavior—and then further unacceptable behavior so often ob- 
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served as a fundamental process in conduct disorders. It was thought that 
these psychodynamic factors were frequently the ones observed in the very 
common improvement observed in children with a genuine organic disturb- 
ance, who have nondisturbed parents and a minimum of environmental dis- 
"locations. Mere explanation of the nature of the disorder and its consequent 
behavioral disorganization, with guidance and management, was often suffi- 
cient to remove many of the secondary emotional difficulties, which were 
superimposed on the original one, frequently permitting intrinsic compensa- 
tion for the organic insult to occur so that a more or less normal child even- 
tually emerged, although frequently with a lower threshold to environmental Sa 


trauma. It was on this score, plus the advent of newly developing methods E 

of education for the brain-injured, that it was felt that these children fre- — — — 

quently offered better prognoses than the socially deprived or parentally "a 

“mismanaged child. » 
In another group of ecological investigations, some of the fundamental p- 

sources of these possible precursors of brain injury have been studied. For = — 

example, it has been known for some time that the neuropsychiatric dis- 

"orders thus far discussed are much more common amongst the lower socio- 

economic strata of our population, including Negroes and other disadvan- 

taged minority groups (18). In addition, it was suspected that there is evi- 

‘dence of important socioeconomic distinctions in terms of the complications 

associated with the neuropsychiatric disorders. Of particular interest to us 

were prematurity and the complications of the prenatal and the paranatal 

periods. 

By studying the distribution of prematurity in Baltimore according to 

socioeconomic status as defined by census tract, a significant negative cor- ; 

relation with socioeconomic status in the white groups was demonstrated 

— (19). The incidence was 5 per cent in the highest economic tenth compared to 

7.6 per cent in the lowest. In the nonwhites, it was 11.4 per cent. Similarly, 

~ because of the inordinately high rates of complications of pregnancy and 

- delivery noted in the Negro control population as compared to the whites, of 

.. the order of 2 to 1, it was felt that an examination of the relationship of the 


É 
"socioeconomic status to these complications in the white population might — — ha 
give some possible leads to etiology. Since census tract data are rather crude, u 
only the lower and upper economic fifth were compared in order to be as Ju 
- Certain as possible about socioeconomic differences. The findings were strik- — 
ing (20). The incidence of complications of the prenatal and paranatal pee 


- riods in the white upper economic fifth was 5 per cent and in the white lower  . 
_ fifth 14.6 per cent. In the nonwhites, it was 50.6 per cent. This isa ratio of — 
1 to 3 to 10. t S TRE 

fs These high rates of prematurity and complications of pregnancy among — 
b. Negroes over even the lowest white socioeconomic group are so marked that — 
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some workers in this field maintain that they must be attributable to 
innate racial characteristic. Since Negro socioeconomic status is lower t| 
that in the lowest white groups, it seems much more parsimonious, scien 
cally, to eliminate the postulated racial factor, and to hypothesize that 
prematurity and pregnancy complication rates increase exponentially 
certain socioeconomic thresholds. id 

We wish it were possible without consuming more time and adding confu- 
sion by the discussion of additional variables to tell you of some confirma- 
tory bits of evidence in other studies completed and under way, indicating 
that prolonged prenatal maternal stress at critical periods of fetal develop- - 
ment, either by action on the adrenal cortex or through dietary effects, seems _ 
to produce death or damage in the offspring (21, 22). We are continuing to. 
investigate these variables through longitudinal studies of development in 
children born to mothers with certain complications of pregnancy, as well as 
experimentally in animals. 

However, even at this time, we would submit that the epidemiologic evi- 
dence offered for your consideration is sufficiently strong to indicate that 
there exists a continuum of reproductive insult, at least partially socioeco- _ 
nomically determined, resulting in a continuum of reproductive casualty 
extending from death through varying degrees of neuropsychiatric disability. 
We would also submit that this evidence, which supports other studies with. 
similar findings and conclusions, is strong enough to warrant the institution 
of preventive programs in the prenatal period and preferably before concep- 
tion. Hopefully, these would be established on a controlled experimental 
basis so that the hypotheses offered this afternoon could be tested defini- 
tively. 
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Wesleyan University, Middletown, Connecticut 


T IS perhaps true to say that Freud was one of the first to establish, on 
the basis of clinical data, the Proposition that the early life of organisms 
is of critical importance for later behavior. Patients in analysis tended to 
dwell on the remote past rather than on the present or future. Whatever 
view one may take of it from a therapeutic standpoint, the postulate has 
been of tremendous theoretical and heuristic value in psychology. Since 
Freud's day, the importance of early environment has been stressed by many 
workers in psychology and biology, and it represents today a major field of 
interest in the behavioral sciences. Although most of the work done on the 
subject has been empirical, there are indications that the number of theo- 
retical attacks on it is increasing rapidly and that these may soon come to 
play a major role in shaping the whole field of psychology. The present paper 
will consider both experimental and theoretical aspects. 


EXPERIMENTAL DATA 


In general, it is true to say that the large amount of experimental data ob- 
tained in the field both with human and animal subjects gives strong sup- 
port to the proposition that early environment is important (2, 11, 22, 23). 
This applies not only to postnatal but also to prenatal life. We shall first look 
at a sample of the evidence relating to each phase and then try to point up a 


_ * The research on prenatal maternal influences in young rats reported here was supported by a grant- 
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eyes, malformed limbs and many others. Most of these effects vary con- 
siderably with the agent being used, the trimester of pregnancy during which 


— "it is administered, and the genotype of the organism involved, though the 


type of agent apparently makes considerably less difference. For example, 
studies by F. Clarke Fraser and his colleagues (8) showed that cortisone in- 
jected into pregnant mice will produce around 90 per cent incidence of cleft 
palate in the young of one strain (A/Jax) but only about 19 per cent inci- 
dence in another strain (C57 B1/10). Incidence in both strains varies around 
a maximum about the tenth day. Many other experiments have been done 
along these lines. 

A second line of evidence comes from population biology. Dennis Chitty 
(5) of the Bureau of Animal Populations at Oxford has recently been at- 
tempting to show that at least some of the fluctuations in size of vole popula- 

"tions may be due to prenatal factors. In a crowded population, fighting be- 
tween individuals in the group increases strikingly. Fighting, in turn, if it 
occurs fairly frequently over any length of time is known to produce drastic 
and possibly permanent changes in the endocrine system, for example, 
changes in size of adrenals, spleen and thymus (6). Chitty considers that such 
changes as these, when occurring in pregnant females, may lower viability 
of young, thus reducing population size. The empirical evidence he has col- 
lected appears to confirm this general hypothesis. 

A third line of evidence comes from pediatrics. Some of this hasbeen re- 
viewed by Montagu (16). Thus, it has been claimed by Sontag (19) that the 
offspring of mothers who have suffered strong emotional stress during preg- 

"nancy are, to all intents and purposes, neurotic, as defined in terms of hyper- 
activity, irritability, excessive vomiting and diarrhea, and other such symp- 
toms. These kinds of observations, while of great interest, are of limited sci- 
entific value. They fail mainly from lack of control. That is to say, they do 
not tell us that the offspring of these mothers would have proved to be nor- 
mal had the prenatal stress not occurred. Admittedly, with human subjects 
such control is difficult, though it can be achieved in an actuarial way with a 
sufficient number of cases. Dr. Pasamanick, in the work he describes in this 
symposium, has successfully used this approach. 

This brings us directly to the fourth line of evidence, which I wish to dis- 
cuss in more detail. It concerns the study of experimentally induced anxiety 
in pregnant female animals in relation to psychological or behavioral char- 
acteristics of the offspring. In view of the limitation of space, I shall discuss 
broadly only the studies my colleagues and I have done on the subject. 
These studies, carried on at Queens University (21) and Wesleyan Univer- 
sity, have examined the effects on offspring behavior of three main types of 
stress administered to mother rats or mice during pregnancy. These stresses 
are: (a) conditioned anxiety; (b) electric shock; (c) adrenalin injections. The 
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effects on offspring have been measured by means of the following behay- 
ioral tests: (a) open-field activity preceded or not preceded by stress (shocks); 
(b) speed or latency of traversing a runway to food; (c) activity in a Richter- 
type activity wheel; (d) water-maze learning preceded or not preceded by 
stress (shock); (e) adrenal size, including cortex-medulla ratio. Since the 
procedure and results will be reported in detail elsewhere, they are covered 
here only in broad outline. 

In general, it is clear from about six experiments done that the kinds of 
prenatal maternal stresses described above do produce definite changes in 
the behavior of experimental offspring as compared with control animals. 
We also know, on the basis of extensive cross-fostering, that these changes 
are genuinely due to prenatal factors and not to different postnatal treat- 
ments of the young by stressed, as against nonstressed, mothers. From a 
comparison of the effects of different experiments, several additional facts 
emerge. 

In the first place, the kind of stress administered to the mother during 
pregnancy does not appear to be a critical factor. For example, in three ex- 
periments, shock, conditioned anxiety and adrenalin injection, all produced 
heightened activity-level in offspring. Conversely, in three other independent 
experiments involving the same three stresses, but administered under some- 
what different conditions, Jowered activity-level was observed in offspring. 
Thus, all'three types of stress affected activity, and the direction of effect 
appeared to be independent of the kind used. It is en tirely possible, of course, 
that more specific effects might have emerged if a wider range of behavioral 
indicators had been used. This still remains to be seen. 

In the second place, as mentioned above, the same stress, when admin- 
istered under different conditions, may produce opposite effects. In two ex- 
periments prenatal maternal anxiety produced lowered activity-level, but 
Increased activity in a third replication. Since in each case the deviations 
from controls were highly significant, and the control groups showed re- 
markably constant values for activity-level from experiment to experiment, 
we can hardly consider these variations in the experimental offspring to be 
spurious. Though probably quite genuine, this “flip-flop” effect is not easily 
interpreted. But by examining more closely some of the conditions under 
which different prenatal stresses were given, we may at least be able to for- 
mulate some plausible hypotheses. 

Probably at least three variables will determine the direction of change: 
amount of stress, the time during pregnancy at which it is given, and the 
genotype of the animal involved, The first two of these are suggested by the 
experiment involving shock given to mother rats during pregnancy. It was 
found from analyses of offspring activity-level that the offspring of mothers 
shocked for more than 11 days during pregnancy showed lowered activity, 
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but that offspring of mothers shocked 10 days or less showed heightened 
activity as compared with normal controls. Since timing of stress and the 
amount given were confounded in the experiment, it is not possible to say 
yet which played the more important role. But we can at least assume that 
either or both of these two factors are crucial in determining the direction of 
behavioral changes in offspring. An independent experiment by Vincent on 
the effects of prenatal maternal alcoholism bears out this conclusion. He 
found large amounts of alcohol administered to pregnant female rats pro- 
duced more emotionality, and lowered motivation. On the other hand, small 
amounts of alcohol produced just the opposite effects, namely, less emo- 
tionality, and higher motivation compared to controls (26). Similarly, 
Fraser’s studies on cortisone-induced cleft palate in mice clearly show the 
importance of the time during pregnancy at which stress is administered. A 
next important step in the present research program will involve the experi- 
mental manipulation of these two variables in order to separate out their 
effects more exactly. 

The third possible explanation of different directional changes in offspring 
behavior involves the genotype of the animal. In one of our experiments we 
have found that adrenalin produced increased activity in rats which were 
genetically high-active (as a result of selective breeding), but lowered ac- 
tivity in genetically low-active animals. We are now examining the effects 
of adrenalin injections in three pure-bred strains of mice, a low-active 
(A/Jax), a medium-active (BALB/c) and a high-active (C57BL/6). The 
results when obtained should give us more precise information on the rela- 
tion of genotype to prenatal stress. 

A final point may be made briefly. Effects have also been found by us on 
the other tests used, including learning in a water-maze. It seems likely that 
prenatal maternal stress affects not only temperament but also intelligence, 
or learning ability. It is our intention to add more tests as the research pro- 
gram progresses, in order to discover more exactly the range of behavior 
affected. 5 

Postnatal phase of development. At birth the young organism is subjected 
to a sudden massive input of sensory stimulation. Undoubtedly, as many 
writers such as Greenacre, Rank, Fodor, Kenworthy and others have sug- 
gested (Montagu, 16), this may well be traumatic, though there is little 
concrete evidence on the subject. However, some empirical studies do sug- 
gest that there are relationships between different kinds of delivery and the 
physical and psychological characteristics of the infant. This is undoubtedly 
a fruitful area for research. 

, From birth on, during the early period of development, the kind of en- 
vironment to which the organism is subjected can have most important 
effects. The observations of such workers as Ribble (18), Spitz (20), Bowlby 
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(4), and Goldfarb (9) indicate that an “impoverished” environment can 
produce striking changes in such behavioral traits as abstract intelligence, 
emotional responsiveness, activity-level, ability to relate to others and atten- 
tiveness. Lack of “mothering” or separation from the mother can result in 
serious and possibly permanent psychological damage. Although there are 
flaws in many of these researches in specifics (17), for the most part they are 
probably accurate in general (12). Thus, infants and young children, as 
Freud saw, need an object-choice, though perhaps for different reasons at 
different ages. The child-mother relationship cannot mean the same thing 
to the three-month-old as it does to the three-year-old, and in many ways 
the newborn infant is less like the child of three than he is like the fetus. 
Nonetheless, from any standpoint, the symbiotic relation of mother and 
child is in some sense of crucial importance. 

The evidence obtained with human subjects is nicely supported by that 
obtained at the animal level. In a variety of species, ranging from mice to 
primates, a restricted environment produces deficits while a free, or stimu- 
lating, environment produces gains in many psychological functions (25). 
Two examples will suffice at this point. Rats that have been handled or 
stimulated in infancy grow faster, are less emotional and resist stress later 
in life more readily than nonhandled animals. This general conclusion is sup- 
ported by a large number of studies which disagree only on details (3). It is 
interesting that the mode of stimulation does not appear to make much 
difference. Thus, mild electrical stimulation of infant rats (13), shaking or 
tossing them in the air (1) can have what appears to be beneficial effects in 
adulthood, although these treatments might ordinarily be regarded as con- 
stituting stresses, and therefore deleterious. Presumably, they would in fact 
prove deleterious if given in excessive amounts or over longer periods of time. 
Tn fact, recent work of Denenberg (7) tends to confirm this possibility. 

The second example involves a more complex species, the dog, and re- 
striction rather than enrichment of early experience. A series of studies (24) 
done at McGill under the direction of D. O. Hebb have shown clearly that 
dogs reared in isolation cages for the first 8 to 10 months of life showed, as 
compared with controls reared in homes, striking changes in behavior. These 
changes included lowered intellectual level (maze-learning and delayed re- 
sponse), hyperactivity, diffuse and maladaptive emotional and social be- 
havior, and lowered responsiveness to painful stimulation. 

These two examples do genuinely represent the data available in the field. 
Consequently, the animal evidence in agreement with studies on humans 
strongly supports the hypothesis that early environmental influences affect 
later behavior. So far, however, there is little exact information as to the 
kinds and extent of effects produced by different types and levels of stimula- 
tion. Probably, as with the prenatal case, the relevant parameters include 
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amount and timing of stimulation and the genotype of the organism in- 
volved. Denenberg (7), for example, has shown that mild electrical stimula- 
tion of infant mice may reduce responsiveness to stress in adulthood; on the 
other hand, stronger stimulation may increase responsiveness. This result 
parallels the “flip-flop” effects described above in relation to prenatal ex- 
perience. Similarly, experiments using dogs (25) as compared with rats (15) 
show that genotype may be an important variable in determining what 
kinds of effects early experiences may produce. Restriction produced height- 
ened activity in dogs but lowered activity in rats. 


THEORETICAL FORMULATION 


From the above résumé of the experimental data bearing on early experi- 
ence, we may now indicate several major points which may serve as the 
basis for a general theoretical orientation. 

1. There is a remarkable degree of agreement as to the validity of the gen- 
eral proposition that the early part of development is crucial in shaping later 
behavior. It is also true, however, that the secondary implied proposition 
that later experience is much less important is not yet conclusively proved. 
Although some of the evidence is positive (10, 27), some is strongly nega- 
tive. A thorough and careful study recently done by Ader (1) is a good case 
in point. He found that early environmental manipulation had effects on 
emotionality but that these were no greater than those produced by the same 
manipulation later in life. The main limitation that can be placed on this 
negative conclusion arises from the fact that his “early” group consisted of 
weanling rats. In view of the rapid development of this species, it is perhaps 
not accurate to regard their experience after weaning as “early” in the strict- 
est sense. Thus, the problem is still unsolved and should certainly be ex- 
amined most carefully by researchers in the area. 

2. It should be emphasized that environment can have a great variety of 
effects at different periods in the development of a great variety of organ- 
isms. This means that the mode of action by which environment produces 
effects cannot be uniform. Its action, for example, on the newborn human 
infant cannot be the same as its action on the four-year-old child. The organ- 
isms are vastly different. Thus “mothering” a newborn infant is rather like 
“gentling” a young rat. It is difficult to suppose that it involves anything 
more than stimulation or energization. Mothering a four-year-old, on the 
other hand, is quite a different matter, and must involve qualitative rather 
than (or at least in addition to) quantitative aspects. That is to say, the 
mother, at this age, serves as a focus or organizer of the child’s experience. 
Since I have elaborated this point of view elsewhere (22, 23), I shall not 
pursue it at length here. It is sufficient to suggest that environmental stimu- 
lation has these two functions, an energizing or stimulation function, and a 
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cue or organizing function. These may be carried by different kinds of learn- 
ing and by different physiological systems. Whatever predictive power this 
simple model may have—and it does have some—it at least allows some 
ordering of a large amount of diverse experimental data, and also has within 
it the possibility of some explication. This brings us to the third point. 

3. It is clear from our discussion of the empirical data on prenatal and 
early postnatal experience that the organism-environment relationship dur- 
ing these phases of life is complex, and that any outcome will depend on 
many variables. These relate closely to the two basic concepts of energy and 
organization described above. For example, latency or suddenness of onset 
of stimulation, its direction, and its amount in terms of how much deviation 
in arousal from the resting-level of the organism it produces—all these are 
important elaboration of the concept of stimulation. Similarly, we must take 
account of the specific or qualitative dimensions of the environment in rela- 
tion to those possessed by the organism at the time. A mother qua mother is 
a more complex and meaningful environmental agent for the three-year-old 
than for the newborn; likewise, she is probably more meaningful and signifi- 
cant for the three-year-old than is the father, an elder sibling, or an aunt. 
Thus separation from the mother may logically be expected to produce more 
striking effects. These and other qualitative aspects of the organism-environ- 
ment relationship represent, in broadest form, explications of the concept of 
organization. Although this cannot be done here, many other such explica- 
tions can be made and it is possible that eventually these could be ordered 
into a postulate system. This brings us to the final point. 

4. Such a postulate system, if set up, should be useful in describing not 
only development but also the general process of behavior itself. Both organ- 
ismic development and organismic behavior basically involve change oT 
process. It is possible that a general theory of process might be constructed 
so as to subsume as special cases such empirically defined fields as learning, 
motivation, emotion, thinking, and social behavior. The theoretical, empiri- 
cal, and practical gains from such a theory might well be considerable. 


APPLICATIONS 


At present, it would be risky to issue any categorical directives for child 
rearing on the basis of the research reviewed above. However, we may pet- 
haps offer a few broad suggestions that may be useful. 

In the first place, events occurring during the prenatal period of develop- 
ment can have important consequences. Many people, including some pro- 
fessionally involved, still believe that prenatal influences are not possible 
and hence feel that it is their duty to assuage the “old-wives-tales” fears © 
expectant mothers. They are clearly wrong in following such a course. The 
fetus is not insulated from the stresses incurred by the mother. As Lilienfeld 
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and Pasamanick (14) have indicated, there is a wide range of reproductive 
casualty going all the way from severe morphological alteration to minor 
changes in characteristics of temperament and personality. Consequently, 
itis certainly false optimism to allow a mother-to-be to think that the child 
she is carrying cannot be affected, come what may. Much the same applies 
postnatally. The mother plays a crucial role in the development of the child 
in the most basic sense. Not only does she keep the infant alert and aroused, 
but she also provides him later on with a focus for his experience, a frame of 
reference that gives organization to à chaotic world. 

The data thus suggest that maternal care is an important dimension in 
child care. However, they do not point to maternal indulgence necessarily. 
It is clear that stimulation or mild stress may have quite beneficial effects. 
Only too little or too much is harmful. In other words, overindulgence may 
be as bad as overseverity. 

A final point must be made. Any rules that we may formulate, however 
broad or specific, must always be qualified in terms of the individual geno- 
type. What is stimulation for one child may be stress for another and may 
therefore have quite different effects. There is obviously no solution to the 
problem at present. But a realization of it is at least a safeguard against the 
blanket application of a set of principles without allowance being made for 
the uniqueness of each individual child. 


SuMMARY 


We have considered evidence bearing on the general proposition that 
early experience is of great importance for later behavior. Experiments done 
both on animals and humans agree rather well in supporting it. They indi- 
cate that environmental events occurring during the prenatal and early post- 
natal period of development may have lasting effects on intellectual and 
emotional behavior. The duration and intensity of such effects probably 
depends on the amount and timing of environmental stimulation, and the 
characteristics of the organism involved. Some theoretical issues and applica- 


tions were briefly discussed. 
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HE role of motivational factors as determinants of an individual’s 

behavioral reaction to the presence of a cerebral lesion is a clinical 
problem with important implications for management, education and reha- 
bilitation. In speaking of “the patient’s behavioral reaction to the presence 
of a cerebral lesion,” I have in mind the more or less direct behavioral con- 
sequences of the lesion, such as impairment in movement, perception and 
mentation, and not merely the individual’s affective reactions to his aware- 
ness of these behavioral disabilities. 

Both experimental and clinical observations indicate that functional dis- 
ability following an apparently fixed and irreversible cerebral lesion need 
not remain constant. There is random oscillation in level of performance 
from time to time; the observed fluctuations in the performances of aphasic 
and agnostic patients may be cited as examples. Beyond this, there is typi- 
cally some degree of recovery of function with time even though the lesion 
would appear to be a constant in the total situation. This recovery may 
proceed at a relatively fast or a relatively slow rate. The degree of recovery 
may be most impressive, practically reaching a restitutio ad integrum, or it 
may be quite limited. In any event, the fact that the behavioral consequences 
of a cerebral lesion do change with time indicates that the nature of the rela- 
tionship between the infraorganismic condition which we call the “lesion” 
and the organismic condition which we call the ““consequences of the lesion” 
is not independent of the influence of other factors. Hence the accurate pre- 
diction of the behavioral consequences of a cerebral lesion requires that these 
other factors be taken into account. 3 : 

As we know, many interpretations have been advanced to explain this 
fact of behavioral change after cerebral injury. A concept of cerebral plas- 
ticity, which provides for the mediation of function by intact cerebral tissue, 
is often invoked. The concept of learning is as frequently invoked. Thus, a 
typical finding of ablation experiments in animals is that while a preopera- 
tively established habit or skill may be lost as a result of the experimental 

* The investigations reported in this paper were supported by a research grant (B-616) from the Na- 
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lesion, it is readily relearned in the postoperative period. Still another class 
of determinants which may be invoked is that which we usually designate 
under the rubric of motivation. These three types of interpretation are not 
mutually exclusive; on the contrary, they are interdependent. Thus we as- 
sume that the process of learning is related to cerebral plasticity as well as 
to the motivational status of the organism. 

We are concerned here particularly with the role which motivational 
factors may play in determining the nature of the hehavioral consequences 
of cerebral lesions. Although the concept of motivation is not easy to define 
in a few words, there is practically universal agreement as to what it means 
in broad outline, if not with respect to various details. A central factor in 
motivated behavior is drive level. An animal or person with low drive level 
is, by definition, poorly motivated. A selective readiness to respond in par- 
ticular ways is also a component of motivated behavior. An organism may 
have a high drive level and yet not be "motivated" with respect to a par- 
ticular type (or types) of behavior. Thus a complete conception of motiva- 
tion includes readiness to engage in specific modes of behavior as well as a 
drive level of sufficient strength to energize that behavior. This internal 
state of the organism, consisting of drive level, behavior-readiness and their 
interrelations, plays a decisive role in augmenting or diminishing responses, 
in determining the direction of behavior, in influencing the level of perform- 
ance, and in determining the possibility and rate of modification of, behavior 
in learning situations. 

Clinical opinion about the significance of motivational factors as deter- 
minants of the nature and severity of the behavioral impairment following 
cerebral disease shows wide variation. The traditional view, probably held 
by a majority of clinicians, conceives of the behavioral deficit as being com- 
pletely based on the structural pathology, with motivational factors being 
of practically no significance in the total picture. On the other hand, there 
is a growing feeling, particularly among workers in various fields of rehabili- 
tation, that motivational factors can be of decisive importance in determin- 
ing the behavioral progress a brain-damaged patient may make (cf. 5, 6 9 
10). In their experience, brain-damaged patients often show the motivational 
disturbances associated with functional disorders such as depression and 
schizophrenia. This conviction has led to the adoption of "total push" 
methods of rehabilitation designed to augment the patient's motivational 
level, to prevent "rut formation," and to provide learning situations which 
might enable him to reach higher levels of performance, reacquire lost skills 
and achieve a greater degree of social and economic competence. This “total 
push” method has not escaped criticism. Some observers have warned that 
the manipulative augmentation of drive level and the setting of unrealist- 

cally high goals can lead to behavioral breakdown akin to the “catastrophic 
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reaction” of Goldstein. The concept of a relative intolerance to stress on the 
part of the brain-damaged patient is sometimes invoked; i.e, it is implied 
that a drive level which might be optimal for some other types of patient 
may be much too high to permit a brain-damaged patient to perform at 
even his usual level of efficiency. | 

This clinical question and the divergence of opinion about it has provided 
the stimulus for the prograni of investigation which we have started. Since 
clinical opinion has been based, for the most part, on unsystematic and un- 
controlled observation, it seemed to be worth while to undertake a series of 
experimental studies on the effects of operationally defined motivational 
variables on the performance of brain-damaged patients on relatively well- 
defined tasks. The findings of the first two studies in this series will be re- 
viewed and their implications discussed in the present paper. 

The first study, done in our laboratory by Blackburn (3), investigated the 
effects of three defined motivational conditions on choice reaction time in 
both brain-damaged patients and in a control group of patients without 
cerebral disease. We know that under standard instructional conditions 
brain-damaged patients show slower reactions than control patients in this 
task (4) and that with continued practice they are likely to show fatigue 
effects while controls do not (1, 2). 

To secure a base level so that each patient could serve as his own control, 
all subjects performed initially on 30 choice visual reaction time trials under 
the standard instructional condition to react as quickly as possible. Follow- 
ing this initial performance under standard instructions, the subjects in each 
diagnostic category were divided into three instructional subgroups. The 
first subgroup was retested under the standard instructions to react as 
quickly as possible. The second subgroup performed under special “urging” 
and “encouraging” instructions that were designed to augment motivational 
level and to be somewhat similar to what might happen in a rehabilitation 
clinic. They were told that they should be able to do better than they had 
in the first series of trials and they were urged to try to react more quickly. 
As the trials proceeded, they were accurately informed about their level of 
performance as compared with their initial performance and repeatedly 
urged to try to do better. Thus this special "urging" or “encouraging” condi- 
tion involved reproof, exhortation, knowledge of results and, depending on 
the patient’s performance, success or failure experience. The third subgroup 
performed under special "relaxation" instructions designed to reassure them 
and to give them a feeling of successful accomplishment. They were told 
that they had done quite well but would probably do even better if they 
would relax. Quoting from the instructions, “I think you would do better if 
you just relax. You've been doing'fine so far but just]relaxing seems to help 
everybody. Still try to react as quickly as possible but don't concern your- 
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self about how you are doing. Relax as much as possible while you are waiting 
for the light." Twice during the course of the trials the patients were reas- 
sured that they were doing well and were advised to continue to relax. 

Parenthetically, it should be noted that the enormous literature on re- 
action time in normal and pathological subjects affords very little indication 
of the probable effects of these special motivating conditions. It might be 
supposed that the special “urging” condition would augment speed of re- 
action. On the other hand, since the standard instructional condition already 
raises the drive level of the subject and sets him to react as quickly as pos- 
sible, it is conceivable that the “‘urging” condition would lead to a state of 
hypertension which impairs efficiency of performance. Similarly, the special 
"relaxation" condition might be expected to decrease speed of response on 
the assumption that an optimal drive level is no longer maintained. How- 
ever, the contentions of some clinicians that relaxation and avoidance of 
frustration are necessary conditions for optimal performance lead to the 
opposite expectation. Hence there are no substantial grounds for predicting 
the probable direction of change in performance as a function of these moti- 
vational conditions. 

Blackburn's findings may be summarized as follows: 

1. Under standard retest instructions, the reaction time of the brain- 
damaged patients increased slightly; i.e., a small negative practice effect 
was shown. Under the same retest instructions, the reaction time of the con- 
trol patients did not change; i.e., neither positive nor negative practice ef- 
fects were shown. This difference in the trends of the two groups on retest 
under standard instructions was statistically significant (p <.05). 

2. Under the "urging" retest instructions, the reaction time of both groups 
of patients decreased significantly. The decrease in reaction time of the pa- 
tients with cerebral disease was about 50 per cent greater than that of the 
control patients; however, this difference in “gain” scores was not statisti- 
cally significant. 

3. Under the "relaxation" retest instructions, the reaction time of the 
brain-damaged patients decreased slightly while that of the control patients 
did not change. 

4. The "urging" retest instructions had significantly different effects from 
the standard retest instructions in both groups, performance under the spe- 
cial motivating condition being significantly faster than under the standard 
condition. 

5. The "relaxation" retest instructions showed a suggestively significant 
difference (p <.06) from the standard retest instructions in their effects on 
the performances of the brain-damaged patients, the special motivating con- 
dition leading to faster performance. The two retest conditions showed no 
differential effects on the performances of the control patients. 

6. There was considerable individual variability in the response to the 
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special motivating instructions. This variability was particularly marked 
for the changes in performance following the “relaxation” retest instructions. 

It was evident that in this study the most impressive effects on reaction 
time were produced by the special “urging” instructions. This instructional 
condition, which was designed to approximate what might happen in a reha- 
bilitation clinic, represented a complex combination of exhortation, reproof, 
knowledge of results, and success or failure experience. One question which 
arose concerned the relative influence of each of these components in the 
complex “urging” instructions. The second study, by Shankweiler (8), ana- 
lyzed the effects of one of these components, viz., success and failure instruc- 
tions. 

This study was essentially a replication of that of Blackburn with the ex- 
ception that “success” and “failure” retest instructions were substituted for 
the “relaxation” and “urging” retest instructions. In the “success” instruc- 
tions, the patient was told that he had done very well, faster than average, 
on the initial series of trials. Then, twice during the course of the 30 retest 
trials, he was assured that his performance continued to be very good. In the 
“failure” instructions, the patient was told that he had not done very well, 
that his reaction time was slower than average during the initial trials. Dur- 
ing the course of the retest trials, he was twice informed that his performance 
continued to be slow. 

The findings were as follows: 

1. As in the study of Blackburn, the standard retest instructions did not 
change the reaction time of the control patients. However, in contrast to the 
indications of previous investigations, there was practically no change in the 
speed of reaction of the brain-damaged patients under this condition, the 
retardation in reaction time being minimal and nonsignificant. 

2. The “failure” instructions resulted in substantial and statistically sig- 
nificant gains in speed in both groups, the brain-damaged patients showing 
the larger gain. 

3. The “success” instructions resulted in relatively small, but statistically 
significant, gains in speed in both groups, the brain-damaged patients show- 
ing the larger gain. 

4, As in Blackburn’s study, there was marked individual variation in the 
response to these special motivating conditions. 

Thus, Shankweiler’s “failure” instructions appeared to be comparable to 
the “urging” instructions of Blackburn in producing a significant gain in 
speed of reaction in both brain-damaged and control patients. His “Success” 
instructions seemed comparable to Blackburn’s “relaxation” instructions in 
producing a less marked gain in speed in both types of patient. 

To try to derive recommendations for clinical practice from the results of 
these two experiments would be quite unjustifiable. Much more experi- 
mental work, involving the utilization of more complex tasks and a variety 
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of special motivating conditions, needs to be done before such an attempt is 
made. However, one may look at the findings and consider their implications, 
keeping in mind the distance between the laboratory and the clinic at the 
present time. 

One finds that special motivating conditions, such as "urging," “relaxa- 
tion,” “‘success” instructions and “failure” instructions, do improve the per- 
formance of brain-damaged patients on a simple high-speed task. All of 
these conditions are superior to simple repetition of the task, which tends to 
have a slightly deleterious effect on performance. The recently reported 
study of Schwab, England and Peterson (7), demonstrating significant ef- 
fects of “urging” instructions on amplitude of movement in akinetic Parkin- 
sonian patients, may be considered to provide confirmation of this conclusion 
for a different kind of task and in a different type of brain-damaged patient. 

Further, we find no evidence for a breakdown in performance in the face 
of the stress which is presumably produced by failure instructions or strong 
urging. Nothing resembling the catastrophic reaction of Goldstein was en- 
countered. The beneficial effects of “relaxing” or “success” instructions that 
are observed in the brain-damaged patients support the views of those clini- 
cians (most prominently those in the field of aphasia rehabilitation) who 
have stressed the importance of reassurance, avoidance of frustration and 
success experience in the rehabilitation of brain-damaged patients. 

Two observations on the degree of improvement in performance as a func- 
tion of these special motivating conditions may be made. The first is that 
the degree of improvement is by no means negligible. A gain of 30 or 40 mil- 
liseconds may seem very small, but it is important to bear in mind that one 
deals here with a simple high-speed response which is measured in millisec- 
onds and which under standard instructional conditions is often assumed to 
be very close to the physiological limit of reactivity. Secondly, while the 
brain-damaged patients do gain as a function of these special motivating 
conditions, the gains in general are not sufficient to enable them to attain 
the performance level which the control patients make under the standard 
instructional condition. The lesion is still present and its effects are still 
operative. fxd i uy 

Finally, although these special motivating conditions show systematic 
group effects, there is considerable individual variation in response to them. 
The significance of this individual variability must be understood before ap- 

plication to clinical problems is attempted. 
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OES the premorbid personality affect reaction to brain damage? So 

stated, our question is deceptively simple, since all of us feel that it 

does—but how often? and to what extent? and how? Once these supplemen- 
tary questions are raised, we realize the complexity of the problem. 

Let me put the issue in terms of a dichotomy: the dilemma between a hard 
view and a soft view. The hard view focuses on the uniformities in the effects 
of brain damage; the soft view on individual variation. According to the hard 
view, brain injury produces inexorable effects, entirely determined by the 
site, extent and nature of the lesion. According to the soft view, the effects 
are tempered, if not determined, by the nature of the person who sustains 
the lesion. Thus, the same injury will be more or less disabling depending on 
the patient's “motivation”: the strength of his desire to get better or to make 
the most of his residual capacities; the habits he has developed for reacting 
to failure (whether he denies weaknesses or faces up to them); and lastly, but 
importantly, the extent of his premorbid intellectual endowment and educa- 
tion. 

It is obvious that the dichotomy of hard and soft views is false, since the 
nature of the lesion necessarily interacts with the condition of the brain. Our 
task is then to explore the nature of this interaction: a brain injury always 
strikes a particular person, but this does not detract, unfortunately, from 
the tremendous importance of how and where it strikes. 

x To describe the interaction, I shall deal with the several aspects of the soft 
view, as I have enumerated them: 1) the role of motivation; 2) that of pres- 
ence or absence of denial tendencies; and 3) the effects of preinjury intelli- 
gence and education. There are hardly any data bearing on the first two 
points, and only a few bearing on the third; yet we shall briefly deal with 
each, in order to show the partial truth of the soft view, together with the 
need for a hard second look. 

The role of motivation. We all feel intuitively that people differ in “over-all 
strength of motivation,” some having more and some less. We believe that 
such strength, if present, should be capable of counteracting effects of brain 

* The work reported in this paper has been aided by grants from the Commonwealth Fund of New 
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—at least of injuries below some critical size. Unfortunately, there is 
evidence on this topic, unless one points at the remarkable recovery 
cerebral vascular accidents in people like Churchill, Pasteur, or Mach. 
t we have no measure of this effect may be due to our lack of an adequate 
definition of “over-all strength of motivation." Yet I might be able to share 
"with you some of my suspicions. 
T My own work, during the last 14 years, has been primarily with men who 
tained penetrating brain wounds—gunshot or shell fragment injuries (6). 
the present time, our laboratory in New York City is following 232 of 
men, comparing their performance with that of 118 controls with pe- 
ripheral nerve injuries, also sustained in combat, but without brain injury. 
ote that we are dealing here with rather a special group: all were fairly 
g and healthy at the time the brain injury occurred; the injuries were 
udden and postinjury complications rare. Most important, these men are 
g followed (in many cases for ten years or more) not because they have 
ical problems, but because they have the injury, so that the extent of the 
"recovery in this group is likely to be much greater than in any series of cases 
of brain damage who might come to seek clinical help. Drm 
— We are studying in this group primarily the sensory, motor, and intellec- — 
tual changes, as assessed against control group norms, but we are also aware 
of their over-all success in life, or their lack of success. What is striking here 
‘is the almost unbelievable variety in postinjury adaptation, ranging 
"successful careers in law or medicine (with studies begun, or at least c 
| pleted, after the wounding) to complete inactivity on the part of men who- 
live only to nurse their disability. Part of these differences in outcome must 
be ascribed to differences in location and extent of the lesions. Noone witha 
hemiplegia, even of the nondominant side, has been able to work on e level ae 
~ to be expected from his preinjury achievement. Thus, the injury itself limits 
the extent to which apparent motivational factors may play their role. 
- The potential role of a man's premorbid desire to achieve is therefore best 


- seen after minor lesions. Let me take two examples from a forthcoming book 


‘on visual field defects and irritative phenomena after brain injury (7). In the 


"first instance, a shell fragment wound of the occipital region, slightly to the 
- right of the midline, was followed by a small persistent scotoma—an area of | 
- acquired blindness—just to the left of the fixation point. Seven years later, ir. 
_ this patient began to have strange visual attacks, in which everything to his. 


left was distorted in appearance, moving about, or overlaid by an intensely 


flickering grid. This patient had gone to college within a year after his injury, 

- had successfully qualified as a high school teacher of history and Latin, and 
— led a quiet and useful life. His attacks alarmed him at first, but remained for 
im an external event, so to speak, to which he reacted in an objective and 


ational fashion. 


M 
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In the second case, again with an occipital penetration, there were quite 
similar visual fits, but the patient’s reaction to them was altogether different, 
He regarded his attacks as ominous events, spent entire weeks in contem- 
plating what had happened to him during particular fits, lived in anticipation 
of further attacks, and never worked. To be sure, a possible source of the 
difference between the two patients might have been a difference in their 
lesions, but this is not very likely. In the first case, the injury had happened 
to a poised and resourceful person, while in the second case, we were dealing 
with an individual who had done poorly in school, had shown little ambition, 
and was considered as somewhat of a drifter prior to his injury. Besides, his 
only sibling, a sister, had been hospitalized repeatedly in mental institutions 
with a diagnosis of schizophrenia. Reaction to brain injury, in this case, 
seemed modified by a premorbid pattern which had persisted and which, in 
itself, was far from normal. 

Yet we should be careful in assessing the role of preinjury motivation, 
lest we overlook those instances where cerebral injury or disease directly 
affects structures that subserve motivation. Many of you have seen cases 
in which deep or diffuse lesions (usually bilateral) have converted a previ- 
ously active and eager person into a picture of utter phlegm and sloth. In my 
experience, this is actually seen more often after closed head injuries than 
after penetrating wounds of the brain. It is unwarranted on medicolegal 
grounds, and unfair to the patient, to explain such cases of loss of drive 
(Antriebsstorung, see Kleist, 3) 2 priori as a sign of some curious premorbid 
Personality pattern in which activity merely masked a “real” preference for 
inaction, 

One of the saddest cases in our group of 232 brain-injured men is that of a 
former motorcycle policeman who suffered a deep biparietal wound while 
fighting on the Anzio beachhead. In contrast to most of the other patients 
In our group, he was in coma for several weeks, and there were persistent 
neurologic signs pointing at midbrain involvement. He recovered, that is, 
he survived, but only to lead a completely passive existence, markedly differ- 
ent from his premorbid zestful and energetic life. Outstanding among his 
troubles were severe retention defects and marked difficulties with spatial 
orientation—so marked that he, the former motorcycle policeman, could not 
travel alone. Whenever he comes to our laboratory, he is accompanied by his 
wife, since by himself he invariably gets lost in the traffic. In a case such as 
this, we are forced to assume damage to deeper structu res, possibly including 
those that have been discussed in the recent review by the Scheibels (4). 

In summary, a patient’s preinjury motives and attitudes can modify post- 
injury loss, but these effects are more marked with smaller lesions, and may 
be overridden by large lesions, or lesions strategically placed, which interfere 
with the patient’s ability to act on his motives or to remember them. In a 
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group like ours, where the lesions were due to penetrating missiles, marked 
resiliency of the patients’ premorbid character was the rule, and cases like 
the one just described were exceptions. Brain tumors, especially those that 
grow rapidly, tend to have much more devastating effects, underscoring that 
we should never speak of the effects of brain damage, as if they were a unitary 
phenomenon. 

The role of denial of illness. A particularly moving trait of the patient we 
mentioned last is a painful awareness of his handicaps. Far from denying or 
minimizing them, he broods over them and often bursts into tears when his 
deficits are discussed. His behavior is in marked contrast to what has been 
described in a number of current studies of patients with brain damage who 
show persistent tendencies to deny or dissimulate their symptoms. 

This syndrome of “denial of illness” after brain lesions has a curious his- 
tory. In several patients with lesions of the right parietal lobe, Babinski (2) 
noted a tendency to deny an existing left hemiplegia. When asked to raise 
their paralyzed left arm, these patients raised the right, that is, the intact 
arm, and insisted that their left arm moved just as normally as their right. 
Babinski, who was very fond of compounding Greek roots to designate his 
syndromes, called this behavior anosognosia, i.e., imperception of an existing 
illness. He felt certain that such anosognosia was specific for cases of parietal 
lobe disease, and that it appeared mostly after lesions of the presumably 
nondominant parietal lobe—that is, the right in the right-handed. 

Much more recently, E. A. Weinstein and Robert L. Kahn (11) reinvesti- 
gated this syndrome. They pointed out, and I think justly, that the condition 
is not as specific as Babinski believed. First of all, denial of paralysis is not a 
necessary consequence of damage to the right parietal lobe. Secondly, Wein- 
stein and Kahn note that denial of paralysis is only one of a variety of forms 
denial of illness may take; there are patients who deny an existing blindness, 
ora memory defect, or insist that they are not in a hospital but in a rest home 
or hotel, According to Weinstein and Kahn, these bizarre denials are made 
characteristically by patients with a particular premorbid personality: even 
before their brain injury or disease, these patients habitually refused to 
acknowledge their own shortcomings. 

These observations by Weinstein and Kahn are ingenious, although the 
supposed relation of denial syndromes to premorbid patterns is somewhat 

ess convincing than the existence of the syndrome as such. The denial syn- 
drome undou btedly occurs, and it looks indeed as if some patients are much 
Tore ready to adopt this behavior than others. Evidence regarding their 
Premorbid personality, however, is at best indirect and nearly always post 
hoc. Moreover, outright denial tendencies rarely appear unless the brain 
sion is deep or bilateral. The condition is most often seen with rapidly 
S'owing tumors, or transiently after acute and massive head injury. By con- 


We can illustrate the contrast between types of lesions by referring once 
more to changes in vision after damage to the visual pathways in the brain, 
In cases of cerebral vascular disease, there sometimes occurs massive bleed- 
ing into both occipital lobes, resulting in blindness. Such patients are often 
(but not always) unaware of their blindness, as long as the blindness lasts. 
When asked to describe objects held in front of them, they confabulate re- 
sponses. This sort of denial was first described by Anton (1) in 1898, hence 
“Anton's syndrome." This syndrome never occurred in our group of men 
with gunshot wounds. There were field defects in 46 of these 232 men, and in 
7 of the 46, the initial effect of the wounding was complete blindness. This 
blindness lasted variously for minutes, hours, days, and, in one instance, 
weeks after the injury. Regardless of the duration, however, every one of the 
patients was fully aware of his blindness (except that they attribut..i it to an 
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trast, we have not found a single case of denial, as here described, among our 
232 men with penetrating gunshot wounds of the brain. 


injury of the eyes and not of the brain). Several of them implored the medical 
aid man to shoot them in the field, because they did not want to survive what 
-they thought was a loss of both eyes. 

The relatively frequent occurrence of Anton's syndrome (denial of blind- 
ness) after vascular lesions of the brain, and its apparent absence after gun- 
shot wounds suggests to me that denial of this type requires rather diffuse 
or multiple lesions. Wounds of the visual pathways, by themselves, may be 
insufficient to produce the syndrome, irrespective of the great variety of 
premorbid personality patterns among the brain-injured. 

Ý In summary, then, the attitude of denial of illness is due, it seems, to an 
interaction between the person and particular lesions. While focusing on the 
person, we must not lose sight of the role of the lesion. Assessment of pre- 
morbid patterns is perforce a matter of reconstruction and conjecture. In 
this way, the sensitive interviewer is readily led to adopt what we have 
called the soft view, and to underestimate the role of the lesion itself in re- — 
leasing the strange patterns of denial of illness. After stable and restricted 
lesions the pattern is rare. What we see instead is a striking resiliency of the 
premorbid personality. 

In our group of cases, this is particularly true of men with wounds of the 
frontal lobes (see Teuber, 6). In over 30 such cases, only 2 or possibly 3 show 
what might constitute convincing changes in personality. For the rest, there 
are either no discernible changes or subtle accentuations of pre-existing pat- — 
terns. The matter was put beautifully by one of these patients when he re- 

flected, out loud, on the possibility of a personality change in his case, due to 
the injury. This is what he said: “I’m the same I used to be—only more so~ 
so much more so, that the folks at home say I ain’t the same any more!” 

The role of preinjury intelligence and education. Resiliency is what we have 


* 


g "nificantly inferior to the controls (9). It thus depends entirely on the kind of 
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go stress as we turn to the last point—the role of preinjury intelligence and 


re 
i 


education. Here, finally, we are on safer ground: we can deal with objective 
and quantifiable preinjury, as well as postinjury data. 


> With the help of the office of the Surgeon General of the Army, we were 


‘able to obtain the preinjury scores (for 62 of our men) on a test of general 


_ intelligence administered upon induction into the service (5, 10, 12). By 
C fetesting these men ten years later, we were able to assess the effect of the 


intervening brain injury on test performance. The same comparison for test 
land retest scores was made for 50 of our controls. We could thus delineate 
the patterns of differential decline in test scores as a function of intervening 
brain injuries, and could then ask whether those with low or those with high 
‘preinjury scores showed the greatest decline. Similarly, we could rate each 
"man’s preinjury education and determine whether the losses in test scores 
"after injury were greater among the more or the less educated. 


LI To our keen disappointment, the results were altogether negative: neither 
"preinjury education nor preinjury intelligence test scores bore any significant 
— relation to postinjury loss. Instead, the decisive factor was the location of 


the lesion, irrespective of the men’s preinjury endowment or training. 

The test given to all these men on induction into the service was the Army 
General Classification Test (AGCT). They were retested with an equivalent 
form of this test, the first civilian version. Nearly all the control subjects 
(men with nerve injury but without brain injury) showed a marked gain in 
score on retest—a phenomenon noted in similar studies where test and retest 
"were separated by ten years or more. The test-retest reliability was high, in 
‘spite of these gains, since the pre- and postscores in the control group 
a correlation (Pearson r) of +.902. Even more remarkable is the fact that 
two thirds of the brain-injured showed a similar rise in score. But what of 
the one third of the group who showed significant losses in score? 1 

As it turned out, nearly all of these had injuries in a particular area, 1.e., 
the left parietotemporal region (12). This inferior performance of the group 
with lesions in the left parietotemporal lobes was not due to the presence of 
aphasia. When the analyses were restricted to nonaphasic patients, those 
with left parietotemporal penetration still showed a significant drop in score, 
while all other brain-injured showed a rise. j 

"The selective nature of the loss revealed in these studies is surprising. The 


‘results underscore the resiliency of performance in many cases, and the role 


of the site of the lesion in those instances where the test revealed a loss. Let 
me add, right here, what these results do not mean (5). They do not indicate 
that the men without decline in score were unaffected by their brain injury. 


— When other tests, particularly nonverbal tests, were employed, all subgroups 


- among our brain-injured (not only the left parietotemporal group) were sig- 
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test —whether one finds losses or not, or whether the losses found are tied to 
injury in a given region, or appear with injury in any lobe (8, 10). However, 
the Army General Classification Test is fairly typical of tasks usually applied 
to assess intellectual changes after brain damage. It is therefore important 
to point out that this test was almost completely insensitive, in our study, to 
the presence of brain injury (unless the injury involved the left parietotem- 
poral region). Differently put, if you had used the test to diagnose brain 
damage—an altogether illegitimate usel—you would have been wrong in 
two out of every three cases. Nevertheless, the test was the only one for 
which we could obtain preinjury as well as postinjury scores and could com- 
pare these scores, achieving a quantitative definition of loss. 

For the same reason Dr. Sidney Weinstein and I (13) have analyzed these 
data to see whether high or low preinjury scores had any lawful relation to 
extent of postinjury loss. As was mentioned before, the result of these analy- 
ses was entirely negative. We had hoped to show that those with higher 
intelligence would seem to lose less, because of the many different and alterna- 
tive ways in which they could reach solution on intellectual tasks. Unfor- 
tunately, there was aslight trend in the reverse direction: losses were slightly 
more frequent among those with high preinjury intelligence, and gains were 
more frequent among those whose preinjury intelligence was low. 

We obtained similarly negative results on analyzing the relation of the 
postinjury losses to preinjury education: whether grade school, high school 
or college (13). Again, the hypothesis that education might alter the effects 
of subsequent brain injury was not supported. Disappointing as this may 
seem, for our cases and with these tests there is no evidence for the more 
comforting view that higher premorbid intelligence or greater amount of 
premorbid training might override or at least modify the effects of brain 
damage in previously healthy adults. Much more crucial than these premor- 
bid features was the fact of the lesion and its location in the brain. 


This completes the survey of evidence on the role of premorbid person ality 
in reaction to brain damage. We have briefly considered the role of motives 
and attitudes; we have dealt cursorily with that of denial tendencies; and we 
have dwelt for some time on the role of preinjury intelligence and education. 
Tam sure you noticed that we inclined farthest toward the soft view—the 
view that premorbid patterns are very important—wherever we had the 
least evidence, and that we were forced toward adopting the hard view, 
where we had objective and quantitative data. 

Perhaps this outcome is not so surprising, for how does one’s personality 
act on the brain, if not through the brain? It may seem simple enough to as- 
sert that effects of brain injury or brain disease are modified by pre-existing 
personality patterns, just as these patterns are assumed to influence reat- 
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tions to any other injury or disease. Unfortunately, we must add: provided 
the brain injury does not alter the personality of the injured. If we believe 
that our personality, our talents and strivings are embodied in our brain, 
then the question of how personality reacts to damage of its substrate reduces 
to the question of how the brain itself reacts. Different human brains may 
react differently to what might seem identical lesions. The differences may 
be intrinsic (i.e., genetic) or acquired through differential learning, or both. 
In any case, our problem becomes that of finding individual differences in 
reaction to brain damage. And while this may sound like a straightforward 
task, the sad truth is that we know as yet so little about the uniform effects 
of brain damage that any discussion of individual differences is premature. 

How premature, can be gathered from the anecdotal nature of much of the 
evidence that we had to cite. Yet, it is likely, I believe, that once adequate 
measures of premorbid behavior patterns are available, their interaction 
with brain injury will be found to differ decisively, depending on the nature, 
size and site of that injury. It may turn out to be more humane, and fairer 
to our patients, if we keep these limitations in mind. 
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EALTH programs generally derive from scientific progress and sci- 

entific recommendations. Despite this fact, it is not unusual for such 
programs to meet with intense and determined opposition on the part of 
various groups in our society. It is the purpose of this communication to out- 
line the nature of this group opposition, to attempt to delineate its features, 
and to identify some of the psychodynamic and sociodynamic factors which 
are involved in its existence. 

There is a not infrequent tendency on the part of the scientifically oriented 
person to generalize about the people who make up this opposition and to 
characterize them all as being malevolent, ignorant, or members of the so- 
called "lunatic fringe." A dispassionate study of the problem, however, 
reveals that such a generalization is unwarranted and is itself the expression 
of a prejudice which tends to strengthen the very opposition at which it is 
aimed. The fact is that most group opposition to scientifically motivated 
health legislation runs a wide gamut of heterogeneity. There is usually a 
broad spectrum of opposition, with arguments ranging from highly rational 
and scientific ones to completely irrational and delusional ones; from gen- 
uinely selfless considerations to deliberately power-seeking ones; from un- 
conscious motives to consciously manipulative ones. 

Since health legislation is ordinarily introduced only after having been 
first recommended or endorsed by responsible scientific authorities, it is not 
surprising to find that, in the opposition which develops, the part which is 
based on rational considerations tends to occupy a considerably narrower 
band on the spectrum than that which is irrational and unconsciously moti- 
vated or else deliberately dishonest. Nevertheless, the former group is an 
extremely important one, not only because it lends prestige and scientific 
authority to the opposition and so influences large numbers of people whose 
resistances might otherwise not have been aroused, but also because its argu- 

* Presented at the 1959 Annual Meeting. 
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sents often point up realistic flaws or inadequate safeguards in the calth — 
ram, which might otherwise go unnoticed. L E ssh 

Thus some of the objections raised to the Alaska Mental Health Bill (a | 
bill designed to provide a mental hospital for the territory of Alaska) in its — 
‘original form dealt with ambiguities in some of its phraseology, which might — — 
conceivably have led to misinterpretation or abuse—for example with re- — — 
‘spect to a patient's right to a jury trial. Similarly, one of the scientific ob- — 
Jections raised to water fluoridation has been that, although it indeed pro- X 
tected the enamel, it could lead to pathological bone changes from disturb- 
ances in calcification. This sort of honest disagreement, whether it be right É 
or wrong, stimulates further research and observation, which ultimately ! 
"serve to clarify the issue further.! : 
Rational opposition to health legislation often grows out of a scientific 
conservatism, which looks askance at all innovations until they have been ; 
proven beyond all peradventure. Such conservatism is by no means without | 
value and serves to protect the public against premature exposure to un- 7 
tested procedures at the hands of misguided enthusiasts. Thus, the American 
Dental Association and the U. S. Public Health Service both refused to — — 
endorse water fluoridation when it was originally proposed. The British 
Royal Society rejected Jenner's findings concerning cowpox and vaccination . 
when they first appeared. As a rule this kind of scientific resistance tends to 
melt away when the proof of the adequacy of the new procedures has been — 
fully established. Unfortunately, the original withholding of endorsement N 
by reputable groups or individuals is often used and quoted by less rational 
opponents of a measure long after the scientific dissidents have withdrawn : PT 
their opposition. 

As one examines this problem more deeply, 
important aspect of it impinges on the broad problem of social reactions to 
change in general. Mores and beliefs of people of any given community are 
not accidental or unrelated phenomena. They are integrated elements ina 
cultural system that has gradually evolved in time, and a basic change in 
any one of these elements can have important reverberations affecting the 
entire network of habits and beliefs. j 

Not all cultural patterns, however, are of equal importance to the system. 

Some are more central, others more peripheral. Hence some habits or beliefs 
- are easily altered, while others arouse great resistance. In general, whenever x 
an attempted change challenges established beliefs or practices which are 
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it becomes apparent that one — 


! An example of this kind of clarifying research, with regard to the above objection, was the ten-year 
- controlled epidemiological study of two population groups which checked, among other things, on possible 
Significant bone changes due to ingestion of fluorides in drinking water and found none. This research was 
published by Nicholas C. Leone, Michael B. Shimkin, et al., under the title Medical Aspects of Excessive — 


Fluoride in a Water Supply, Publ, Hlth. Rep., 69: 925-956, 1954 (Reprint 3242). 
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fundamental to the stability of the particular social or cultural or psycho- 
logical system involved, one may anticipate serious group resistance to 
change. An example of this is the reaction of a large segment of our Southern 
white population to desegregation—a social change which threatens cultural 
patterns, balances of power, and psychological needs which are at the very 
core of a long-established way of life in that area. On the other hand, the at- 
titude of our population toward the Japanese people has undergone a con- 
siderable reversal in the past 15 years without comparable upset to basic 
cultural integrations. 

Among the Zulus, conceptions about tuberculosis are extremely difficult 
to change, because the symptoms of this disease have long been assumed to 
be due to witchcraft, and the entire topic is surcharged with powerful feeling. 

Similarly, as John and Elaine Cumming (1) recently demonstrated, ideas 
about mental illness in some groups within our own culture can be just as 
deeply irrational as those of the Zulus about tuberculosis, and just as resist- 
ant to alteration. 

The nature and sources of these unconscious and irrational anxieties are 
of particular interest to us as psychiatrists, and we shall examine them in 
detail a little later in this communication. For the moment, however, let us 
continue to survey briefly some of the more conscious and external sources 
of group opposition to health legislation, which often interact with the un- 
conscious and internal sources of opposition. 

Sometimes a proposed change threatens or seems to threaten the power, 
prestige or economic security of certain special segments within a society. 
This is generally the basis for variations in response to changes that occur 
on an ecologic or demographic basis—such as differences in response between 
Northern and Southern areas of our country, or between rural and urban 
groups. We can expect that specially threatened groups or individuals will do 
all in their power to mobilize public opinion against the change. Thus, the 
introduction of vaccination completely displaced the practitioners who 
favored inoculation by variolation, or the direct transference of smallpox 
infection. In the antivaccination campaign which followed Jenner's dis- 
covery, the opposition of these groups was particularly virulent and all kinds 
of fantastic charges and slanders were spread by them. 

Some of the most powerful opposition to polio vaccination and water 
fluoridation has come from groups whose vested interests bring them into 
direct conflict with the theories of organized medicine and dentistry. Promi- 
nent among these are naturopa 


ta $ ths, chiropractors, cancer quacks, some 
Christian Science groups, 


: and small but impressive-sounding organizations 
like the American Association of Medico-Physical Research," founded by 
Albert Abrams, who achieved notoriety by the claim that he could diagnose 
any disease from one drop of the patient's blood, and could, with his “‘elec- 
tronic reaction" machine, cure any illness. 
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Similarly, efforts of governmental experts to introduce a model health, 
education and welfare project in a Mexican rural community (2) in 1943 
met with intense opposition from local officials and wealthy farmers, be- 
cause they feared the project as an ultimate threat to their power. Such 
power groups or leaders, whatever their nature, do not hesitate to play delib- 
erately upon the irrational fears, anxieties and prejudices in the population 
at large to achieve their ends. A 

Some opponents of the Alaska Mental Health Bill raised the cry that it 
was an effort to set up a Siberia? for the U.S.A., and darkly hinted that it 
concealed a nefarious plot by Communists to hospitalize and brainwash 
their opponents. Others were certain it was part of an international Jewish 
conspiracy, and one retired general was equally sure that the Bill had been 
engineered by the Roman Catholic hierarchy in this country as part of its 
campaign to “destroy our freedoms under the Bill of Rights.” In the contro- 
versy over fluoridation also, certain groups tied their opposition to the 
Communist conspiracy" theme, claiming it was a Communist plan to 

rape” the people, weaken their minds and make them **moronic, atheistic 
slaves" (Fig. 1). 


* “This legislation . . . will place every resident of the United States at the mercy of the whims and 
ioc of any person with whom they might have a disagreement, causing a charge of ‘mental illness’ 2 
i Placed against them with immediate deportation to SIBERIA, USA!" from "Siberia, USA, an ie "i 
io Leigh F. Burkeland, as quoted on page 141 of the Alaska Mental Health Bill Hearings (H. 

9), published by the U. S. Government Printing Office, Washington, 1956. 
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Sometimes the general public is misled when opponents to health legisla- 
tion carry the insignia of esteemed authorities. Thus, an M.D. or a Ph.D. de- 
gree is not always a reliable indicator of scientific objectivity when borne by 
individuals whose personal bias outweighs their rationality. Similarly, the 
position of the Brooklyn Tablet, a Catholic weekly, against fluoridation and 
the Alaska Mental Health Bill, gave many people the false impression that 
the Catholic Church was officially opposed to these projects, and that the 
undertakings themselves were anti-Catholic—a potent accusation in a city 
like New York with its large Catholic population. 

Another “external” element which plays a partial role in group opposition 
is the factor of coercion. The word “compulsory” is a negatively loaded 
semantic concept in societies with a democratic tradition. Occasionally some 
political liberals may see in compulsory health legislation an invasion of 
individual freedom. This issue was strongly raised by many in the fight 
against water fluoridation. It is interesting to note that not infrequently 
such "liberal" opponents find themselves joined in their opposition to such 
programs by political conservatives, who see in the same legislation an ad- 
vance toward the socialistic state. Thus certain opponents of water fluorida- 
tion and mental health legislation like the California Community Mental 
Health Services Act (Short-Doyle Bill) saw, or claimed to see, in these meas- 
ures dangerous trends toward socialized medicine and governmental in- 
fringement upon individual liberty. 

Although it is true, therefore, that social changes which are allowed to 
take place spontaneously, so to speak, are less likely to arouse organized 
resistance, a governmental agency is faced with the necessity of weighing 
the pros and cons of such an approach in each specific situation. Where the 
health or welfare of an entire community is jeopardized, as by a threatened 
smallpox epidemic, for example, circumstances may not permit the luxury of 
voluntary gradualism as far as vaccination is concerned. 

Related to this factor of coercion is the factor of time. Generally speaking; 
the more rapid and energetic the attempt at social change, the greater the 
opposition that is apt to be aroused. When more time is allowed for educa- 
tion and preparation of the group for the proposed change, there is less 
likely to be misunderstanding or resistance. The historic decision of the 
Supreme Court on desegregation took cognizance of this temporal factor 
when it called for its implementation not immediately, but with “deliberate 
speed” depending on the problems of the local communities. On the other 
hand, occasionally when an agency allows foo much time to pass before imple- 
menting a proposed change, group resistances to it may become more solidly 
organized and congealed. This was clearly demonstrated in the efforts to 

introduce water fluoridation and desegregation. In many communities, In 
which they were introduced with relatively little fanfare, they aroused little 
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anxiety or opposition, while in others, where their adoption was delayed and 
subjected to prolonged debate, their opponents were able to mobilize suffi- 
cient public anxiety and doubt to defeat them. Leonard Duhl (3) has sug- 
gested that one of the reasons for popular opposition at such a point may be 
displaced resentment that some people in modern society feel at being cut off 
from many areas of governmental decision making. 

This raises the question of the value of education of the public in prepara- 
tion for proposed health legislation. Since, as we shall see later, some of the 
most important sources of opposition to such legislation come from uncon- 
scious and nonrational sources, it is not surprising that educational appeals 
to conscious reason often fail to dissipate the opposition. This is not to imply, 
however, that educational efforts are without value. By no means. Often 
more important, however, than such specific educational campaigns is the 
basic educational and economic level of the various groups within a society. A 
number of studies have shown that group resistance to scientifically oriented 
social change is most apt to come from the less educated and lower economic 
groups within any given community. There are several reasons for this. For 
one thing, “scientific thinking” tends to be limited to the more highly edu- 
cated minority, especially those who have gone to college. 

Equally important, however, is the over-all cultural "climate" as regards 
science and scientists. In the past decade in America we have witnessed an 
instance of the periodic emergence of a rather widely prevalent anti-scientific 
and anti-intellectual attitude, epitomized by the opprobrious term *Egg- 
head." This appears to have been part of a broad, defensive reaction to 
the threat of Communism, a reaction which led to such political extremes 
as McCarthyism, and which included in it a distrust of scientists in general 
as tending to be too “liberal” and hence as being actual or potential “sub- 
versives.” This distrust has been an important factor in causing various 
organizations, in the name of patriotism, to link certain scientifically based 
health proposals to the threat of Communist subversion. Situations in which 
this link was charged include such diverse proposals as the Alaska Mental 
Health Bill, the California Community Mental Health Services Act, the po- 
lio vaccination program, and fluoridation of water (Fig. 2). à 

The insidious pervasiveness of this antiscientific attitude in our country 
was illustrated by a recent study of the “Image of the Scientist Among High 
School Students,” by Margaret Mead and Rhoda Métraux (4). Their study 
ofa nationwide sampling revealed the existence of an overwhelmingly nega- 
tive” image of the scientist, when students were asked for their reactions to 
science as a career, or to the scientist as a person. f 

Another study was conducted by the National Association of Science 
Writers in conjunction with New York University and the Survey Research 
Center of the University of Michigan on “The Public’s Image of Science and 
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Scientists" (5). This study, based on interviews with 1 P anion re- 
spondents in a representative nationwide sampling, E that = 
though the majority of the respondents held a positive view o E an 

the scientist, there was a significant minority who viewed science with antag- 
onism and suspicion, and who variously described the scientist as someone 


EXAMPLE OF OPPOSITION TO HEALTH PROGRAMS 
"THE UNHOLY THREE" 


At the Sign of THE UNHOLY THREE 


Are you willing to PUT IN PAWN to the UNHOLY THREE all of the 
material, mental and spiritual resources of this GREAT REPUBLIC? 


FLUORIDATED WATER 
1—Water containing Fluorine irat poison—no antidote) is already 
the only water in many of our army camps, making it very easy for 
saboteurs to wipe out an entire camp personel, If this happens, every 
citizen will be at the mercy of the enemy—already within our gates. 


POLIO SERUM 
2—Polio Serum, it is reported, has already killed and: maimed 
children; its future effect on minds and bodies cannot be guaged. This 
vaccine drive is the entering wedge for nation-wide socialized medis 
cine, by the U. S, Public Health Service, (heavily infiltrated by Rus- 
sian-born doctors, according to Congressman Clare Hoffman) In 
enemy hands it can destroy a whole generation, 
MENTAL HYGIENE 
3—Mental Hygiene is a subtle and diabolical plan of the enemy. 
to transform a free and intelligent people into a cringing horde of 
zombies, 


Rabbi Spitz in the American Hebrew, March 1, 1946: “American 
Jews must come to grips with our contemporary anti Semites; we 
must fill our insane asylums with anti-Semitic lunatics.” 


FIGHT COMMUNISTIC WORLD GOVERN’ 
THE UNHOLY THREE! ! 


KEEL AMEICCA 
Box 3094, Los Angeles 64, Calif, Mi. V 


Fic. 2 


"socially inept, introverted, hard-to-know . . . neurotic, queer, crazy te 
mildly eccentric, absent-minded, out of touch . . . ideologically and po E 
ically deviant... too powerful, able to control lives, with powerful an 
dangerous things within his control.” "e 
There are some evidences, however, that this antiscientific cultural dime 
in the United States has begun to shift recently, mainly as a reaction o 
impact of the realization that the Soviet Union has been overtaking, e 
some areas surpassing us scientifically and technologically. Part of this shitt, 
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it is true, may merely be the other side of the coin of the image of the scien- 
tist as having magical power, power that now is seen as an important ally in 
the struggle against potential enemies and the frightening mysteries of outer 
space. Nevertheless, it is possible that with such a change in our society’s at- 
titude toward science, there may be some diminution in the distrust encoun- 
tered by scientifically sponsored health programs. 

In any event, this problem of group attitudes tends to highlight the impor- 
tance of the role of leadership in the fate of such programs. When the leaders 
of a community are lukewarm or antagonistic to a legislatively ordained 
change, and consequently make no effort to enforce it legally, it has been 
found that group resistances become intensified. A dramatic example of con- 
trasting types of leadership and their consequences was afforded in Sep- 
tember 1957 in Little Rock, Arkansas, and Nashville, Tennessee. In Little 
Rock, a plan of gradual desegregation had majority public acceptance and 
the support of municipal officials. The opposition of the State’s governor, 
however, had the effect of encouraging and legitimizing violence against de- 
segregation. The subsequent chain of events has been such that the desegre- 
gation situation in Little Rock is still very tense. Around the same time an 
elementary school was dynamited in Nashville, where a few Negro children 
were entering a previously all-white school. Police restrained prosegrega- 
tionist demonstrators, and arrested a score of them. The State’s governor 
promptly made it clear that the law of the land would be upheld in Tennes- 
see, even though he did not personally like integration. By the end of the 
month the school scene was peaceful in Nashville and has remained so. Ap- 
parently under certain conditions, legally enforced behavioral changes may 
have to precede attitudinal changes. Such a sequence has been observed fol- 
lowing enforced desegregation in the Armed Forces. : 

The part played by the opposition leaders in the attacks upon health legis- 
lation is an extremely important one and impossible to deal fully with here. 
In general these leaders fall into two main groups, with considerable overlap- 
ping: 1) those who are motivated by factors of personal power, prestige or 
gain; 2) those who are motivated by powerful anxieties or hostilities, the true 
sources of which are unconscious. They are often individuals of great ability, 
intelligence, and capacity to arouse intense fervor and passion in others. In 
extreme forms they assume the role of the godlike crusader, the charismatic 
leader, who is ready even to endure martyrdom for the sake of the “cause.” 
Their function must be understood not only in terms of their capacity to 
arouse their followers to what seem to be potential threats; they are also an 
important factor in trying to hold rigidly to a fundamental conservatism 
Which may provide a sense of security to the groups which they lead. Some 
aspects of the psychology of such leaders and many of their supporters are 
discussed in what follows. 
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Granted the existence of all of the external factors which tend to mobilize 
opposition to certain health programs, the problem still remains to explain 
the degree of irrational anxiety which these programs often evoke in signifi- 
cant segments of our population. For it is clear that if only external factors 
were involved, educational campaigns presenting the scientifically proven 
facts and demonstrating the general benefits involved in the health program 
ought to have been more successful than they have been. Obviously the ap- 
peal to reason fails so often precisely because the popular anxieties which 
have been aroused have an irrational and unconscious source. 


MONTAGE OF EXHIBITS OPPOSING 
HEALTH PROGRAMS 


MENTAL MED 


Sinister Marxist Weapon! 
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Fio. 3 


It is this fact which explains one of the most interesting features of the 
phenomenon we are considering, namely, the fact that we find the same groups 
of people involved over and over again in opposition to widely diverse and dispt- 
rate health programs. Thus, many of the same individuals and organizations 
that are active in the fight against water fluoridation can be found in the 
ranks of those opposing mental health programs, compulsory vaccination 
either of animals or humans, and vivisection (Fig. 3). As an extreme example; 
the American Naturopathic Association is on record as opposing not only 
fluoridation, but also vaccination, immunization, pasteurization, vivisection, 
drugs, narcotics, alcohol, tobacco, tea, coffee, cocoa, cola drinks and compul- 
sory medication! 
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What is the common denominator behind the opposition to such varied 
stimuli? To answer this question we must examine the problem of the psychic 
significance of health and sickness in the life history of the individual. Good 
health is linked in the unconscious with basic needs for survival, security and 
mastery. Ill health is connected with fears of bodily disintegration, dissolu- 
tion and death. Even more important are the conditioning factors that are 
experienced in early development, and related to the experience of health or 
sickness. For all people, for example, what goes into their mouths, and by ex- 
tension, into any part of their bodies, is very strongly associated with good 
and evil. “Eat this—it’s good for you,” and “Don’t put that in your mouth— 
it will make you sick,” are among the earliest aspects of enculturation prob- 
ably in all cultures. "Good" food is “pure,” “clean,” “wholesome”; “bad” 
food is “impure,” “dirty,” “poisonous.” To eat well is to be secure, healthy 
and happy. The converse means insecurity, starvation and death. Little 
wonder that when psychotics experience a weakening of their ego bound- 
aries, one of their commonest delusions is of being poisoned; or that elderly 
and sick people, as their ego-integrative capacities become impaired, often 
become overwhelmingly preoccupied with problems of diet and bodily 
health, thus regressing to earlier patterns of adaptation in their efforts to 
achieve a sense of security and ego mastery. (This, in all probability, is 
why disproportionately large numbers of elderly people are so often found 
in the ranks of those who feel irrationally threatened by certain health 
legislation.) But it is not only the sick and elderly who are beset by such anx- 
ieties, Any individual whose life experiences have been such as to leave him 
with deep feelings of vulnerability—either physical or psychological—in the 
struggle for existence, is apt to respond with anxiety to anything which he 
perceives as a threat to his sense of intactness—or which, by virtue of being 
coercive, arouses in him fears of being overwhelmed or dominated by forces 
which are endowed by him with mysterious or superhuman power. 

Adorno, Frenkel-Brunswik and others have described the developmental 
backgrounds of some of these people in The Authoritarian Personality (6). 
Often these people come from homes in which rigid, repressive and authori- 
tarian patterns have dominated their early developmental years, with conse- 
quent patterns of deeply repressed hostile, dependent and libidinal strivings. 
To protect themselves against the emergence of these impulses, such individ- 
uals develop patterns of intense characterological rigidity, repression, and an 
ever-ready tendency to discharge their repressed hostility, or project their 
repressed sexual strivings, whenever a convenient cultural scapegoat is pre- 
sented to them. 

To such individuals purity is equated with security, and health with 
wholeness. They are equally concerned with pure food, pure morals, and pure 
races, They are excessively preoccupied with fears of sexual attack, bodily 
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poisoning, or ideational contamination. Safety lies in what is old and famil. 
iar. The new and the unfamiliar are threatening. New habits, new foods, new 
drugs, or new ideas are all viewed with suspicion and apprehension. Funda- 
mentalism is the cornerstone of their philosophy—a determined and rigid ad- 
herence to convention and tradition. 

This sense of vulnerability is equivalent to what has been symbolically de- 
scribed in psychoanalytic theory as “castration anxiety” and its develop- 
mental precursors. To express this in less technical terms, it is our conviction 
that the basis for most of the irrational anxiety that some health measures 
arouse in certain individuals is that the measures are perceived as consti- 
tuting a threat either to their sense of bodily wholeness, or their sense of 
psychic wholeness, or else to the wholeness of what we might call their “life 
space.” These, of course, are often interrelated and interconnected. This is 
the common denominator which explains our finding the same individuals 
passionately defending themselves against the forcible entry of any “foreign 
body"—whether it be a vaccination, a mental health proposal, interracial 
contact or a wave of immigrants from overseas (Fig. 4). 

Measures which involve introducing something foreign into the human 
body, such as fluoridation of water, or vaccination, are perceived by such in- 
dividuals as threatening their bodily integrity. Terms like “rape,” “poison,” 
“murder,” and “paralysis” figure importantly in their impassioned argu- 
ments against these measures. By a simple process of extension or displace- 
ment, one generally finds these same people fighting vigorously against 
similar measures involving animals, such as vivisection, or antirabies inocu- 
lation for pets. 

On the other hand, the intense fear that mental health proposals arouse in 
certain people seems to derive from feelings of being threatened psychologi- 
cally. The reactions of some of these individuals seem to reflect a fear that 
any psychiatric insights may expose their own underlying mental instability, 
much as a patient who fears that he has cancer of the lu ng may be terrified 
of a chest X-ray. Terms like “mental rape,” “brainwashing,” “hypno- 
tism,” and “thought control” are commonly used by such opponents. As one 
hostile witness put it in the Alaska Mental Health Bill hearings, “What is 
mental health? By whose standards can we deduce one person is normal and 
another is not?" It is noteworthy that in recent years a small but exceedingly 
vocal group has been attacking the entire field of psychiatry as something 
alien and dangerous. This group, interestingly enough, is equally vociferous 
against other forms of health legislation—such as water fluoridation and po- 
lio vaccination, as well as school desegregation.? 

* The rationale of including school desegregation within the context of health legislation is based on 
recognition of the fact that segregation leads to psychological damage to both the segregated and segre- 


gating groups—a fact of which the Supreme Court itself took cognizance in its famous decision. (See 


Psychiatric Aspects of School Desegregation, Report No. 37, Group for the Advancement of Psychiatry 
1957.) 
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John Kasper, who achieved notoriety in Clinton, Tennessee, by organizing 
White Citizens Councils to fight desegregation, was also active in the fight 
against fluoridation and the Alaska Mental Health Bill. Here is an excerpt 
from his testimony on the latter issue: “Psychiatry is a foreign ideology; it is 
alien to any kind of American thinking. . . its history began with Sigmund 
Freud who is a Jew... almost 100% of all psychiatric therapy... and 
about 80% of the psychiatrists are Jewish . . . one particular race is adminis- 
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tering this particular thing.” The attack on Freud and psychoanalysis is of- 
ten linked with the implication that psychiatrists, Jews and Communists are 
somehow involved together in a sinister plot to brainwash loyal Americans. 
(The hostile association of psychoanalysis and Jews with Communism is par- 
ticularly ironic when we recall that in the Soviet Union psychoanalysts and 
Jews have been subjected to the analogous charge that they are tools of Capi- 
talism!) Similar attacks on the mental health movement are being repeatedly 
made in various extremist publications throughout the country. Regardless 
of the motives of the publishers of some of these sheets, there is no doubt 
that many of their readers fall into the group we are describing, and are 
genuinely frightened by what they are being told. 


= 
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The concept of the threat to the life-space implies that the individual per 
ceives the threat as going beyond his personal physical and psychic integrity 
to involve the entire position of himself and his group in the world. It is what 
he is apt to call a threat to his whole “way of life." The intense panic reac 
tions which many people felt to the news of Russia's Sputnik are an illustra- 
tion of this kind of response. The reactions of their contemporaries to the 
discoveries of Galileo, Darwin and Freud are other examples in point. 

Up to now, in accordance with our topic, we have concentrated on the psy- 
chodynamics of those opposed to health programs. Closely related, however, 
are the emotional effects of these various kinds of opposition on the pro- 
grams’ supporters. The psychodynamics of the proponents’ responses to at 
tack warrant our attention, at least briefly, especially with regard to the de- 
terring effects on scientific progress and the public welfare. Extremist attacks 
on responsible professional experts and governmental authorities have in- 
deed frequently succeeded, at least temporarily, in blocking various pro- 
grams such as water fluoridation, desegregation and mental health legisla- 
tion. Aside from defeating a specific legislative or administrative proposal, 
however, such attacks can retard or prevent public health programs in ways 
that are less obvious, harder to assess, and more far-reaching through their 
psychological effects on initiators, endorsers and advocates of such measures, 
present and future. 

Once a scientific program is rendered socially and politically risky, no mat 
ter how irrationally, the extent to which its adherents can withstand the at 
tack and afford, emotionally and practically, to continue its support depends 
on many variables for each individual. One set of such variables includes 
personality attributes, values, convictions, motivations, and the person's 
degree of insight, as well as commitment to the issue. Another set of varia- 
bles concerns the extent of the threat to his reputation, tenure of office or 
professional job security. Sometimes people in these situations successfully 
withstand intimidation and slander from the opposition when they feel that 
their own leadership and associates are standing firmly together, but become 
embittered and defeatist if these fail them by capitulating to the power of the 
antiscientific opposition. The importance of enlightened and courageous 
leadership in withstanding the pressures of such opposition can scarcely be 
overestimated. 

Individuals and organizations often face a dilemma in deciding whether oF 
not to continue striving for a particular measure which has aroused intensely 
heated denunciation. A civic group, for instance, might recognize the meri 
of the measure, the irrationality of the opposition and the validity of basing 
its stand solely on the facts and the public welfare. Yet, in deciding on Its 
own course of action, the organization must weigh those considerations whic 

dictate support of the measure against the risk to other valuable parts of its 
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present and future program that may depend on the good will and coopera- 
tion of powerful factions or individuals in the community who are currently 
lined up against the proposal. In such circumstances a realistic and conscious 
decision is sometimes made to sacrifice a potentially valuable program which 
has aroused such vehement antagonism in order to safeguard other social ob- 
jectives of the individual or organization, such as survival and potential for 
effectiveness. A realistic decision of this type is to be distinguished from the 
rationalizations that are also a frequent response to a conflict situation of 
this kind: where actions really based on unacknowledged expediency and on 
fears for self which are not ego-acceptable masquerade under cover of this 
more respectably altruistic reason. Such rationalizations usually engender 
guilt feelings and self-contempt that reduce people’s over-all effectiveness. 
Contemporary versions of Galileo’s famous predicament and recanting of his 
recanting are still to be found. 

Sometimes proponents of scientifically grounded health programs react to 
unreasonable opposition, not by withdrawal, intimidation, counterattack or 
unperturbed determination, but by an intensified advocacy. Apparently the 
experience of being attacked in these ways can stimulate deep personal anxi- 
eties and unconscious patterns of defense. As a result, a person’s prior scien- 
tific basis for supporting a health measure may shift to a blindly emotional 
espousal of a cause, with all the concomitant drawbacks that this entails. We 
have already referred to a spectrum of opposition to health legislation which 
ranges from rational to irrational. The advocacy of these measures can oc- 
cupy a similar spectrum. The relative proportions of the rational to the irra- 
tional bands on this spectrum, however, for the proponents and the oppo- 
nents are likely to be the reverse of each other. 

The general public loses from the inactivation of scientific workers and 
public officials when, under the pressure of social penalties and demoraliza- 
tion within their own group, they withdraw, emotionally as well as phys- 
ically, from further endeavors to raise the community health level. Some of 
those in the health professions retreat into less controversial areas of work, 
The laboratory may feel safer than the market place. But the public is de- 
prived of the benefits of the laboratory if research findings that are developed 
and tested there cannot find their way into general application. For each con- 
structive health program that is halted by extremist opposition, it appears 
likely that an inestimable number of potentially constructive programs fail 
of inception because officials and scientists fear the real or fantasied power of 
antiscientific opposition. 

When the social climate renders the risks especially great, as during the 
height of McCarthyism, not only may the public be deprived of the applica- 
tions of scientific progress, but that progress itself may be hampered by the 
extension of the inhibiting forces into certain areas of research. Prejudice, su- 


search projects in the fields of preventive mental health and human relations 
in the same way as against legislative health proposals. Apparently the spur 
to such opposition is the possibility that the research investigation may pro- 
duce findings which might lead to broad-scale legislative and administrative 
applications that threaten these opponents along the lines discussed above, 
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perstition, fear and ignorance have been mobilized against attempted re. 


Research in publicly supported institutions is especially vulnerable to this 
type of attack, and its defenders relatively weak in the face of it. Indirect 
pressure has also been exerted, however, on nonpublic sources of support, as 
when private foundations are dissuaded from granting funds to projects be- 
cause they fear these may foment adverse public opinion and threaten their 
tax-exempt status. 
We are aware that many aspects of this complex topic need further study. 
How do people who feel compelled to do something actively about their con- 
victions differ from the great majority who may hold similar convictions but 
never feel the need to commit themselves to action? How does unrealistic 
complacency in the face of realistic danger differ psychodynamically from the 
unrealistic anxieties we have been discussing? We recognize also that today's 
scientific proposal can end up as tomorrow's fad. Many of us can still remem- 
ber, for instance, the scientific zeal with which tonsils, teeth and other sup- 
posed “foci of infection" were removed in wholesale proportions. How does 
such "rational" zeal differ from the "irrational" opposition to such meas- 
ures? 
We are aware that not all scientific proposals have been equally vali- 
dated—witness the differences that exist among reputable scientists as to the 
degree of harm that is being done by radioactive fallout. Does the degree of 
validation of a scientific proposal make any difference in the degree of opposi- 
tion which it arouses? These and many other questions warrant separate 
communications. 
To summarize briefly then: We have tried to demonstrate that opposition 
to scientifically motivated health legislation covers a wide range of hetero- 
geneity—from groups whose opposition is based on science and reason, t0 
those whose objections appear to be based on self-aggrandizement or politi- 
cal considerations, and finally to those whose opposition stems from irra- 
tional anxieties or ignorance. We have indicated that the problem is part 9 
the broader problem of reactions to social change in general. Opposition to 
social change derives from factors which are external to the individual as We 
as internal within his psyche. Some of the external factors involved include 
threats to the power, prestige or economic security of certain groups, the fac- 
tor of coercion, problems of timing, the attitudes of leadership, and various 
educational, socioeconomic and cultural factors. The internal factors 1- 
volved appear to be centered on feelings of vulnerability in relation to t€ 


al 


eof bodily wholeness, psychic wholeness, or wholeness of the individual's | 
ace." An awareness of both external and internal factors, and of the 
in which they interact in any given “field” situation, is essential for a 
rr understanding of this complex group reaction. Although many ques- 
still remain unanswered, it is hoped that this discussion will stimulate 
er interest in a problem which has, we believe, significant psychiatric as 
J] as social ramifications. 
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THE REHABILITATION OF PSYCHOTICS 
IN THE COMMUNITY* 


LEOPOLD BELLAK, M.D.,1 axo BERTRAM J. BLACK, M.S.W.7 
Altro Health amd Rehabilitation Sersices, Inc., New York, N. Y. 


VERY physician, every therapist would like to be able to treat patho- 

logical conditions etiologically, and specifically. Moreover, the acute 
disorders, say, of an infectious nature, are the real pride and joy of every 
practitioner, if he happens to have the magic bullet to deal with them. Thisis 
heroic, dramatic, final and gratifying. 

Toilers in psychiatry, short of the button of the ECT machine, are gen- 
erally denied these easy pleasures. Workers in the field of rehabilitation of 
psychotics are the sharecroppers of this domain. They get that selection of 
psychotics who are too ill to recover in the way in which even most psy- 
chotics regain some health. Little drama, mostly steadfast repair, a need for 
excellent frustration tolerance, and a willingness to take reasonable risks 
characterize this work. 

Nevertheless, rehabilitation of psychotics is essential and presumably will 
always be, even if some magic bullet should be found for mental illness: @ 
vast percentage of psychotics do not suffer so much from regression, as from 
never having progressed sufficiently, in reality testing, impulse control, ob- 
ject relations and other ego functions (1). Thus, they will always need a 
learning process which cannot be substituted for by medication. 

Inan earlier paper (2) we advanced some of our propositions and concepts 
a rehabilitation by transitional work at Altro. To summarize 

riefly : 

For the past five years, Altro Health and Rehabilitation Services, Inc., has 
placed its rehabilitation center and its sheltered workshop at the disposal 
of postpsychotic patients. Altro has for many years provided rehabilita- 
tion for two other exacerbating, relapsing types of chronic illness: tubercu- 
losis and heart disease, It has evolved a program of rehabilitation centered in 
the services of a sheltered workshop, with a ring of protective profession 
services around the work setting. In brief, Altro Work Shops is designed to 
provide real work for real pay in an atmosphere as close to that of norm 
industry as it is possible to construct, while providing the necessary medical - 
and sociopsychological controls in the interest of the patients. Altro Work 
Shops is seen as a transitional work experience, a setting in which it is pos- 

* Presented at the 1959 Annual Meeting. 

T Up to the time of the writing of the paper, Chief Psychiatric Consultant, Altro Health and Re- 


habilitation Services, Inc.; now Director of Psychiatry at City Hospital, Elmhurst, New York. 
1 Executive Director. 
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for the individual to slowly increase his tolerance to work and the inter. —— 

al relations that go with it, and to learn new skills so that he maybe — — 
once again to take his place in society. LUAM 
^ At the 1955 Annual Meeting of this Association (2), we described in some — — 
detail the principles of alternating work and rest; the building up of work toh — — 
erance under medical supervision; the varied roles of the social caseworker, 
M ¥ocational consultant, psychiatrist, teaching and other personnel; the kinds 

Sof occupations; the subsidies to income to provide for the economic stability 
the family so that the patient could partake of a rehabilitation program. 
In the present paper we propose to discuss certain specific problems which 
we have encountered in these past five years of work. For practical purposes, 
Vit appears best to divide these problems into those of the initiation of the pro- 
gram, the middle and main part of the rehabilitation work, and the special 
problems relating to termination of the contact with the patient. 


v Tue INITIATION or REHABILITATION 


_ From the standpoint of selection, planning by patient and family as well as 
by the psychiatric team, it is essential that rehabilitation be arranged for as 
"early in the patient's stay in the hospital as possible. Otherwise, one ofthe re. — — 
‘sults is that many patients are discharged into the community only to relapse - 
very soon. Experience has shown that most of the state hospitals’ disch Li 
patients are able to find employment on their own in the present labor mar- - 
ket and that only the very sickest are usually interested in rehabilitation by D 
such transitional employment as we offer. Many subsequent remarkshaveto — — 
be understood in the light of the fact that our patients were usually ofthe — — 
 sickest —many of them having had several long periods of hospitalization and — — 
" being without family or other resources. Aside from the hardship this places 
on the rehabilitation workers, the use of rehabilitation only for the sickest is 
probably not optimally meeting the needs of the community. It is important 
to acquaint many patients with the need for supervised rehabilitation even if 
‘they are seemingly well enough to proceed on their own; and to plan rehabili- 
tation early, when it seems indicated at all. A 
It is our belief that every hospital admissions conference on a patient 
should include a specific commitment as to the expected course of the pa- 
tient, both short-range prognosis and long-range prognosis. Such a statement 
(following the customary one of the diagnosis and not necessarily highly cor- — — 
"related with nosological entities) might, for instance, state: “Schizophrenia, i 
acute, catatonic type. Fairly adequate premorbid personality, with dificul- — — 
“ties in interpersonal relations, specifically in working situations. Expect 
- prompt benefit from series of about 12 E.C.T.; a relapse somewhere within a 
year of discharge of illness because of repeated acute conflict around sexual : 
and aggressive problems. Thus, E.C.T. should be supplemented with group — — 
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therapy or group work while in hospital, and rehabilitation setting for some 
time after discharge. Social casework with family indicated to reduce con- 
flict-producing atmosphere there.” 

Needless to say, every diagnosis and prognosis is but a heuristic hypothesis 
and may turn out to be wrong. However, on the chance that careful repeated 
conceptualization will give a better than 50:50 chance of being right, it is im- 
portant that the patient and family be early motivated to rehabilitation 
even if the patient should manifestly appear to be in very good condition im- 
mediately after discharge. Specific planning of the type of rehabilitation indi- 
cated (“prescription for rehabilitation") is also important; preparation and 
planning are predicated upon the presence in the hospital, and at the initial 
conference and the discharge conference, of a rehabilitation psychiatrist and 
rehabilitation worker. 

It has been our experience that such prognoses are rarely part of the hos- 
pital’s evaluative armamentarium. In less rare instances, but still too infre- 
quently, there is some provision for rehabilitation personnel in mental hos- 
pitals. The placing of a vocational counselor in juxtaposition to psychiatric 
staff does not in itself ensure either an interest in rehabilitation for the pa- 
tients or, what is more important, the development of rehabilitation prescrip- 
tions. As we have learned that such is the case, Altro has found it necessary 
to devote more time and attention to the development of rehabilitation re- 
sources in the hospitals on which it depends for referrals. The most sig- 
nificant of these has been the establishment of a rehabilitation team at Rock- 
land State Hospital under a grant from the National Institutes of Mental 
Health. This team is composed of a psychiatrist, a social caseworker, à 
vocational counselor and a rehabilitation counselor from the State Division 
of Vocational Rehabilitation. As a public-private cooperative enterprise, it 
has begun to stimulate the consideration of a “rehabilitation prescription” 
by members of the hospital psychiatric staff. It is used as much for rehabilita- 
tion evaluation (leading to such prescriptions) as it is as a resource for refer- 
ral of patients ready for discharge and for whom rehabilitation planning 1$ 
immediate. 

From the time of initial consideration at intake, a specific formulation of 
assets and liabilities of the patient and his life situation is necessary. Such a 
dynamic study of the patient will permit one to predict the type of relation- 


ship he will develop to the worker and others, and to help formulate the steps ` 


in the rehabilitation leading to better object relations. At this time, too, de 
cision should be made as to whether tranquilizers or other medication is indi- 
cated concomitantly, or whether provisional orders should be left in case ofa 
crisis. Plans need to be made concerning the extent of the involvement of the 
family—whether foster home placement, additional psychotherapy or other 
measures are necessary. 
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Psychological testing has an integral part in the planning too. Patients are 
given a battery of tests, which usually includes the Wechsler-Bellevue Intel- 
ligence Scale, the Rorschach, a self-administered Thematic Apperception 
Test, the Horn-Tomkins Picture Arrangement Test (PAT), and other tests 
where indicated. The psychologist’s appraisal of ego functioning, special lia- 
bilities and assets, vocational aptitude and psychodynamic features is pooled 
with those of others of the rehabilitation team. Independent ratings of the 
patient's assets and liabilities by intake social worker, psychiatrist, psycholo- 
gist, vocational counselor and workshop staff are then interrelated fora total 
rehabilitation program for the patient. 

An outstanding feature of rehabilitation of the type of psychotics in the 
community now referred for rehabilitation is the fact that one deals with pa- 
tients who are so ill that it often seems they should have stayed in the hos- 
pital except that they would probably never get well enough there to be un- 
equivocally ready to be discharged. We have therefore come to consider it 
essential that some means for easy rehospitalization remain open in case it 
should become necessary. An arrangement with the institution from which 
the patient comes, or some other hospital facility, so that the patient may be 
hospitalized quickly on our request (but also discharged as promptly as 
seems necessary, a point we will discuss later) is essential.! This point should 
not be mistaken as a notion that the patient might best be rehabilitated insti- 
tutionally in the first place: rehabilitation in the community is often a sine 
qua non for any rehabilitation on the part of the patient. The possibility for 
quick rehospitalization is simply a necessary administrative arrangement for 
work with this group of people. It is equally necessary that the arrangement 
permit continued contact by the rehabilitation personnel with the patient 
during a possible rehospitalization, to utilize this period for further working 
through and prompt return to the community when the crisis is over. 


Ture Mippte PHASE or REHABILITATION 


Our caseload consists almost entirely of schizophrenics. Like other people, 
„schizophrenics differ a great deal from one another and need quite different, 
and in the last analysis highly individual approaches to their rehabilitation. 
If an extremely weak ego is the common denominator of schizophrenics (1) it 
must be remembered that different ego functions are involved to a differing 
degree in each case. The patient suffering from infantilism simpers, feigns, 
attracts attention, acts out impulsively, wishes to relate parasitically, sym- 
biotically, or at best primitively anaclitically; the intelligent, tense paranoid 
wants to maintain emotional isolation, is preoccupied with homosexual prob- 


1 We have been lucky enough to have a very good working relationship along this line with various 
psychiatric departments in general hospitals as well as state hospitals, Veterans Administration hospitals 


and private hospitals. 
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lems or more broadly with matters of activity and passivity, and is, so to say, 
explosively aloof. The schizophrenic with hysterical character formation ex. 
periences wide mood swings, is given to dramatic, ominous-appearing symp- 
tomatology, and responds to “calls to order" as if magically transformed 
for the moment. The schizophrenic with affective features will use excessive 
denial and be gay and apparently carefree, only to become suicidally de- 
pressed when the bubble bursts. Finally, there is the chronic “burnt out” 
schizophrenic with many somatic delusions, quite bizarre symptom forma- 
tion, apathy, but some remnant of a functioning ego. 

Despite these many individual differences, these patients share some com- 
mon denominators on which we can offer some generalizations as to rehabili- 
tation techniques. They all have some disturbances in object relations, the 
severity of which is bound to make unusual demands on whoever works with 
them in rehabilitation. 

a) When a patient is unusually passive to the point of inertia, or bristling 
with hostility or given to dramatic crisis, it may be useful /o have two different 
people working with the same patient, each seeing the patient alone. Generally, 
one can work on the transference problems with the other. Sometimes the 
caseworker will be the main carrier of psychodynamic intervention and a 
psychiatrist will play the episodic auxiliary role; other times it will be the re- 
verse or two workers will collaborate. In some instances, the homosexual ten- 
sion between a female caseworker and a female patient might become too 
much for both of them, and the male psychiatrist can be used to dilute this 
tension. Sometimes heterosexual problems need such intervention. Some- 
times a patient may be in psychotherapy with a private psychiatrist, who 
carries the main therapeutic responsibility, and the worker may play a sec 
ondary role, though in close contact with the psychiatrist, and help work 
through some transference problems. 

b) In cases where the interpersonal tensions become too much to bear for 
rehabilitation worker as well as patient, we are experimenting with the simul- 
taneous use of two caseworkers, having both share an occasional session with 
the patient. In the presence of some unusually taxing problems, they can give 
each other support; at the same time the patient often feels relieved from the 
implications of being intensely related to one person, alone in the room. Such 
use of multiple therapists (in direct distinction to group therapy, where there 
ME SKEE al patients to one therapist) is not new except for our use of it in re- 
habilitation. It had been experimented with before at Chestnut Lodge Sani- 
tarium (3), as we learned after we had tried this plan ourselves. 

c) The idea of having more than one person to relate to is altogether & 
good one with the extramural management of these patients. Any 
therapist may become ill, take a vacation or leave the agency. Such interrup- 
tions are likely to lead to marked repercussions in this group of patients; t9 

have at least some acquaintance with another person in the agency may 
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bridge the difficult time. It is therefore well to make certain that some extra 
contact with another professional rehabilitation worker is made, at least 
briefly, in the early course of the program. 

Administratively speaking, the casework supervisor may be a good auxil- 
iary contact person since she is more or less familiar with the case anyhow, 
and may be more easily able to make time available on her schedule when the 
need arises. It keeps her in close contact with clinical problems and makes 
her higher skill available when there is most need for it. Workers with differ- 
ent personality features can be used to supplement each other—a permissive, 
slightly anxious one with a more authoritative and more controlled one. 
Above all, it is good to vary the caseload for each worker so that no one has 
only excessively difficult patients. 

d) The planning of the management of crisis has to be a well-conceived part 
of a rehabilitation program for psychotics. The more clearly the psychody- 
namics of the patient are understood, and particularly the better the nature 
of the precipitating factors can be conceptualized, the easier it is to conduct 
the rehabilitative process and to anticipate or deal with crises. 

The great flexibility of the service and the ability to marshal many re- 
sources are implicitly important features of a program like ours. 


It became understood that a young woman had her original breakdown because the 
affection of a young man was too threatening to her relations to her mother. When, — 
during rehabilitation, a young man wanted to become engaged to her and the mother 
became hostile and the daughter withdrew from the man and became more attached to 
the mother, and at the same time again produced paranoid delusions and hallucinations, 
only energetic measures were able to forestall a malignant regression. The patient's 
therapist had to increase her contacts with the patient. The mother had to be seen 
intensively. Since the mother in this case was also at least borderline, both mother and 
daughter were put on tranquilizers; the psychiatrist saw the patient too, to make some 
“cathartic” interpretations which had a better chance of being tolerated from him than 
from the caseworker. 

During this time, great care was exercised to keep the patient on a stable work pro- 
gram at Altro Work Shops. Once the acute crisis was worked through, plans could be 
made for further and more far-sighted steps. The malignant relationship between mother 
and daughter needed modification. It would have been ill advised to try to place such 


a patient abruptly in a foster home or YWCA or similar setting. After the acute phase 


was over, the patient was encouraged to live with an aunt she had once spent time 
to be followed by 


with before, as a sort of transitional weaning away from the mother, r 
d further intensive psychodynamic work. During all 


moving out to a women’s hotel, an X 
of this there was no slackening in efforts toward preparation for her return to the 


working world. 


As already mentioned, it is essential to have available the resource of 
rapid hospitalization of a patient and an opportunity to coordinate the reha- 
bilitation with that hospitalization; and release of the patient from the hos- 
pital as soon as the crisis is resolved. 

Another aspect of the planning for crisis is the need to make provision for 
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some responsible professional person in the normal life pattern of the patient 
who can take an active role in an emergency. Often there can be cooperation 
with the family doctor. If he has been contacted prior to the occurrence of 
crisis and has some knowledge of the rehabilitation process and of the pa- 
tient, he can be very useful as the most immediately available professional 
in the patient’s vicinity. He may be called upon to give an injection or take 
other emergency measures, often in counsel with the psychiatrist. 

e) The casework or psychotherapeutic approach per se is only one of the 
features of the Altro program. The workshop plays a very important part, 
particularly in the drawn-out middle or main phase of the rehabilitation 
process. There, the patient is exposed to a real world in which he has to play 
areal role. The difficulties in that area of functioning are not only brought 
home to the patient, but are also made known to the therapist by the work- 
shop staff; this provides valuable interaction of realistic and therapeutic 
data not very well available in another setting. 


Per se, the workshop permits the patient to learn object relations, to ac- 
quire frustration tolerance an 


s parable of porcupines on a winter day (2); in 
he patient can experiment with the optimal distance in ob- 


er than object relations, anxiety tolerance 
or be restored. Per- 


playing an acceptable social role. 

Aside from the intrinsic role of the workshop 
bilitation cen ter, it plays the extrinsic role of kee 
responsible supervision, “out of trouble" 
something of the function of a day hos 
evening and the night into the care of the 


ery often a family is not available, or the available one is not of the 


kind that can be considered to provide an atmosphere in which rehabilita- 
tion ts possible, not to mention being furth 
course, part of i 


as a “‘habilitation” or reha- 
ping the patient under some 
; in that sense the workshop serves 
pital, releasing the patient for the 
family or family substitutes. 


: f i i to avoid a relapse. But at times, 
the family milie ifiable—the pathological and path- 
S true it is necessary to provide 
& or some other facility. If the family setting is not 
but may be Modified or in time become bearable for 
ften a desirable facility, a place where the 
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patient can spend the time in the evening with some sociability and without 
the pathogenic influences of his family, when his ego strength may be at its 
daily ebb. 

g) Another major role in the rehabilitation program is undoubtedly played 
by tranquilizers. Curiously enough, for every psychiatrist who thinks little 
of psychotherapy there is at least one psychiatrist who has an antipathy for 
drugs. Frequently, a psychoanalytic orientation appears as a rationalization 
for a dislike of drug therapy; this attitude appears as a somewhat excessive 
denial of “pill magic." If chemotherapeutic means allow a strengthening of 
the ego by decreasing aggressive or sexual impulses and their ensuant compli- 
cations and sequelae, and if such strengthening seems vitally necessary to 
avoid rehospitalization, drugs are obviously a good thing. There is no ques- 
tion, empirically speaking, that a good percentage of patients could not have 
been kept in the community without drugs.” 

Some of our patients had been put on tranquilizers by their hospitals and 
were maintained on the drug for a while after discharge; others were given 
drugs for the first time on entering the workshop, or were given them at pe- 
riods of crisis. All drugs are administered orally only, in tablet or capsule 
form, sometimes in combinations with methamphetamine or one of its rela- 
tives. By and large, Thorazine has proved most helpful in severe disturb- 
ances, and meprobamate in the lighter anxiety states. Deprol appeared ex- 
perientially useful in depressive states. 


PROBLEMS OF TERMINATION 


Termination is likely to be beset by difficulties as soon as the specter of 
possible separation arises at all, before the really final phase of the relation- 
ship. Attainment of some marked progress and the possibility of independ- 
ence and reasonably good functioning is often characterized by a sudden 
regression similar to the flare-up of transference neurosis in a psychoanalytic 
practice. The patient is likely to become acutely psychotic again, suicidal, 
or otherwise markedly disturbed. If this episode cannot be handled by case- 
work, psychotherapy or chemotherapy, we have come to accept a brief hos- 
pitalization as part of the termination phase as a quite constructive step. 

It seems as if the patient may not only be regressing under the impact of 
the threat of separation and of the moral masochism that makes any meas- 
ure of happiness forbidden; he also seems to have a wish at times to test the 
therapist and his own attainment—a sort of testing of limits—as well as to 
be attempting a final assessment of the advantages of illness over the advan- 
tages of health. At this point, patients often request hospitalization, or ar- 


* We are most grateful for the generous contributions of free Thorazine by Smith, Kline and French 
Laboratories; of Serpasil by Ciba Pharmaceutical Co. of Miltown and Deprol by Wallace Laboratories; 
of Equanil by Wyeth Laboratories. 
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range it without our knowledge. Typically, they soon decide, once in the 
hospital, that it was all a mistake and they want to be out again. It is useful 
in any case of hospitalization, whether instituted by the patient, his relatives 
or the agency, to use this intramural episode for a final working through of 
the previously elaborated material, and for an anchoring of the therapeutic 
attainments. 

In this sense, brief hospitalization, usually for not more than a week or 
two, may be considered an integral part of the final working through of 
problems of rehabilitation with this group of patients. 

After that episode, or its equivalent without hospitalization, and after 
the final regression has been worked through, another problem has to be 
faced. The main problem of termination is that there should not really be 
any: we are dealing with a group of patients of such severity of illness that 
they may usually not be expected to weather life entirely on their own. 
Practically, of course, it is not feasible to afford them support for life. 

Luckily there is a means for a compromise: the patients do not need actual 
continued contact, but rather the feeling that they can have contact, that a 
parental figure is available to them. Analytically, this is, of course, simply 
the problem of leaving certain types of patients in a mild state of positive 
transference. Oberndorf (4) has pointed out how in his experience this con- 
tinued symbolic relationship may endure for decades, and beneficially so. 
In our own agency’s experience with tuberculosis this fact has also been 
amply borne out and utilized. 

The practical implementation of the change from an intense relationship 
to a specific therapeutic worker to a mildly positive and mostly symbolic 
relationship to the agency has led us to suggest a special arrangement. After 
termination has been discussed and worked through, another worker is in- 
troduced to the patient and a few sessions are held with both workers pres- 
ent with the patient. It is explained that the second worker will be available 
for follow-up help in the future. The original worker drops out and at least 
one meeting is held between patient and follow-up worker. By this means 
some transfer of feelings to the new worker is possible; the patient has some- 
body to fall back upon, and yet the secondary gains in the continued rela- 
tionship and the tendency to relapse are markedly reduced. Administra- 
tively, it makes it possible to free each individual worker from the heavy 
drain of chronic continued dependence and to concentrate responsibility for 
all follow-up problems in one worker. 


Summary 


The rehabilitation of the hospital-discharged psychotic in the community 
raises a number of specific problems. For maximal benefit of the individual 


paner and optimal efficiency of the program, rehabilitation should be ar- 
ranged for early in the hospital stay of the patient. A prescription for reha- 


| 


x edt 
tation needs to be elaborated and the patient and his family prepared for — 

i. In our program, a rehabilitation team was established for this purpose 5 

Rockland State Hospital. 

f Our patients are often so ill that it has been found useful to have some 
nite provisions for quick (and probably only brief) rehospitalization at 

e original institution or at other hospitals, throughout which we maintain 


Planning for crises and their management has to be a constant part of the 
program of work with patients such as ours, since the rehabilitation program 


part of any progress in adaptation. The workshop is of help in this process, 
intrinsically as a forum for acquiring better object relations, and inciden- 
tally as a chance for observation and control of the patient. 
Arranging for a suitable milieu after work, in terms of casework with the 
patient's family or provisions for a foster home, etc., is another part of our — 
T own version of “total push” in rehabilitation. Tranquilizers have played an 
"important role in carrying patients through difficulties. 
Termination presents special problems. A psychotic flare-up often occurs 
‘terminally for various dynamic reasons. A brief rehospitalization is fre- 
quently a most constructive step, another form of working through. To 
facilitate the final disengagement, the patient is seen jointly by the therapist 
"and a follow-up worker. While the patient has to give up the intense rela- 
tionship to the therapist, he is left with some chance for a potential relation- 
ship to the parental image of the agency in the form of the follow-up worker. 
This frees therapists from interminable involvement and should leave the 
patient with a persistent symbolic positive transference relationship as well 
as a realistic possibility for help if the need should arise. 
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EXPERIENTIAL GROUP TREATMENT OF SEVERELY 
DEPRIVED LATENCY-AGE CHILDREN* 


SAUL SCHEIDLINGER, P».D. 
Group Therapy Consultant, Community Service Society, New York, N. Y. 


ERE has been an increasing interest during the last two decades in 
the problem of children with severe ego pathology. They have variously 
been termed "severe non-neurotic ego disturbance," “borderline,” “atypi- 
cal," “pre-psychotic,” “autistic” or “schizophrenic” (3). The treatment 
efforts described in the literature involve most frequently the provision of a 
therapeutic environment in an institution. There has also been some experi- 
mentation in extramural settings, modifying the usual techniques of individ- 
ual psychotherapy to suit the special needs of these children. In line with 
the frequently held view of a guarded prognosis unless treatment be initiated 
prior I age six (2), much of this work has been carried on at the preschool 
age level. 

This paper deals with an experimental use of activity group therapy for 
such Jatency-age! children (aged 8-13), who have experienced marked depri- 
vation in their lives and consequently developed serious disturbances in ego 
functioning. Carried out within the framework of a nonsectarian family 
service agency, the observations and techniques to be discussed were gradu- 
ally evolved in the course of our six years of work with these clients. (A few 
of our groups contain a majority of such cases—in most of them, they are in 
a minority. In all, they constitute about one third among the total number 
of 60 children currently in group treatment at the agency.) 


PRESENTING PROBLEMS 


Nhat about the backgrounds of these children? About 90 per cent Negro, 
~ with a sprinkling of whites and Puerto Ricans, these boys and girls came 
invariably from families with severe social and economic pathology. Marked 
emotional deprivation, especially in the earliest years, absence of parental 
figures (usually father), and transient relationships by the mother with sev- 
eral men were repetitive features. Such problems as lack of mothering, fre- 
quent parental neglect with inconsistent handling, and harsh physical pun- 
ishment stood out. Not infrequently the child was exposed to direct sexu 
seductiveness and delinquent patterns. 
How in greater detail do some of these children appear? 
Carl, 94, was extremely moody, sullen and withdrawn. His moods seemed unrelated 
to external factors. He had no close relationships with anyone and gave the surface 
* Presented at the 1959 Annual Meeting. 
* The term latency-age is employed loosely here, and is meant to include preadolescents. 
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these periods the children (including an older brother and a younger sister) were nag- 
lected, often without any adult in the picture for a number of days. Later on a great- 
D punt, a sickly woman over 70 years old, would assume care of the chikiren until her 
niece's return from the hospital. The parents were divorced when Carl was a baby, 


Bernice, 9, was brought to the agency because of disobedience, poor social relation- 
ships, fighting with siblings, playing with matches, bed.wetting and occasional thumb- 
sucking. She was described as an impulsive, slightly delinquent youngster who exhibited 
little capacity for control, At school she was defiant with adults. She stole money and 
small objects, mostly to “buy” favor with other children. 

Bernice oe born out of wedlock, as were her two younger siblings. Each of them had 
a different father, which served to enhance their own confusion regarding their identity. 
- The family unit, consisting of the mother and the three children, lived in a one-room 
apartment. Bernice and her sister had to share a bed with their mother, 

Bernice became enuretic at the age of seven after the mother had forced her to stop 
sucking her thumb. Once the restrictions were removed (bitter fluids on the thumb— 
described to the child as poison), Bernice began sucking her thumb again, and the 
bed.wetting ceased. Shortly before the group treatment commenced, Bernice broke 
herself of the thumb-sucking habit by putting a piece of tape on her thumb. While 
successful in stopping the habit, Bernice became more withdrawn and depressed, sulking 
or crying frequently for no apparent reason. 


Vivian, 10, was described by her mother and her teacher as a “nervous” child. She 
reacted to stress situations by becoming frightened and going to bed. Threats of whip- 
ping by the mother left Vivian shaking and trembling. She was also very fearful of 


tub her lip. 

The school spoke of Vivian as fidgeting and as talking out of turn, At camp she dis- 
played occasional temper outbursts and rapid mood shifts. Vivian became more 
“nervous” after the death of a brother several years before. Vivian and her sister had 
to help in caring for the youngest child. 

The mother was described as a dull woman, noncommunicative and markedly de- 
pressed. She was hospitalized for cardiac disease, and during this time a homemaker 
helped in caring for the children. Upon the mother's return, she became pregnant again. 
She did not want a fifth child—the four children were already too much for her. The 
father, a passive and ineffectual person, was extremely dependent on his own domineer- 
ing mother. 

Vivian's severe pathology emerged with particular clarity during the first few group 
sessions. She looked at times as though she were in a trance. She made faces, smiled, 
talked to herself and even addressed inanimate objects. She was completely unable to 
relate to the other girls, staying close to the adult. i 
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These case illustrations readily suggest a similarity of our children with 
the severe ego-disturbed cases described by Rank (8), Alpert (1), Mahler 
(7), and especially those depicted by Weil (15). The latter had discussed in 
considerable detail the failure in adequate ego development characterized 
by poor social-emotional adaptations, problems of control, and various anxi- 
ety manifestations, ranging from fears to obsessive-compulsive mechanisms. 
Perhaps because of the greater amount of actual deprivation and want (in 
addition to the emotional one), we were particularly impressed in our chil- 
dren with the degree of oral fixations, of a primitive, oral greediness coupled 
with an impatient, hostile expectation that these needs would not be met. 
Hand in hand with poor reality testing, with difficulty in distinguishing be- 
tween inner and outer sources of tension, went serious distortions in the 
perceptions of other people, especially adults. Related to this was an under- 
lying tone of depression with an extremely low self-concept and the problem 
of confused identity. 

While none of these clients fitted into the concept of latency as summa- 
rized by Fries (4), it is also noteworthy that we never worked with any in 
whom the ego pathology was all-embracing. Thus, hand in hand with ar- 
rested or regressed ego functions went others which were reasonably well- 
developed and served as anchorage points for the therapeutic intervention. 


Group THERAPY TECHNIQUES 


The group treatment techniques we evolved for these children constituted 
in effect a modification of the activity group therapy developed by S. R. 
Slavson in the late thirties (12, 13). Briefly, this method, devised for less 
severely disturbed children, stresses the acting out of conflicts and deviant 
behavior patterns within the framework of a permissive environment. The 
basic therapeutic elements accrue from the interaction of the children with 
each other and from their relationship to the therapist. An activity group 
consists of about eight members of the same sex and similar age, carefully 
selected with a view toward achieving a balance of adaptive behavior pat- 
terns—ranging from aggressiveness to withdrawal. The physical setting of 
such a group comprises a large room, equipped with simple furnishings, tools, 
crafts supplies and games, chosen from the standpoint of their therapeutic 
effectiveness (9, 10). 

The potentialities inherent in activity group therapy for helping children 
with severe ego pathology suggested themselves to us through coincidence. 
This was in connection with the use of our groups for observation of children 
on whom there were inadequate diagnostic data. In the course of this ob- 
servation the striking pathology of these children emerged readily enough to 
view. What emerged in addition was that the group experience seemed to 
assume a positive meaning for them from the very beginning. Considering 
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that most of these clients were totally inaccessible to individual case r 
‘contact without motivation for help or change, this was an important 
“servation. We began to experiment with more and more such children, modi- 
fring our techniques along the way in line with their special needs. 

"The changes we introduced experimentally differ in a number of ways 
from the techniques usually associated with activity group therapy. First 
- of all, the therapist had to abandon from the very beginning the role of neu- 
trality and extreme permissiveness which had worked so well with less 
© damaged personalities. These children's ego faculties were simply not sufi- 
ciently developed to perceive the adult as a warm and helpful figure when 
- he kept his verbal responses to a minimum, and particularly when he plan- 
- fully failed to interfere in the face of what appeared to them as psychologi- 
' cally threatening group developments. As Slavson had stated regarding the 
— general kinds of activity groups, they require children with at least “a mini- 
mal development of ego strength and superego organization so that impulses 
can be brought under control through reactions of other children and the 
— demands of the group” (14, p. 25). Thus, for the children under discussion. 
"the, therapist had to become more open and direct in his emotional reactions 
"and verbalizations. p. 
As to restraint, the therapist had to be readier to use it (preferably in- 
- directly) in the face of verbal or physical impulsive acting out. It should be 
noted that direct physical attacks rarely occur in our groups. First of all, 
there is the careful selection and “balancing” of the membership. Then, 
‘there is the amazing tolerance of these groups for individuals who are “dif- 


stituted it is rarely perceived as a hostile act; quite to the contrary, we have 

had indications that as with nursery-age children, it is viewed with relief and 

relaxation as the adult's help to the ego against the threat of uncontrollable 

mpulsivity. Prior to this shift in the therapist's role, these children, when 

asked about the groups, would describe the leader as “not caring," or as 
Eb eing afraid of the kids.” 

"Another related modification referred to the planful structuring of the 


broader group climate, even further than is usually the case, toward con- 


especially in the early stages of the group, the traditional snack became for 
roviding a few “extras” (plus the food of absentees) for the group to deal. 


th as it pleases, the therapist did not permit the customary free group 
teraction with respect to basic portions. These were assured to each child 


Ssive group members. 


t ferent" and particularly vulnerable. However, when restraint has to be in- — 


stancy, nurturing and feeding. Besides the availability of plentiful supplies, | 


a full-fledged meal carefully prepared by the therapist. While planfully: 


^ We also decided that with these children's deficiencies in reality testing, pt 


‘ho matter how persistent the attempts to grab on the part of the more ag- ; 
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the well-known nonverbal techniques of situational interference were i 
quate. They required, in addition, frequent verbal interventions on the 
of the therapist. These could be in the direction of confrontations of beh 
ioral responses; i.e., “You are now quite upset,” or “You are taking the w 
which belongs to Fred”; more frequently these comments are in the na 
of clarifying external reality. For instance, in a boys’ group some of the 
members giggled and playfully threatened to beat Robert up after the meet- 
ing. The therapist clarified the reality for the child by saying, “They are 
only teasing.” Or, the adult might say, “I will not let anyone in this club 
beat you.” In a girls’ group a child said to the therapist, “Get the girls out of 
the bathroom or they will fall in the toilet and get swallowed up.” The thera 
pist replied, “This cannot happen.” 


THE TREATMENT Process 


With the above kinds of modifications we found activity group therapy 
eminently suitable for helping such clients with severe disturbances in ego 
development. It is well known that in al children, acting is the natural form 
of communication. Also, with their more pliant personality structure, they 
respond more readily than adults to new perceptions inherent in a current. 
experience. Expressing problems through action rather than words is espe- 
cially true of personalities with early fixation levels. For the earliest form of _ 
communication in life is nonverbal. Consequently, the actual experiencing of 
aratifications and the reliving of earliest traumata inherent in this approach 
are most valuable. Insofar as the group treatment constitutes in effect a 4 
guided gratification, regression and upbringing, current conflicts as well as 
earlier unresolved interpersonal experiences can be relived, but with different 
actors, and what is even more important—a different ending. As one girl put 
it when her mother questioned her on her not overeating as much at home — 
as she used to: “They stuff you so much all the time in the club that I don’t | 
care to eat as much now.” The therapist’s feeding her once a week during the 
sessions had begun to carry her for the whole week! 

In both of the illustrative cases at the end of this paper, the reactivation 
of oral conflicts in relation to the group therapist as a maternal figure is un- 
derscored. This is no coincidence, for as we have noted at another point re- 
garding our groups, * ... itis around the theme of food—the buying of it, 
the bringing of it to the meeting room, the cooking and serving—that the - 
most dramatic and meaningful interactions occur. The conflicts re-enacted 


ne involve not only the re-living of the earliest problems in mother-child — 
D wig but they are at the same time anchored in the current reality of ; 
the children's home experiences" (10). In this context, sibling rivalry actually | 
became a struggle for mother's fo 


od—for her milk in a symbolic sense. 
Bernice, the earlier-mentioned impulsive child, who sucked her thumb, fought with i 
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her sister, wet her bed and played with fire, was enraged at other girls for bringing visi- 
tors to the group meetings. Her anger about this kind of sharing of the food was so 
intense that, in retaliation, she brought her hated younger sister to some sessions 
provisionally, just in case another girl had again invited her friend to attend. Quoting 
from a session: 

"Like a racing locomotive suddenly brought to a halt, Bernice stopped short at the 
ping-pong table. Her sister Doris followed behind. Bernice did not bother to say hello 
or to take off her coat. After greeting Bernice I asked her if she wanted to have her sister 
visit for today. Bernice said it depended on whether or not Sally's friend was going to 
stay. When Sally announced that she had brought Dora at the designation of the girls, 
Bernice bellowed at Doris to take off her coat." 

The fact that by bringing her sister she had further diluted the food available for 
sharing, did not count. One of the prime factors was that she had to get even. Perhaps 
also on a deeper level, her sister constituted an extension of herself, thus neutralizing 
the food given to the outsider, to Sally's friend. A similar self-defeating mechanism on 
the part of the same girl, which ended in her destroying the food, is seen in the following 
incident: 

"Once again Bernice claimed the food of the absent club member. She and Sally 
raced for the empty seat, with Bernice pushing Sally out of the way. Sally asked Bernice 
if her mother did not teach her manners. Bernice warned Sally not to talk about her 
mother that way, but Sally provocatively repeated her question. Bernice slapped Sally, 
and Sally hit Bernice back. Bernice landed a hard smack on Sally's arm and the latter 
began to cry. After Barbara's intervention 'to break it up,' Sally cried a little while 
longer. Bernice seemed somewhat apologetic and told Sally she had warned her not to 
say anything about her mother. She offered Sally the contested seat, but Sally refused it. 
After some further angry interchange, Bernice poured soda all over the sandwiches. 
She sat at the table pouting. Sally asked why she did that, spoiling the food for every- 
body, but Bernice did not reply.” 


As we have noted earlier, such reliving of conflicts in the sphere of orality 
alone encompasses much of the treatment process with these severely de- 
prived children. This should not be construed, however, as meaning that in 
this kind of guided regression other psychosexual levels and their related 
fixations, particularly preoedipal ones, do not get stimulated as well. This 
could occur in relation to food or any other aspect of the group interaction, 
i.e., bathroom play, use of materials or tools. To quote from another session: 

“As I continued to go around the table to serve the franks, Doreen said, ‘It looks 
like we are stealing something from the boys.’ Mary impatiently asked Doreen what she 
was talking about. After a second Sandra looked at Doreen and said, ‘I get you.’ Then 
all the girls laughed. As she bit into her frankfurter Doreen said, ‘Mm. Mm,’ Sandra 
said, ‘Very funny.’ Nonie added sarcastically, ‘Ha-ha.’ " Mary was the only girl who 
failed to perceive the phallic reference. 


THERAPEUTIC SUCCESS AND FAILURE 


The children in our groups frequently show open awareness of the changes 
Which occur in them and in others. Take this illustration: "Jean took hold 
of Winnie's hand and began whirling her around. ‘Last year,’ she said to her, 
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‘you used to be afraid of me. I told you that I would beat you up and you 
believed me. What about that now?’ Winnie laughed at her in an easy way 
and said, 'I don't think you'd better try it now.' " 

While the group treatment depicted so far has been markedly successful 
in modifying to a degree at least the functioning of a large majority of these 
severely disturbed clients, we have of course also had our failures. These 
seemed to fall into two major categories: (a) The overly provocative chil. 
dren, who despite the therapist's repeated interventions continued to so 
goad the other group members that counterattack and scapegoating could 
not be prevented. Eventually these children had to be removed from the 
group. (b) The children who improved in the group but failed to carry this 
over to the outside. This seemed related most often to a highly charged mu- 
tual provocativeness or sadomasochistic pattern operating at home which 
defied modification through the casework efforts with the family. 


Jane exemplifies a child with extremely provocative behavior in the group. She was 
referred by the school because of a violent temper and constant arguments with her 
peers. With adults, Jane was anxious for attention and affection. The mother openly 
preferred Jane's older sister and complained that Jane was willful, lied and stole money. 
She was generally dissatisfied with what anyone tried to do for her. From the very 
beginning Jane behaved aggressively toward all the girls in the group. Her major efforts 
scemed focused on hoarding supplies and food to take home with her, and on provocative 
teasing of the other children. The girls tried to put up with her, tolerating much of her 
Provocativeness. Instead of calming her down, this only made things worse as she 
continued her sarcastic barrage directed at almost everyone. The girls soon verbalized 
the truth that whenever Jane came she caused trouble. The therapist’s efforts to get close 
to Jane and to support her were of no avail, as she could not perceive the therapist as 
trying to help her. Her projection mechanisms and denial were so pervasive that in the 
face of all reality confrontations, she kept on insisting: “I never do anything to the 
girls. They pick on me, so I must hit back.” 


Bernice, whom we mentioned 
namely, the children who fail to 


earlier in this paper, belongs to the other category, 
transfer the changes achieved in the group to the outside 


E y service field, a caseworker always assumes responsibility 
for the treatment planning for the family and for each of its members, While the children discussed in this 


Paper are treated in the group, individual contact with the parents is maintained. However, because of 


the marked pathology in these cases such contac i imi i 
rked p i : ts are frequently sporadic and of limited effectiveness. 
For a discussion of the integration of. casework and group therapy, see (10). 
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the community. It was felt that this was due to the continuing pathology im the 
ther-daughter relationship. The mother admitted that since the birth of her, latest 

of-wedlock child, the “lickings” she administered to Bernice gave her satisfaction, 
relieving everything I feel inside.” Besides these whippings, there were frequent trips 
fo the local police precinct, coupled with threats to send Bernice away. This mutual 
provocativeness at home is still being studied. The caseworker has been seeing both 
Bernice and her mother. It is quite likely that placement of Bernice away from home will 
D be the only solution. In this event, the group experience, which demonstrated this girl's 
T capacity to change and grow in a supportive environment, will have served as a sig- 


nificant steppingstone. 
Tue Group TREATMENT OF CARL AND OF EILEEN 


The problem of reliving earlier traumatic experiences especially in the 
sphere of orality could be exemplified through Carl’s group treatment. This 
is the earlier-mentioned 91-year-old boy with extreme mood swings, 4 
"marked distrust of adults, fear of death, no social relationships and severe 
Fetardation in reading. His lack of “mothering” was due to the psychotic 
‘mother’s frequent hospitalizations with resultant neglect of the children. 


During the first period Carl began by relating to the group with extreme caution. 
He was very suspicious toward the adult. In spite of the fact that he spent most of his 
time away from the others at the "'isolates' " table, he was the first boy to announce 
during the eating that the group should meet more often than once a week and for 
longer periods. Of particular significance was his voracious manner of cating, his grab- 
bing for food and stuffing it into his mouth, using the fingers of both hands. This 
behavior was so much more exaggerated than that of any of the other boys, also de- 
prived, that they quickly dubbed him “Greedy.” This would always cause Carl to glower 
at them, but in no way deterred his grabbing for all extras. The boys rather quickly - 
accepted his tremendous needs and would usually, by tacit agreement, allow him the 


extra food without competition. 4 
in the boy’s relationship to the others by 
therapist. 


the second year, there was little change in his attitude toward food, or the | 

By the third year, Carl became friendlier with the therapist, coupled with an increasing 
dependence on him for help with tools and materials, Concurrently, there was a dramatic 
change in Carl’s consumption of food. At times he would pass up seconds, or would be 
slow enough in reaching for them so that other boys began competing more actively and 
f they got ahead of him. His table manners had 


by now become quite acceptable. The mood swings were hardl 1 
camp noted for the first timea marked gain in im] control. In contrast to the previous 


year, Carl would become realistically angry without “flying to pieces" or appearing to 
have to “sit on himself" to keep from blowing up. 

During the fourth year the therapist noted a e 
attitude toward him and his food consumption. When he was particularly hostile to the 
adult, he did not even take his basic portion. During this same year Carl brought some 
candy for the therapist after the latter had kept a chocolate rabbit for him from the 
Easter party which the boy could not attend. 


-——— The case of Eileen, who was not described previously, could serve to illus- 
- — trate the group treatment with an even more seriously disturbed youngster. 


definite relationship between Carl’s 
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Eileen was referred to the agency at the age of 8}. She was withdrawn, fearful, and 
had difficulties in relating to children and adults. Her hands trembled at times and she 
cried easily. She had expressed concern over “sin,” which seemed related to sex and to 
growing up, generally. She had a great many fears of noises, insects and animals. At 
school she was on the fringe of the group, working far below capacity. A camp report 
from a prior year stressed her bizarre behavior. She would roll her eyes, ask seemingly 
unrelated questions, had poor reality orientation. There were also difficulties in physical 
coordination, some involuntary movements, and considerable overweight. Eileen, on 
occasion, would speak of herself as “crazy.” 

Eileen’s mother, a primitive, self-centered woman with delinquent tendencies, had a 
very unhappy childhood. She had lost her mother at an early age. Following an out-of- 
wedlock pregnancy in her early teens, she was treated by her relatives as an outcast. 
Eileen was the later product of a short-lived marriage characterized by much conflict 
from the very beginning. Eileen was especially upset when her father deserted during 
her early childhood. 

The group therapist described Eileen as pretty, somewhat overweight, with smooth 
brown skin and rounded regular features. She was quiet and unobtrusive with a facade 
of social ease. When ignored by the other girls, as she often was, she resorted to a manner- 
ism in which she smiled, raised and lowered her eyes slowly, sighed, then smiled again, 
and turned away. Underneath, there was a mild depressive quality. When thus left out, 
Eileen spent much time working with materials. In this she needed considerable help from 
the adult. To the first girl using a tool, Eileen said, “Do you want to be a boy—I mean 
carpenter?” thus suggesting primitive thinking and confusion regarding her identity. 
In the seventh session she was greeted as “Fatso,” and criticized for not talking. Her 
response was to smile again in the manner indicated above. Eileen announced that she 
was dieting because of her overweight. She never competed for extra food, quoting her 
mother as saying: “You eat like a bird, his beak, that is.” In contrast, during one trip 
to a restaurant, Eileen ate with fascinated gluttony. Eileen related to the therapist with 
a dependent, superficial charm. The therapist also observed peculiar twitching or 
rotating motions of her hips when Eileen was engrossed in her work. She stopped this 
when another child brought it to her attention. Eileen continued to talk about her diet, 
but put so much mayonnaise or ketchup on her sandwiches that they literally dripped. 
Although usually alone or withdrawn, Eileen joined promptly in games when she was 
invited to do so. She was compliant and passive in relation to all requests made of her. 
She frequently did not seem to understand group decisions, being markedly preoccupied 
with herself, Her work with clay seemed unique and represented considerable fantasy 
with sexual symbolism. The same held true for her colorful, abstract paintings. Eileen 
preserved in the group's cabinet the head of a male, with the notion of sending it toa 
well-known comedian, an older man. She was unaware that the girls viewed her repeated 
preoccupation with this piece as bizarre. 

For a few months there was a difficult period during which the girls derided Eileen 
as "crazy." Through the intensive activity of the therapist, involving both direct sup- 
port of Eileen and indirect restraint of the others, there occurred a significant shift in 
the group attitudes. Most of the group, in identification with the adult, began to be 
supportive of the girl, including her in their games. They insisted, however, on her 
stopping her "crazy" acts, i.e., singing or talking to herself or hip movements; and she 
complied readily. Not only did the girls accept the special closeness Eileen required of 
the adult, but they often even drew her attention to Eileen’s needs. At the end of 36 

sessions, Eileen had shifted from a position of scapegoat to that of being a source of 
group concern and support. i 

Eileen responded with mild, tenuous expressions of affection to the therapist's ac- 
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tivity in her behalf. Her awareness of support was evidenced by her revealing some of 
her concerns about the outside world such as school or camp. Each time the therapist 
brought these concerns to the attention of the family caseworker who helped out with 
them, there scemed to be another spurt of improvement in Eileen. She related better to 
the girls and her reality perceptions seemed improved, Eileen would on occasion bring 
bizarre-sounding fantasy material to the adult. While not discouraging her, this was 
handled always through enabling her to focus on the reality aspect. 

The mother reported marked improvement in Eileen’s functioning. The girl was 
cooperative and helpful around the house. She began going out to play with the children 
in the neighborhood. With support from her caseworker, the mother could permit Eileen 
to be on her own now. At camp Eileen enjoyed herself more than during the previous 
year. She was less fearful and could participate in group activities much of the time. 
Occasionally, she still seemed confused, unable to grasp the reality expectations, being 
content to remain by herself. Her relationship to the counselor was one of clinging, 
warm dependency. 

During the second year of group therapy the girl’s attendance continued to be excel- 
lent. She was noted to be taller and slimmer with marked gains in her physical coordina- 
tion. The bizarre behavior patterns had disappeared. The therapist felt that there had 
been a definite gain in self-concept and mastery of environmental demands. While alone 
during part of each session, she was infinitely more involved with the others. She joined 
in when the girls initiated games. She withdrew, however, when they discussed boys and 
sex. While still in need of support, and functioning less adequately than all others, she 
hardly stood out as different to observers. (Our group sessions can be observed through 
one-way screens.) Eileen now rarely expressed fantasies to the adult or the group and was 
seldom noted to be idle or self-absorbed. Her efforts to be like the others and master 
conventional projects occurred apparently at the cost of the more creative fantasy- 
laden projects of the previous year. While still needing the support of the adult, Eileen 
paid little attention to her when really involved in activity with the group. Not only had 
she become a fully accepted member, but on rare occasions she even stood up to another 
girl. 

After the family moved to larger and more attractive living quarters, there was an 
interesting change in Eileen’s use of the special club cabinet. Heretofore (until 53rd 
session), it had been for her a repository for her many “treasures,” including the earlier- 
noted head of the comedian. She valued it so highly and constantly as to give the 
impression that an important part of her emotional life had centered there. It was as 
though with a room of her own in the new apartment she no longer needed this cherished, 
private place. Perhaps, in addition, it connoted her broader freedom to move out of the 
protective setting of the group. k 

Following the second period of group treatment, the caseworker reported further im- 
provement in Eileen’s symptomatology and functioning. This was particularly signifi- 
cant inasmuch as there had been some upsetting developments in the family. Not only 
did the mother marry again but she also became pregnant prior to this marriage. She 
sent her youngest child, Eileen’s stepsister, out of the state to the child’s father. This 
Move, as well as her decision to offer the expected baby for adoption, upset Eileen 
considerably. On the constructive side, there was more consistency in Eileen’s father’s 
contacts and he began visiting her once a week. 

While the relationship with the mother was much better—‘Eileen’s no trouble"— 
the latter’s primitive punitive measures continued on occasion. She described, for in- 
stance, how about once a month she would make Eileen kneel on the floor and would beat 
her with a strap. 

Eileen's schoolwork improved to the extent that, upon her move to the new apartment, 
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she was promoted from an “opportunity class” to a regular one. Her reading advanced | 
noticeably, and the mother was pleased that Eileen was now eager to read the newspape 

Despite these gratifying changes for the better in Eileen, the psychiatric consultant” 
recommended that the long-range plan be to place all the children away from home, 
"This was because of the mother's severe personality pathology and her complete inability 
to tolerate assertiveness and independence in any of her children. In agreement with 
this recommendation, Eileen was assigned to a separate caseworker for supportive — 
contact three months prior to the termination of the group treatment. : 


DiscussioN AND SUMMARY 


It should be noted that an important next step in our experimental work ^ 
should involve careful follow-up evaluations of our cases especially during 
and after adolescence. The few instances in which we were able to undertak 
this in an organized fashion seemed promising. They suggested that 
clients had generally managed to at least maintain the gains in ego functi 
ing achieved through the group treatment (6). On the other hand, we susp 
that Weil's contention of a remaining underlying "deficient personality - 
structure" (15, p. 277) in these kinds of individuals is probably true. 

In trying to assess in general the therapeutic possibilities in this group. 
approach, the following observations emerge: i 

1. The children are offered a benign familylike setting where, in contrast 
to their homes, there is a maximum of constancy and of gratification, and a 
minimum of frustrations. All this is enhanced by the special modifications 
we introduced in the therapist's role of greater directness, protective re- ~ 
straint and verbal clarification. 

2. The group as an entity represents a physical and a psychological reality 
with which even a deficient ego can cope. It permits new perceptions, pos- 
sibly ranging from the deepest unconscious levels (i.e., primitive identifica- | 
tion with the mother-group) to the initially unsettling conscious realization ' 
of this uniquely different kind of club" (11). k- 

3. Within the climate of a controlled gratification and regression, early — 
conflicts are re-enacted with a consistent, strong and accepting parental 
figure. The stress is on the anticipation and on the unconditional meeting oram 
needs. E 

4. Various degrees and types of relationships are possible—none are de- | 
manded. These range from isolation through the most tenuous primitive - 
identifications involving the borrowing of another object's ego strengths—to _ 
real object ties. a 

5. The dosage of gratifications (love offerings) is determined by the child | 
on the basis of his readiness to accept them, thus permitting gradual removal 
of defenses. At the same time, demands made upon him are minimal. E 

6. The support of the other group members, the reality-geared group en A 
vironment, and the nondirective role of the therapist tend to minimize and D: 
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counteract the fears of overwhelming impulsivity and of domination. or 
destruction by the adult so frequently inherent in these kinds of problems 
(5). 

7. While no attempt is made to enter the children’s inner autistic world 
with their primitive fantasies, the boundaries between reality and fantasy 
are repeatedly emphasized. 

8. With the free flow of emotional gratifications, arrested ego development 
can be resumed, step by step. The child learns to postpone immediate satis- 
factions; to recognize and respond to the requirements of reality; to find 
pleasure in playing games, or working with tools and materials. 

9. Inevitable changes in individual self-concepts are closely intertwined 
with healthier perceptions of the adult, of other children and the group as an 
entity, thus counteracting identity confusions. 

In summary, we have depicted the usefulness of a guided gratification, 
regression and upbringing through a modified form of activity group therapy 
for severely deprived latency-age children. Conflicts are expressed and re- 
experienced in this kind of setting through action, rather than words. The 
direct gratification of unmet oral and other pregenital needs through food, 
arts and crafts materials and the like, offered by the adult, was found to be 
markedly effective in fostering improved ego functioning. The consistent, 
accepting parental figure, coupled with the benign image of a group entity, 
promoted changes in the client’s perceptions and expectations of the environ- 
ment and of the people in it. The cumulative effects of these group experi- 
ences were an improved self-concept, better ego control over impulses, and 
enhanced reality testing. 

We hope that further experimentation with such groups may well show 
the way toward reaching children during the latency period who, if not 
treated, tend to succumb to active psychoses or to develop highly destructive 
antisocial patterns in adolescence. 
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DISTURBANCES OF IDENTITY FUNCTION IN CHILDHOOD: 
PSYCHIATRIC AND PSYCHOLOGICAL OBSERVATIONS* 
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Pleasantville Cottage School of the Jewish Child Care Association of New York, Pleasantville, New York 


e purpose of this study is to define identity in its psychological and 
psychiatric sense and to demonstrate identity problems in a group of 
children who have had in common extreme disturbances of early parent- 
child relationships and separation from the parents. These children were in 
placement at Pleasantville Cottage School, a residential treatment center, 
and ranged in age from 8 to 16 years. The Pleasantville Cottage School, a 
division of the Jewish Child Care Association of New York, is a specialized 
institution for approximately 200 boys and girls. Individualized care and 
treatment are provided through casework, psychiatric, psychological and 
educational services. 

We found among our children a high frequency of disturbance in identity 
function which fell broadly into two groups: 

1. Disturbance of the sense of personal identity. 

2. Disturbance of body image, including sexual confusions. 

Identity is itself a complex phenomenon and it becomes necessary to study 
the separate functions of the psyche—the id, ego and superego—which to- 
gether enter into any psychic manifestation. 

Identity involves an awareness of separateness. Many ego functions enter 
into identity, e.g., perception, reality testing, memory, identifications, ob- 
ject relationships and conceptualization, among others. Without perception 
there can be no awareness; without memory there can be no sense of con- 
tinuity of mind and body; without object relationships there is no counter- 
force to set off the sense of self; without conceptualization, the subtleties of 
the social implications of identity would disappear. ) 

The superego enters into the problem of identity by the role it plays in 
such phenomena as self-evaluation and self-esteem. Self-evaluation requires 
value and moral judgments which we ascribe to the superego. Group identity 
too is closely related to superego function. , 

The id enters into the problem of identity by way of drive manifestations. 
Our sense of identity and selfhood comes keenly into ego awareness under 
the influence of the joys and the pains that our instinctual drives evoke as 
they demand expression and gratification. 

These various functional manifestations may, of course, appear in con- 


scious or unconscious forms. 


ea 


* Presented at the 1959 Annual Meeting. 
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The concept of identity function has been implicit in psychoanalytic the- 
ory, though only recently has it been discussed explicitly. Freud (4), in 1923, 
in The Ego and the Id, described the pathological effect of too numerous ob- 
ject identifications and the conflicts that may develop in an individual be- 
tween different existing identifications that are incompatible with each other. 
It is important to keep clearly in mind the distinction between identification 
and identity. Identification is a basic ego function and one form of object 
relationship, which may serve adaptive or defensive purposes. Identification 
is an essential component of the phenomenon of identity and contributes to 
the vicissitudes of identity, but the two terms must be kept separate from 
each other. 

It is our thesis that disturbances in identity are influenced by inconsisten- 
cies in intrafamilial relationships, and by extreme deprivation in early in- 
fancy. Other factors include the effect of social inconsistencies such as those 
between school and home, or the effects of geographical, economic or political 
changes. The latter aspect has especially been emphasized by Erikson (2), 
who speaks of “roles” in identity function. Erikson speaks of “diffusion of 
roles” in adolescence as a characteristic manifestation of adolescent turmoil. 
It is not clear in what way this differs from the more familiar concept of 
mixed and unstable identifications that are to be noted in this period of life 
and which have a profound effect upon later disturbances of identity. We 
would, however, agree with Erikson, who sees identity formation as a process 
that emerges as an evolving configuration. 

In relation to the concept of identity there is also the concept of “self.” 

Edith Jacobson (7), in “The Self and the Object World,” discusses the de- 
velopment and vicissitudes of instinctual energy changes in self and object. 
She includes a detailed discussion of identificatory processes in the develop- 
ment and expression of the concept of self. 
_ Perhaps the most specific writings in psychoanalysis on the problem of 
identity come from the pen of Paul Federn (3). He speaks of “ego” where 
we would speak of “self,” and he speaks of “ego boundaries” where we would 
speak of the boundaries of self and nonself. But he gives us a useful definition 
of this “ego-self,” as a “lasting or recurring physical continuity of the body 
and mind of an individual in respect of space, time and causality.” 

Our interest was focused to a great extent on the question of the develop- 
ment of the sense of identity. This we related to the development of ego and 
superego functions which in turn depends on the early mother-child relation- 
ships. There is much evidence in psychoanalytic studies, especially in the 
work of Phyllis Greenacre (5, 6), that severe disturbance of the body image 
may result from deficient physical contact between mother and child with 
inadequate touching, looking, tasting and kinesthetic experience. Other 
early factors described by Greenacre include the effects of fevers, the use of 
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anesthesia, changes in body weight in nutritional disturbances and excessive 
body activities such as tossing and massage. 

There is an optimum between the extremes of infantile deprivation and 
maternal appersonation in which the mother does not allow the child a sepa- 
rate identity. Mahler (10) has discussed this aspect of the identity problem 
in her distinction between the autistic and symbiotic child. 

It is part of the normal identity function to take on group identities, but 
this tendency was exaggerated in our children. One of the ways in which the 
child tries to deal with a lack of an adequate sense of self is to compensate 
for it by taking on various group identities. The problem of group identifica- 
tions deserves more detailed consideration than we are able to give it in this 
paper, and we shall limit ourselves to a few summary statements in the dis- 
cussion later. 

The clinical summaries which follow are offered as illustrations of the 
identity disturbances in the children we observed. We shall emphasize the 
specific ego and superego functions that influence the manifestations of 
identity and the developmental experiences which play an etiological role. 


CLINICAL OBSERVATIONS 


Case A. This is a boy of 15, born out of wedlock, who was admitted to Pleasantville 
Cottage School at the age of 10. He had had a large number of foster home placements 
and institutional experiences from the time of his birth. The mother, a severely dis- 
turbed woman, interfered in all his placements, but herself presented to the boy an un- 
stable and unsatisfactory object for identification. 

The boy’s identity disturbances consisted of: 1) a marked lack of personal identity 
and a merging relationship with his mother, expressed in the phrase “I am nothing”; 2) 
peculiar mood manifestations, expressed by the phrase “I feel nothing"; 3) a marked 
self derogatory attitude. 

At Pleasantville Cottage School, A was isolated, withdrawn, with no friends and no 
apparent interests. He seemed to live in a world of his own, paying scant attention to 
what was going on around him both in and out of school. He related especially poorly 
with all adults until he met Mrs. L, a social worker. He became attached to her in a 
clinging, infantile way, but when she severed her connections with the school, A reverted 
to his former ways. He seemed not to smile, or to get angry. 

A repeated statement made by the boy was, “J am nothing.” This was related to a 
dependency upon and need for his mother which he was able to verbalize, although 
when she did visit him, he ignored her and manifested no emotional responses. He trans- 
ferred his dependency to his social worker in his clinging relationship, and most dra- 
matically, in his behavior in the therapeutic situation. 

A, who is both well built and handsome, said, “I don’t know if I am good-looking. 
I am too bashful to look into the mirror. Sometimes I think no one is there when I look 
at myself." Once, when asked to describe himself, he replied, “T can't. You do it and I'll 
get an idea of what to say.” He added, *T'm here; no, I don't exist." He waited a moment, 
laughed and continued, "Yes, I do exist. I just felt like saying I don't exist.” These 
responses suggested a quality of depersonalization, but differed from this phenomenon 
as it is usually noted, It had in the boy more the significance of a failure to develop a 
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separate identity, rather than the defensive aspect of depersonalization which is its most 
important clinical attribute. 

Of a different order was the boy’s frequent statement “I feel nothing.” One of the 
important components of the sense of identity is mood, a point which has been demon- 
strated with great clarity by Edith Jacobson (8). Mood may be looked upon as a per- 
sistent state of feeling. A’s affect was constantly flat; his mood was a long extension of 
grayness without the intermittent coloring of either happiness or sadness. 

This boy’s apathy had a quality which suggested a depression. For several sessions 
after the onset of therapy, he remained immobile in his chair, staring out of the window 
and replying only in monosyllables. Often he made no effort to reply at all. With time, 
rapport was established, but lacked warmth. It took months before he could smile, and 
when he finally did smile he said, “I don't feel anything inside of me. I feel the same if 
I smile or if I don’t.” Subsequently, A very poignantly said, “How do you feel when 
you're happy? I don’t feel anything. Sometimes I want to act like I was happy, but I 
don’t know how to act that way.” This apparent lack of affect was constant, and part 
of a lack of feeling of self. There was no evidence of bizarreness or schizophrenic flatten- 
ing of affect. As therapy progressed the most striking manifestation was the child’s 
increased awareness of his feelings, and the concomitant development of a sense of 
separateness and personal identity. 

A third striking manifestation of identity disturbance in A was his self-derogatory 
attitude. This was related to his identification with his mother, who was considered in 
the community as a degraded, scorned and worthless woman. A said, “The people in the 
neighborhood call my mother a no-good, good-for-nothing bum." It has not been 
possible to discuss with him the problem of his illegitimacy. 

It is not clear to what extent a sense of guilt enters into this picture, but it appears 
likely that the predominant factor is the disturbed sense of identity based on identifica- 
tion with a degraded figure, 

A expresses no ambitions and has no idea of what he wants to be. In fact, one cannot 
detect the presence of an ego ideal. He constantly expresses the idea that nothing good 
will ever happen to him and that he cannot expect anything from life because “nothing 
ever comes true." He never expresses any feelings of deserving such a fate, nor verbalizes 
feelings of personal unworthiness. Nevertheless, he can see himself only in such terms. 


This is his lot; this is what fate has in store for him. It is not clear to what extent these 
manifestations can be explained in terms of su 


As perego function, or as expressions of a 
masochistic ego. 


Case A was chosen to illustrate one aspect of identity disturbance, the in- 
adequate separation of self and nonself. This is a frequent finding in the 
children we observed and it would appear to be related to the confused rela- 
tionships and extreme deprivations of earliest childhood to which these chil- 
dren were subjected. The lack of proper objects for identification and the 
frustrations of the early needs of infancy result in an incapacity to deal with 
the conflicts of later childhood and a constant regressive tendency to return 
to the early mother-child unity. 

A striking clinical manifestation of this type of identity disturbance ap- 
pears in superego malfunction. These children have what has been called 
“preceptual” superegos (1). They require external precepts, the commands 
of external persons to direct their behavior. As one child put it to his thera- 
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pist: “I guess I need you to tell me what’s right or wrong. No, that’s not 
true. I know what's right and wrong, but I feel differently about it when you 
tell me.” 

PSYCHOLOGICAL OBSERVATIONS 


Psychological tests were used in coordination with psychiatric observa- 
tions in our study. The following two cases are presented to illustrate the 
application of psychological techniques to the problem of identity. 

The test protocols were originally obtained for the purpose of diagnostic 
evaluation, and re-examined with a view to studying those factors which 
play a significant role in the sense of identity. The most significant factors 
were: the quality of the object relationships, sexual identification, body im- 
age, perception, mood tone and memory. Changes in the sense of identity 
with increased chronological age were examined through test-retest data. 

The first case, that of a 10}-year-old girl, will again illustrate the problem 
of separation of self and nonself; the second, that of a 124-year-old boy, will 
illustrate a disturbance of sexual identity. 

Case B. This 10-year-old girl has lived through repeated experiences of rejection, 
separation and replacement since birth. She is an out-of-wedlock child whose mother made 
plans for her immediate adoption at birth, but no adoptive home could be found for her 
because she was born with a harelip. The mother rejected the child completely and she 
was surrendered to an agency. Because of her cleft lip she had difficulty eating and suf- 
fered severe weight loss necessitating hospitalization. After surgery on her lip, at 43 
months, a series of foster home and preadoptive placements began, which were promising 
at the beginning but invariably ended in further rejection. Failure of the placement was 
initially related to the foster parents’ discomfort with B’s deformity, but as she grew 
older, her disturbed behavior, emotional flatness, and the foster parents’ inability to 
tolerate her limited intellectual productivity, intensified the difficulties. At 4} years of 
age, B entered treatment and was at that time able to form a close relationship with her 
therapist and caseworker. While there was improvement in therapy, subsequent place- 
ments were not successful. At 7 years 10 months, as her behavior began to deteriorate, 
institutional placement was recommended and she was admitted to Pleasantville 
Cottage School. 


Psychological evaluation. As indicated earlier, B’s identity disturbance 
centers primarily around the problem of differentiating the self from the ob- 
ject world. The comparison of test-retest findings on this child is a study in 
the emergence of such differentiation in the course of the child’s develop- 
ment, although areas of blurring remain. The growth in B’s capacity to keep 
from fusing with the environment can be seen most dramatically in the 
change in her object relationships as manifested directly in her overt behav- 
ior in response to the examiner and the test situation. When tested before 
placement at 73 years of age, B was described as a child who clung tightly to 
the examiner’s body with “a fierce, suction-hold attachment, resisting with 
strangle-hold strength all efforts to shake her loose.” At 84, this frantic at- 
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tempt to absorb and incorporate the adult physically was no longer seen in 
response to the examiner, although it was still apparent in her relationship 
to the caseworker. She was able to differentiate between the caseworker and 
the examiner in the intensity of her emotional response. In the test situation 
her strong oral needs were expressed less directly and somewhat more sym- 
bolically in her mouthing, biting, rubbing and smelling the cards, rather than 
through direct contact with the examiner. At 93, a search for direct contact 
was still apparent in her relationship to the caseworker, who reported that 
when she wore a garment with buttons down the front, B would lean her 
head against the worker’s breast, and taking the button nearest the breast 
in her mouth, would bite and suck at it. At 103, in the most recent psycho- 
logical test, oral needs were no longer expressed physically in relation to the 
examiner or the test materials, but appeared, rather, on a more symbolic 
level in the verbal content of her stories about her wish for a giving mother 
figure. 

A vivid fantasy expressing B’s wish to incorporate and merge with the 
mother, as well as her struggle for identity and separateness, appears in her 
TAT story of a girl. 

She saw this picture hanging up and the picture was a witch. And she felt bad because 

she thought it was a person. And so she went back to her house and she sat thinking for 
a couple of hours—four hours—and then she went to the scientist. And she told the 
scientist that she saw the picture of the witch and said she wanted to be like that person. 
And so the scientist gave her some medicine and she went back to her house and she 
said to herself that she’s going to type a letter—about Molly and the witch. And while 
she was typing she saw that her hands changed and then she looked in the mirror and saw 
that her face and everything changed and then she got to look just like the witch she 
saw. She went outside for a while and then when she came back to her house, she got in 
her bed and then she fell asleep. And when she woke up the next morning she looked in 
her mirror and saw that she was herself again and felt good. 


À Despite the gains B has made, the tendency to merging in her object rela- - 
tionships is still apparent. Relationships between people in her stories are 
ephemeral, with one love object too easily substituted for another. The seek- 
ing of adult precepts of behavior figures prominently in her stories, and 
points to the transiency of her identifications and the lack of stability of 
her own identity. She depends on a mother figure to define and interpret the 
social demands of the world for her and asks constantly for reassurance about 
her own judgment. She will change her response if it meets with the disap- 
proval of the adult, but she will do so without understanding the basis for 
the disapproval. Thus, not knowing what is right or wrong, she functions 
through the superego of the adult. 

B's well-integrated female figure drawings point to what would appear to 
be an adequate feminine identification and an awareness of her own female 
identity. Despite her experience of repeated separation from significant 
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adults, her female figure drawings since the age of 84 have been consistently 
at her age level, a rare finding in our disturbed population, where drawings 
are generally well below chronological age levels. As early as 4 years 7months 
of age B’s drawings were found to be at the expected level. In a child who 
shows other evidence of transient identifications, this raises the question of ' 
whether this apparently adequate identification represents a true identifica- 


tion, or a pseudo identification based on mimicry of feminine figures. 


(REP. See 


t 


a. Female. CA 8-6. Goodenough MA 8-3. b. Male. CA 8-6. Goodenough MA 5-9. 
Fie, 1 


Despite B's facial disfigurement and her conscious concern with the way 
she looks, which she was able to express to her therapist, her female figure 
drawing shows no gross impairment of body image. On unconscious levels 
B seems to deny that aspect of her self that is disfigured. In contrast to the 
integrity of the female drawing at 83 years (Fig. 14), however, her male draw- 
ing was poorly organized, armless (Fig. 12), and her only association to this 
figure was to recite Humpty Dumpty. One might conjecture that B, denying 
à sense of damage in relation to her feminine self, could see damage and in- 
adequacy only in relation to the male, or nonself (cf. 9, p. 101). 

In our approach to the problem of identity, awareness of the separateness 
of the organism, or a sense of self, is described as an ego function, which in 
turn involves other ego functions one of which is perception. It seems reason- 
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able to infer, therefore, that the diffusion or sharpness of an individual's 
perception would be one measure of the clarity and separateness of his sense 
of self. The growth in differentiation of B's perceptions can be seen in a test- 
retest comparison of her Rorschach percepts. At 4 years 7 months, B re- 
sponded to 5 of the 10 Rorschach blots with, “Animal drownding [sic].” 
Here, the sense of a catastrophic loss of self dominates the perception which 
is given perseveratively, regardless of its conformity to the outlines of the 
blot. At this age, of course, one would expect responses to be dominated by 
inner needs and stresses rather than objectivity, to a greater extent than in 
the older child. At 84, B responded to 5 of the 10 Rorschach blots with an 
undifferentiated percept, but one that could fit any blot shape: “It looks 
like a design.” At 103, only one such undifferentiated response occurred, the 
others being more specific to the shape of the blot. 

It was apparent that in many areas the quality of B’s functioning varied 
with the intensity of the emotional significance of the situation to her. More 
differentiated responses were made to situations that were less emotionally 
charged. This raises the question of the defensive aspect of the blurring of 
identity and the variability in clarity in the sense of identity in accordance 
with the degree of threat the situation holds for the individual. The defen- 
sive aspects of diffusion are particularly striking in B’s denial of depressive 
mood tones. Since mood is an important component of a sense of identity, 
a denial of mood would interfere with the sense of identity. In B’s stories, 
life was seen as happy and benign as long as it was not examined too closely. 
When she permitted herself a more differentiated and involved response, the 
mood tone changed from pleasant and conflict-free, to an unhappy one. 
Fears of being lost, motherless, bad, punished and annihilated emerged. 
Once such feelings had been expressed, her tendency was to retreat again into 
the more global, diffuse response. 

B's identity problem, which centers around her struggle to keep from 

merging with her environment, seems rooted in her early and continuous 
affect deprivation. 
: We turn now to the next case, where sexual confusion is the major factor 
in the disturbed sense of identity. Rather than oral deprivation, it is the 
quality of the boy's relationship to a seductive phallic mother and to an 
inadequate father that seems primary. 


h Case C. This is a boy of 124 years, an only child whose parents separated when he was 
74, after years of quarreling. His loyalties were constantly torn between his mother and 
father, and each parent used him as a pawn in their battles. The mother is described as 
an excitable, immature woman who felt that her husband was weak and ineffectual. The 
father described his wife as making him feel inadequate and inferior. C came into 
placement because of his fights with his mother. He described to the psychiatrist the 
mutually assaultive and provocative relationship between himself and his mother. When 
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asked why his mother fought with him he said, “She enjoys it,” indicating at the same 
time that he also enjoyed fighting with her. 

The seductive aspects of the mother's relationship to C became clearer in the casework 
relationship. The mother admitted that she never had treated the boy as a child but 
always as her companion. She said that when C wasa baby she often held him in her arms, 
pouring out her troubles to him almost as if she were seeking from him the understanding 
that she was unable to get from her husband. In treatment C described in an excited 
way that he sometimes went into his parents' bed to sleep. In discussing her teasing, 
seductive behavior toward her son, the mother revealed some of her own confusion in 
sexual identity, describing herself as having been a tomboy until menstruation began. 
Evidence of her masculine identification was also apparent in her taking a job as an air- 
plane mechanic after separating from her husband. 


Psychological evaluation. C’s confusion and uncertainty about his sexual 
identity are reflected in his feminine identification, and his perception of 
women as phallic. On Rorschach card 3, two human figures generally seen as 
masculine are seen by him as “two women bending down, picking up balls.” 
Rorschach card 7, considered to elicit associations to a mother person, was 
responded to at 9 years with “two Pinocchios on a rock” with a “feather and 
a tail.” The feminine quality of some of his Rorschach responses was appar- 
ent in his perception of “red stockings for the girls." His figure drawings, 
moreover, showed greater involvement with the clothing details of the female 
than the male. His preoccupation with the phallic woman was evident at the 
age of 9 in a bizarre drawing of a woman with a cigarlike projection on the 
top of her head (Fig. 2). To this figure C gave a masculine name. At 123, C 
responded in a most unusual way to a minute detail of Rorschach card 9, 
rarely selected for a response, and when seen usually described as a finger or 
claw; he saw it as an “inchworm—could be laying babies.” This response 
suggests that C may see giving birth as a function of the penis, and may 
possibly be an indication of the fantasy of giving birth to a child through a 
phallic mother. À 

Both series of tests show blocking around and rejection of relationship 
with a father figure. At 9, C wanted the examiner to spell his last name dif- 
ferently so that it would be different from his father’s. At 123 he was com- 
pletely helpless in response to the father-son scene on the Thematic Apper- 
ception Test, asking the examiner for help with the story. This is a youngster 
who in treatment at 9 years of age said that he would like to be a girl like 
Christine (Jorgensen): “I can have the same operation and TIl be a girl. 
That would be nice." At 10 years of age, during a discussion with his thera- 
pist about intercourse, C asked how the penis got inside. After this was 
explained, he queried, “Well how does it grow back on?” On the psychological 
tests, castration fear is expressed as a sense of body damage. 

C manifests extreme obsessive defenses, one aspect of which is his pre- 
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occupation with names, ages, dates and telephone numbers. He is reported 
to keep lists of the telephone numbers and addresses of anyone he knows 
and memorizes them meticulously. In his stories he makes a point of giving 
the names, ages and addresses of his characters. It is as if in establishing 
these points of definiteness and specificity, he is struggling to maintain his 
sense of identity and is denying a vagueness and blurring of self. In tena- 
ciously holding on to minute specificities, however, he is unable to experience 
life situations as continuous, integrated wholes, 


Discussion 


Our findings of marked identity disturbances in the children we observed 
seem to be closely related to their early infantile experiences. They were 
further found to be related to deviation of various ego and superego func- 
tions such as object relationships, reality testing, memory, conceptualiza- 
tion, and affectivity. The development of superego is in a circular relation- 
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ship to the development of the self. Until the self is separated from the non- 
self social functioning, the role of morality is placed outside, on the demands 
of parents or society. Only when these external demands are introjected and 
internalized, that is, when the self has a true identity, is there independent 
superego function (1). ' 

We have tried to distinguish between the sense of self and the sense of 
identity and between awareness of self and functioning as self. There may 
be adequate functioning as self but no awareness of self. However, we believe 
that awareness of self is not pathological, as is often maintained. Awareness 
of the self can occur in states of well-being and in satisfactory adaptive func- 
tioning. What we have to differentiate are pathological forms of self-aware- 
ness and self-observation, as may be seen in hypochondriasis, exhibitionism, 
erythrophobia and similar conditions. The self may function adequately in 
relation to objects in the outside world with or without an awareness of the 
self. 

Distinction must also be made between awareness of self and awareness 
of one’s body. In this connection the recent work of René Spitz (11) is of 
interest. He believes that the first awareness of the “non-I’” occurs at 3 
months, the awareness of “I” at 8 months, and the awareness of the observ- 
able self at 15 months along with the capacity to communicate. 

Distortions of self-representation, of awareness of the body and its parts, 
the body image, have important clinical significance as is illustrated espe- - 
cially in Case C. There are many other manifestations of this disorder than 
we have described, including distortions of body size, fetishism, and somatic 
delusions as well as confusion in sexual identity (5). 

The significance of the group in the sense of identity of these children 
seems especially important but is beyond the scope of this paper. The chil- 
dren turn to the group and to the institution to compensate for the lack of 
personal identity. Group identity grows out of identification with the group. 
We may speak of group identity when the child assumes as part of his self- 
representation the qualities of a group with which he has identified. Thus 
the child whose self-image takes on the violence of a gang, the ethical quali- 
ties of a religious group or the intellectual aspirations of a Bohemian group, 
may be spoken of as having assumed a group identity. 

The purest positive feeling toward the institution is generally seen only 
after the child leaves the institution. While they are in the institution, the 
children's attitude is decidedly ambivalent. 

The strongest sense of identity by far is the relation of the children to 
their respective cottages, which represents the central source of their satis- 
factions in the institution. There is a strong, even intense, cottage loyalty. 

There are also numerous identifications and groupings within the cottage 
group itself. When cottage morale is high, coherence is extremely strong. 
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Identifications are similarly very strong, and the influence of the group is 
probably the strongest positive single influence in the institution; con- 
versely, when morale is low, structure crumbles. The group as a whole may 
turn en masse against authority everywhere or break up into smaller group- 
ings, engaging in bad conduct or antisocial acts. 

Among the adolescents, group identifications and influences assume their 
greatest power, and present to the institution its most difficult problems in 
management, as indeed its greatest opportunities. The adolescents feel them- 
selves far more sophisticated than the other children, generally challenge 
authority, and their meetings are full of sexual talk. 

As yet Pleasantville Cottage School has seen only the incipient tendencies 
to gang formation. Weak, passive, dependent children assume the lowest 
rung in the hierarchal ladder of cottage life. They have their tormentors 
and protectors. Fortunately, most of our acting-out children are not the 
hard core of antisocial children with character disorders. In the main they 
are children with neurotic disorders, a tendency to impulsive acting out and 
a need to deny their passivity. There is in such a group, essentially free of 
leaders, a lack of central force and cohesiveness. We perceive the arly be- 
ginnings of gang formations, where one boy does not fight another but calls 
on several of his friends to do so. We find “protection” services and direct 
intimidation foisted on the especially weak. The lack of a leader and the 

- looseness of identification usually ensure the disintegration of the group at 
an early date. Evidence of a leader in any group with antisocial tendencies 
is always an immediate cause for concern. 

There is danger of using the term identity in too broad a sense, for in- 
stance, to denote the total personality or one’s place in society. We have tried 
to limit our use of the term. We see identity as a complex of psychic func- 
tions expressing the separateness of an individual and the awareness of this 
separateness as a specific ego function. Self is an abstraction, not an en- 
tity. It is a component of identity and both must be studied in terms of 
the more basic units of the psyche, the functions of id, ego and superego. 
Only these specific functions are available to us for direct observation. 
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PROGNOSIS FROM PRESENTING SYMPTOMS OF PRESCHOOL 
CHILDREN WITH ATYPICAL DEVELOPMENT 


JANET L. BROWN, Pz.D. 
The Fames Fackson Putnam Children’s Center, Boston, Massachusetts 


URING the initial diagnostic evaluation, a very disturbed child usually 

shows a number of symptoms. The diagnostic team is often faced with 
the problem of estimating the relative importance of the different symptoms 
in order to predict, however grossly, whether or not the child will be able to 
benefit from treatment. This study was planned to determine which symp- 
toms best differentiated those children who later did well in treatment from 
those who made little progress. In focusing on presenting symptoms as pre- 
dictors of outcome, we have neglected a number of other factors which are 
unratable at the time of intake but which are also extremely important in 
determining the outcome of treatment. These include especially the ability 
of the parents to respond to treatment and the investment of the child’s 
therapist. Nevertheless, we believe that the severity of the clinical picture 
at the time of intake often gives the best indication of how well the child 
will progress. : 

Subjects. The subjects for this study were children who had been treated 
at the James Jackson Putnam Children's Center, an outpatient treatment 
clinic for disturbed preschool children and their parents. Between its open- 
ing in 1943 and November 1958, 188 children were diagnosed as having atyp- 
ical development (childhood autism or childhood schizophrenia). Of these, 
there were 73 closed cases of children who had been treated and classified 
as having atypical development without organic complications, physical 
handicaps or a psychotic parent. From the most recent follow-up material 
on these 73 cases, the 20 children who were doing best and the 20 children 
who were doing most poorly, both in terms of formal learning and of psycho- 
logical evaluation, were selected as the research subjects. The ages of the 
children at the time of application for treatment ranged from 1.4 to 5.6 
years, with a mean age of 3.6 years. Their ages at follow-up ranged from 6 to 
17 years. Follow-up material was current for 26 of these children, and with- 
in the last two years for 11 more. Of the 20 best cases, 16 were in regular 
public school, and the other 4 were doing well in private school. Of the 20 
worst cases, 11 were known to be in institutions, 3 more were believed to be, 
and 6 were in subspecial classes or in special private schools. 

+ Procedure. All cases were rated on a variety of symptoms. Only material 
obtained during the initial diagnostic period (usually about two months 
long) was used in rating the children. In most cases, this included two E. 
more individual psychiatric sessions, two or more sessions in the Center $ 
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nursery school, a psychological examination, and several interviews of the 
mother with a social worker. Often there was supplementary information 
from fathers, other nursery schools, pediatricians and hospitals. Symptoms 
were scored positively only if they were actually present at the time of 
referral and during the diagnostic period. In addition to the rating of the 
symptoms, information on certain historical and treatment variables was 
taken from the record. Cases were scored on the following variables: 


Historical variables. Sex of child, sibling position, sex of siblings, age at application 
and at start of treatment, age of siblings at the start of treatment. 

Treatment variables. Duration of treatment, unit treatment, amount of treatment for 
the father, and for both the mother and child the number of therapists, experience of 
first and major therapists and sex of therapists. 


The list of symptoms for which the children were rated is as follows: 


1. Oral symptoms. 
a. Biting inhibition. Child did not bite lollipops or crackers and ate only baby or 
junior foods because he could not cope with lumps. 
b. Excessive activity around the mouth, such as drooling, sucking or tonguing. 
c, Excessive intake. 
d. Low intake. 
e. Very selective intake. 
2. Elimination. 
a. Not bowel trained. 
b. Not bladder trained. 
c. Disturbance such as withholding or ostentatious soiling. 
. Sleep disturbance. Little sleep or irregular sleep. 
4, Motor behavior. 
a. Inhibition in skill or amount. 
b. Hyperactivity. 
c. Bizarre movements such as toe walking or hand shaking. 
d. Heedlessness. 
5. Speech. 
a. Developmental level. (Infantile vocalizations or less, a few single words, many 
single words, phrases, sentences.) 
b. Use for communication. (Not at all, occasionally or often.) 
c. Predominant content. (Naming and labeling, repeating numbers, Songs or 
commercials, fantasy, expressing needs, conversation.) 
d. Disturbances such as mutism, odd sounds, echolalia, pronoun reversal and 
neologisms. 
€. Quality. (Monotonous, precise or singsong.) j 
f. Understanding of speech. (Appeared deaf and unresponsive, or understanding 
was uncertain because response was variable.) 
. Object relations. 
a. With children. (Ignores, avoids, panics, watches from positive interest, parallel 
play or cooperative play-) ue 
b. With mother. (Ignores, avoids, separation problem, responds to positive ap- 
proach, interchange.) 


w 


e 


384 PROGNOSIS FROM PRESENTING SYMPTOMS 


c. With other adults. (Ignores, shuts out entirely and actively, responds to posi- 
tive help, indiscriminate relating, specific relating, reciprocity.) 
7. Frustration tolerance. (Low, moderate, or good.) 
8. Attention span. (Flitting, distractible, fair, good, or perseverative.) 
9. Negativism. (High, medium, low, or overcompliant.) 
0. Manipulation of materials. (Little appropriate response to toys, simple manipula- 
tion, skilled and creative manipulation.) 
11, Preoccupations such as with vortical movement, doors, cars, numbers or auto- 
erotic activity. 
12. Confused identification. 
a. Sex identification as shown in clothes, play or speech. 
b. Identification with animals or inanimate objects. 
13. Fears. (Intense fears, or fears of unusual objects.) 
14. Exclusion of stimuli. (Pain, visual or auditory.) 
15. Deviant affect expression. (Flat, or intense and uncontrolled.) 
16. Absence of social smile. 
17. Anxiety. (High, medium, low, or variable.) 
18. Expression of aggression. (None, self-bound, diffuse, goal directed, but not com- 
pleted, and appropriate.) 


All cases were scored independently by two raters.’ Ratings were then 
compared and disagreements between the ratings were discussed. All ma- 
terial relevant to a disputed rating was reread by both raters before they 
made a final joint decision. Chi squares with Yates' correction for con- 
tinuity were then computed for the best vs. the worst cases in 2X2 break- 
downs for all variables, and one-tail p (since, with very few exceptions, re- 
sults were in the expected direction) was determined from Z in the table of 
normal distribution. 

Rzsurrs 


Characteristics of the total sample. 'The sex distribution of the sample of 40 
cases happened to be 7:1 (35 boys and 5 girls). (In our total population of 
188 cases, the ratio was 3.5:1.) These children tended to come from small 
families; 13 were only children and 19 were one of two, so that of the 40 
children, 32 came from a family of two children or less. 

Table 1 presents the rank order of incidence of symptoms in the entire 
sample of 40 cases. In terms of the rated symptoms, these preschool atyp- 
ical children were most often characterized by the odd quality and echolalia 
of their speech, their low frustration tolerance and variable attention spat» 
their high negativism, the presence of preoccupations and bizarre move- 
ments, the absence or self-binding of aggression, their exclusion of stimuli, 
their intense fears, excessive mouth activity, difficulty in toilet training, an 
ignoring or avoidance of children. On the other hand, difficulties in feeding 
and sleeping were less likely to be predominant (although present more 


! Cases were rated by the author and by Mrs, Frederick Duhl, to whom I would like to express my 
appreciation. 


RANK ORDER OF INCIDENCE OF SYMPTOMS 


TABLE 1. 
IN ALL CASES (N=40) 
Rank Symptom 
1 If speaks, odd quality to voice 
2 Frustration tolerance low 
3 Preoccupations present 
4 Ignores children 
5 Attention either preoccupied or distractible 
6 If speaks, echolalia present 
7 Stimuli excluded (pain, visual, acoustic) 
8 Strong or unusual fears 
9 Excessive mouth activity 
10 Aggression self-bound 
11 Understanding of speech uncertain 
12 Bladder training incomplete 
13 Bizarre movements present 
14 Negativism high 
15 Aggression absent 
16 Bowel training incomplete 
17 Object manipulation primitive 
18 Aggression diffuse 
19 No speech 
20 Mother ignored 
21 Separation problem 
22 Affect intense 
23 High anxiety 
24 Afraid of children 
25 Avoids adults 
26 If speaks, pronouns reversed 
27 Hyperactive 
28 Aggression incomplete 
29 Ignores adults 
30 Selective food intake 
31 Heedless of physical danger 
32 Flitting attention span 
33 No social smile 
34 Affect flat 
35 Sleep disturbance 
36 Biting inhibition 
37 Identification with animals 
38 Inhibition in amount of motor activity 
39 Inhibition in skill of motor activity 
40 Identification with inanimate objects 
At Excessive food or liquid intake 
42 Ostentatious soiling 
43 Avoids mother 
44 Low food intake 
45 Sex identification unclear or confused 
46 Withholding of stools 


* Out of 21. 


No. Cases 
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often than in a similar sample of neurotic children), and withholding of 
stools was quite uncommon. (Several symptoms such as confused identifi- 
cation often occurred at a later time during treatment of these children, 
but were not present or were not scorable during the diagnostic period. Their 
low incidence, therefore, does not accurately reflect their occurrence in 
atypical children.) 

A more detailed consideration of some of these symptoms leads to some 
interesting generalizations. Table 2 presents a listing of the nature of the 
preoccupations of the children, broken down into the two major categories 


TABLE 2. NATURE OF PREOCCUPATIONS 


SS 


Best Cases Worst Cases 


Object Manipulation 
1. Primitive attempts to establish a stable and orderly space 
(spinning, balancing, etc.) 4 15 
2. Mastery of separation and control of objects (turning lights 
on and off, opening and closing doors, flushing toilets, etc.) 8 14 
3. Higher-level manipulation of objects (blocks, puzzles, num- 
bers, etc.) 9 3 
21 32 
Self-Manipulation 
1. Primitive movements of the body to establish a stable, order- 
ly body image (moving head, studying hands, etc.) 0 6 
2. Autoerotic (rocking, masturbation, mouthing, etc.) 8 18 
8 24 


of object manipulation and self-manipulation. As can be seen, in the ma- 
jority of preoccupations, the children seem to deal with the manipulation of 
theirjbodies or of objects in an attempt to achieve some rudimentary order, 
stability, or control. Much of this is on a very primitive level in which the 
basic problems of balance and spatial displacement prevail. In some of the 
preoccupations, the children seem to be concerned with the mastery of more 
complex situations such as separation, but there is little in the play of these 
atypical children that approximates the vigor, flexibility and imagination 
of the play of normal children concerned with the mastery of reality situa- 
tions. It is as though these atypical children were still devoting their major 
concern to problems which the normal child masters much earlier, namely; 
the stability of the body image and of the world, and the reversibility of 
separation. In many of these children, there is corroborative evidence in their 
histories of great resistance and difficulty with changes in routine, their fear 
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ing touched, and their interest, even as babies, in stimuli such as tiny 
s which were less threatening and overwhelming. | ; 
re is considerable reason to believe that autoerotic preoccupations, 
Were found significantly more often in the worst group, often served 
scondary function of blocking external stimuli and abetting withdrawal. 
is connection, it is interesting to note that acoustic stimuli were the 
pst frequently excluded stimuli (19 cases, as opposed to 11 for pain and 7 
F visual). This complements the findings that noisy objects, or more im- 
rtantly, objects combining noise and movement (such as parades, trains, 
planes, and vacuum cleaners) were most often feared. 
Differences between the best and worst cases in presenting symptoms. Table 
resents the major findings of this study, namely, a listing of those vari- 
which significantly discriminated between the best and worst cases 
the initial diagnostic period. In general, and not unsurprisingly, the 
st cases were differentiated from the best cases by the depth and scope 
their withdrawal. They excluded a variety of stimuli and withdrew into 


IBLE 3. PRESENTING SYMPTOMS IN WHICH THE BEST CASES WERE 
SIGNIFICANTLY DIFFERENT FROM THE WORST CASES* 


Cases in 
Symptom Which More xè p (One-Tail) 
Common 
appropriate use of toys Worst 10.00  «.01 
i excluded Wort 0. 1:28. Df 
otic preoccupations present Worst 4.90 01 


ed to other children only by ignoring or avoiding 
Worst 4.90 01 


f 3 years old and no speech Worst 4.74 -01 
to adults was never more than a fleeting re- 


to positive overtures Worst 4.11 .02 
smile absent Worst 4.11 .02 
fied with animate objects Best 3.91 .02 

on was sometimes diverted or incomplete but 

directed Best 3.84 .025 
on was sometimes self-bound Worst 3.84 .025 
cupied with primitive manipulation of objects Worst 3.84 .025 
training absent Worst 3.69 .03 
pied with primitive manipulation of self Worst 3.66 .03 
standing of speech uncertain Worst 3.47 .03 
tion always either preoccupied or distractible Worst 2.97 .04 
ars present Worst 2.74 .05 
speech (as opposed to good speech) Worst 2.62 .05 
out adults other than mother Worst 2.59 .05 


05 or less, 
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autoerotic preoccupations or the primitive manipulation of their bodies: 
of objects. The extent of their withdrawal is pointed up by the fact t 
their attention span was likely to be either preoccupied or flitting. 
contacts were minimal; children were either ignored or avoided and 
was only a fleeting response to the positive approaches of adults. A socii 
smile was often absent, and they might have had such a low interest 
communication that no speech developed by the age of three. They we 
also less conforming than the better children in the area of habit trainii 
in that bladder training was less often established. Aggression as well 
libido was turned toward the self; the worst cases showed more self-boum 
aggression (biting themselves, head-banging, etc.). It should be noted, hi 
ever, that the most significant difference between the groups lies not in the 
of object relations, but in their use of materials. Most of the worst cases 
never able to use toys appropriately, while most of the best cases were ab 
to deal appropriately with materials. The arrest or regression in devele 
ment of the worst cases was so widespread that they had little ability | 
achieve mature libidinal or ego gratifications in any area. i 
There were only two symptoms which were significantly more predomi 
nant in the best cases than the worst cases and they are obviously relate 
to a higher level of development; the best cases were more likely to identify 
with animate objects such as cats or dogs, and their aggression, although 
it was usually incomplete or diverted, was sometimes goal directed. There 
were also a few other symptoms which were more prevalent in the be 
cases than in the worst cases, although not significantly so, and these seem 
to form a general grouping of cautiousness or inhibition. They include 
biting inhibition, motor inhibition in both skill and amount, flat affect, a 
absence of aggression in situations where it might have been expected. 
grouping suggests that the best children tended to be somewhat calme 
less subject to explosive outbursts of diffuse rage or general hyperacti 
It does not suggest that they were more withdrawn, but only that g 
motor discharge was less likely to be used to express tension. 
Of the various historical and treatment variables that were rated, only 
one was significant between the groups, namely, that in the family cons 
lation, the worst children were more often only children or the first of 
children (x?=4.10, p=.02). This may mean either that the greater number 
of siblings of the best children abetted their progress, or that the parents © 
the worst children had reservations about having children at all, or had s 
great difficulty in coping with the disturbed child that they did not com 
tinue to have more children. It is somewhat surprising that there were n 
significant differences between the groups on any of the treatment variable 
—the age of the child at application and at the start of treatment, the num 
ber of years of treatment, the number and experience of the therapists fo 
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the child or the workers for the mother, unit treatment, treatment of the 
father—all made no difference. The answer to these puzzling findings prob- 
ably lies in the fact that these gross measures could not catch the most im- 
portant factor in treatment, namely, the intensity of treatment as reflected 
in the investment of the therapist and the relation between the child and 
therapist. Nevertheless, this study suggests that on an over-all statistical 
basis, the best prediction of outcome can be made from a consideration of the 
child’s symptoms when he enters treatment. 


SUMMARY 


From a total group of 73 closed treatment cases of preschool children with 
atypical development, a sample of 40 cases was drawn, 20 of whom were 
doing well at follow-up and 20 of whom were doing poorly. The cases were 
rated independently by two raters on a variety of symptoms that were pres- 
ent during the initial diagnostic period, and on certain general historical 
and treatment variables. The results were summarized in 2X2 chi-square 
breakdowns. 

Results showed that for the total sample, there was widespread symptom- 
atology in all areas. Odd voice quality and echolalia, low frustration toler- 
ance, variable attention span, high negativism, preoccupations and bizarre 
movements, absence or self-binding of aggression, exclusion of stimuli, in- 
tense fears, excessive mouth activity, dificulty in toilet training, and ignor- 
ing or avoiding other children were most common. The nature of the chil- 
dren’s preoccupations suggested that their major concern was with primi- 
tive problems of the stability of their body image and of the world, and of 
the reversibility of separation, problems which are mastered by the normal 
child in the first two years. Autoerotic preoccupations also seemed to serve 
a secondary purpose of abetting the exclusion of external stimuli. 

There were many significant differences in symptoms between the groups. 
The worst cases were mainly characterized by their greater withdrawal in 
all areas. They excluded stimuli and withdrew into autoerotic preoccupa- 
tions or preoccupations with the primitive and bizarre movement of their 
bodies or of objects. Aggressive as well as libidinal drives were turned 
toward the self. Children and adults were ignored or avoided and they made 
only a fleeting response to positive approaches of adults. Complete absence 
of speech after age three was found only in the worst group. The best group, 
on the other hand, presented more symptoms (although not significantly so) 
in the direction of caution and inhibition, suggesting that they used a total 
diffuse motor discharge to express tension less frequently than the worst 
group. The most significant difference between the groups occurred in their 
Use of materials. The children in the best group were usually able to play 
with toys appropriately, while those in the worst were not. 
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The only historical variable that was significant between the groups was 
that the best children tended to have more siblings. Surprisingly enough, no 
treatment variables were significant. On the whole, children who entered 
treatment functioning on a deeply regressed or arrested level did not im- 
prove, and children who entered treatment with better contact, with less 
primitive preoccupations, and in general, a more mature level of function- 
ing, continued to improve. This suggests that treatment may act as a cata- 
lyst in accelerating ego development and integration in cases where the proc- 
ess is already partly under way, but that it is very difficult to alter the direc- 
tion of responding from a total or almost total withdrawal, which was seen 
in the worst cases, to a positive reaching out. 


CHILDHOOD PSYCHOSIS AND “CHILDHOOD 
SCHIZOPHRENIA"* 


AARON H. ESMAN, M.D.f 
Assistant Clinical Professor of Psychiatry, New York University College of Medicine, New York, N. Y. 


HILDHOOD schizophrenia as a diagnostic entity has become firmly 

established in psychiatric literature in the past three decades. The 
classic descriptions by DeSanctis (1), Bender (2), Potter (3), and Bradley 
(4), and the work of Despert (5) and others have served to delineate a syn- 
drome or group of syndromes involving disturbances in development, of 
object relations, of impulse control, and of various ego functions; and in- 
numerable discussions of the etiology, nature and treatment of this problem 
have been published (cf. Goldfarb and Dorsen, 6). 

The recognition and attention thus accorded the severe personality dis- 
orders of childhood have unquestionably been for the good. In recent years, 
however, doubts have arisen as to the utility of the term “‘childhood schizo- 
phrenia,” and questions have been raised as to its precise clinical referents. 
Katan (7), for instance, categorically denies the existence of a syndrome in 
childhood directly congruent with the schizophrenia of adults and adoles- 
cents. Fabian (8) proposes “not to talk of childhood schizophrenia but of 
childhood psychosis.” Rank (9) speaks of “atypical development” in refer- 
ring to children who clearly fall into the group of syndromes above described. 
Beres (10), without committing himself regarding the problem of nosology, 
sets forth a detailed scheme for consideration of problems of ego organiza- 
tion along functional lines. Mosse (11), speaking also for Wertham, be- 
lieves that the diagnosis of childhood schizophrenia is almost always mis- 
applied, and questions whether such a condition exists. Clardy and Rumpf 
(12) report that of 32 children admitted to Rockland State Hospital with a 
diagnosis of childhood schizophrenia, only 9 retained that diagnosis after 
extensive study. Other workers have experienced great difficulty in assign- 
ing such gradients as "borderline," “schizoid personality,” and “‘schizo- 
Phrenia without psychosis”! to specific child patients. 

f Reconsideration of the conditions under discussion appears clearly to be 
indicated at this time. A survey of the extensive literature in this field and 


* Presented at the 1959 Annual Meeting. ; ; : 
Some of the case material cited here was observed at the Madeleine Borg Child Guidance Institute of 


4 twish Board of Guardians, New York, N. Y., under a grant from the New York State Department 

or Mental Hygiene. 

T Formerly Senior Psychiatrist-in-Charge, Children's Service, Bellevue Hospital, New York, N. Y. 
G “Many schizophrenic children are not psychotic, and many schizophrenic children who may have 

poe tic episodes recover from their psychotic episodes and are still schizophrenic but are not psy- 

Stotic...” (Bender, 13), 
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observation of a large number of severely disturbed children in a variety ot 
clinical settings make it evident that what is being described in all cases is 
a state of severe ego disorganization or maldevelopment, or both. A few 
clinical examples will serve to demonstrate the wide range of clinical phenom- 
enology which can be and has been subsumed under the diagnosis of “child- 
hood schizophrenia." 


1. Arnold, 4}, was brought to the Children's Service of Bellevue Hospital after exten- 
sive evaluation in a community clinic because of multiple complaints by the parents, 
including lack of speech, isolation from people, incontinence, and playing with the toilet. 
He was mute or echolalic, though he knew and could repeat the words of innumerable 
popular songs. He had severe tantrums in which he would withdraw completely, suck 
his thumb, make odd, guttural sounds and be completely inaccessible. 

Arnold was born five weeks prematurely and had an atelectatic lung at birth; he 
remained in the hospital for three or four weeks after his mother went home. She was 
constantly concerned that he might die, and needed constant reassurance. His develop- 
ment was apparently unremarkable until the age of 11 months, when he began to rock 
in his crib. The mother became pregnant when Arnold was 19 months old, and began 
restricting his activity by keeping him in a playpen. At the same time she became in- 
volved in many paranoid quarrels with neighbors; these and her preoccupation with 
her pregnancy led to considerable withdrawal from Arnold. After his sister's birth 
severe and increasingly regressive symptomatology was manifest. 

On admission to the hospital Arnold presented the picture of a classically autistic 
child, isolated, deeply regressed, autoerotic and autoaggressive. There were no indica- 
tions of organic pathology. Though it appeared that there were many areas of matura- 
tional retardation, marked and dramatic improvement set in almost immediately after 
he was hospitalized. Autoerotic and autoaggressive behavior stopped, he began to reach 
out for adults on the ward, he began to acquire some control of excretory functions, 
and the germs of speech development appeared. It was apparent that the problems, if at 
all inherent, were not exclusively maturational ones, but represented a response to an 
extremely chaotic and traumatic home situation with two severely disturbed and prob- 
ably psychotic parents. 


2. Marvin, ten, was seen in a child guidance clinic because of his many problems, 
including bizarre, isolated behavior in school, poor work, paranoid trends, enuresis and 
thumb-sucking. He was regarded as "different" from the time he entered school; he 
never got along with other children and was always negativisitic. He grimaced and 
stuttered in school and would not attend to instruction. 

As a newborn he was kept on a rigid four-hour feeding schedule, and was allowed to 
scream until feeding time. As a result, he was often too tired to suck. Nonetheless, he 
gained rapidly, and was a happy, responsive baby who loved to be cuddled, and who 
smiled early. At two he was almost hit by a car; his mother rushed in front of the car, 
picked him up and threw him to safety, but was hit herself and had to be hospitalized 
for two weeks. Marvin seemed fine while she was away, but when she returned he didn't 
recognize her, shied away from her and regressed in his speech. He appeared to recover 
from this in about one month. He had to be rocked to sleep every night until he was 
three, at which time his mother decided to break him of this by letting him “ery it out." 
This worked. He was continuously enuretic, despite strenuous efforts on the parents’ 
part to cure him, including the use of an electric signal device. At three, he had a ton- 


AARON H. ESMAN 393 


gillectomy and adenoidectomy, for which he was totally unprepared and to which he 
responded, his mother said, “like a wounded animal, hurt and quiet.” 

On examination Marvin appeared a dysplastic, obese child who talked freely and 
with enthusiasm in a lisping, singsong manner. He expressed clear-cut paranoid delu- 
sions about other children picking on him. He was convinced that creatures in outer 
space were influencing the children to attack him. He was preoccupied with electricity 
and science, and had invented a machine which, he felt, would protect him against these 
baleful extraterrestrial influences. (Marvin's father also had an intense interest in elec- 
tricity, would have liked to be an electrical engineer, and clearly encouraged Marvin's 
preoccupation.) 

Neurological examination was negative, but the EEG record was pathological, show- 
ing spikes at both occipital electrodes with a burst of 4 cps/high-voltage waves on hyper- 
ventilation and suggestive spiking. The consulting neurologist interpreted the record as 
showing unquestionable organic pathology. Psychological test data showed marked 
unevenness in performance particularly in perceptual organization and motor control, 
with marked conflicts around aggression, sexuality and fears of survival; a wide range of 
defenses from projection to compulsivity was being employed. 


3. Tom, 11, was referred to the Children’s Service for placement after years of care 
by a private social agency. The complaints were that he was hyperactive, impulsive, 
with a short attention span, destructive, aggressive toward his peers, preoccupied with 
fantasies of monsters, picked at scabs on his body until they bled, and had paranoid 
ideas about peers picking on him, He was delivered by forceps of a tubercular mother, 
was hospitalized at 25 days for pyloric stenosis but was not operated on. A few months 
later he was again hospitalized for “resolving cold with pneumonia.” He was repeatedly 
ill in the first year of life with respiratory ailments. There was also a history of convul- 
sions in the first year of life. There was constant rocking and head-banging during the 
second year. Tom had to be placed in a nursery because of his mother’s tuberculosis, 
from which she died when he was 6. He remained in the nursery from 5 months to 2 
years 10 months, and was then placed in a foster home because he was “severely de- 
prived emotionally . . . retarded development.” He remained in this home with very 
indulgent foster parents for five years; then when the foster parents became ill and un- 
able to keep him he went through a succession of foster homes, reacting violently to each 
separation and being unable to adjust. His psychotic behavior became manifest at this 
time. 

On examination he appeared a tall, gangling boy, depressed, fearful, with blunted 
affect. He was guarded, constricted, frequently silent. Paranoid thinking was manifest. 
All attempts to draw him out led to blocking. Drawings were bizarre. He made no rela- 
tions with other children on the ward. An EEG was normal, as it had been when he was 
four. His IQ scores had shown continuous improvement over the years, but there was 
still marked disorganization in his functioning. 


4, Sally was an eight-year-old girl seen at à child guidance clinic because of head- 
banging and rocking every night since the age of nine months. She also showed marked 
anxiety when her mother wanted to go out at night and would rock especially violently 
at those times; in addition she would rock during the day when bored or fatigued. There 
were no other presenting complaints; she was said to be well adjusted in school, sociable 
and well liked, and to be no behavior problem in the home. 

The symptoms developed while Sally was in the hospital at nine months, suffering 
from eczema; her hands were bound and splinted to prevent her from scratching, and the 
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rocking began at that time. She had been an unwanted child, born when the parents 
were in severe marital difficulty. Sally’s early development was unremarkable except for 
the infantile eczema and its sequelae, which began at four months. Sally never sucked 
her thumb and never engaged in overt masturbation. 

The father was a severely disturbed man who, during adolescence, had spent a num- 
ber of years in a residential treatment center and had been diagnosed as schizophrenic. 
Sally had been repeatedly exposed by her father to sexual scenes and situations when he 
would take her with him on his “adventures.” The parents were divorced when Sally 
was four; when she was six she and her mother met the future stepfather in the subway. 
It was Sally who initiated the relationship and who gave him her mother’s phone num- 
ber. The stepfather appeared unconsciously to view Sally as his wife, and his wife as his 
mother. 

On examination Sally was an extremely engaging, charming, overdressed, overly 
friendly girl who made an immediate and ostensibly warm relationship with everyone 
she saw. There was much forced gaiety; she talked freely about her problem and showed 
no unusual or pathological behavior during any interview. On psychological testing she 
showed accentuated social awareness and a repertory of neurotic defenses against highly 
deviant fantasies. There was marked variation in thinking from logicality to illogicality, 
and deficient repressive control. Fantasies were markedly sexualized. 


All the children described here show extensive ego pathology, which 
ranges from complete psychotic disorganization on the one hand to a super- 
ficially intact, “as if" type of character structure on the other. The fact 
that all of them have been labeled as “childhood schizophrenic” exposes, 
it seems to me, the inadequacies of this diagnosis. Ego disorganization, as 
shown here, can affect a wide range of ego functions or a narrow one; thus 
there may be borderline or psychotic states of ego disorganization. The 
problem may arise primarily from disturbed interpersonal experiences, 
especially those affecting the establishment of object relations and the 
sense of identity (Esman, Kohn and Nyman, 14); from severe maturational 
retardations; or from nonspecific organic pathology. Indeed, in many, if 
not most, cases there appears to be an interaction of two or all three of 
these factors, as has been suggested by Fabian and Holden (15). 

It seems useful to me to conceive of the child’s ego as the center of a field 
of forces, all of which act dynamically on the developing organism to pro- 
duce the final product. Rational consideration of ego development must take 
into account all the forces in the field; thus, it is as inadequate to speak 
solely of “‘schizophrenogenic mothers" as it is to restrict one's consideration 
to “maturational lags at the embryonic level." 

Thus Marvin showed what were interpreted by the neurologist as definite 
indications of organicity, though clinically he presented the picture of à 
clear-cut paranoid psychosis, with unusually well systematized delusions 
for his age. Arnold appeared on admission to have extensive intrinsic matura- 
tional lags, but his prompt improvement in these areas when he was sepa- 
rated from his disturbed family revealed the experiential basis for his de- 
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SUMMARY AND CONCLUSION 


The term "childhood schizophrenia" has served a useful purpose in 
delineating the syndromes of severe personality disturbance in children, 
At present, however, it appears to lead more to confusion than to clarifica- 
tion, since controversy about both its precise clinical referents and its 
etiological implications is rife. Replacement of the term by a broader con- 
cept of ego pathology appears to be most consistent with present knowledge 
and to offer greater heuristic and practical potentialities. 
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INTERPRETIVE FLEXIBILITY AS A CONDITION SET BY 
SCHIZOPHRENIC CHILDREN IN PSYCHOTHERAPY* 


ERNEST A. HIRSCH, Px.D.t 
Chief Psychologist, Children's Service of The Menninger Clinic, Topeka, Kansas 


T IS by now almost a truism that in the treatment of schizophrenic 
children, it is necessary to invoke special techniques to establish and 
maintain a therapeutic relationship. A number of authors (4) have sug- 
gested technical methods adapted to the unusual needs of these children. 
In a sense every patient attempts to set "conditions" under which he will 
accept interpretation. Even in psychoanalysis (9) the patient, more or less 
directly, attempts to tell his analyst to behave in a certain fashion. He de- 
mands that the analyst say more, act in a more sympathetic fashion, take 
steps to help in the reality situation, or tell the patient what he should do. 
Often, when these “conditions” are not met, the patient reacts with anger, 
with silence, with regressive behavior, or with acting out. With a patient un- 
dergoing analysis or psychoanalytically oriented therapy, such behavior can 
partly be understood as a manifestation of resistance or regression and is 
dealt with through interpretation. The therapist tends not to change his ther- 
apeutic method; he deals with the patient’s demands much as he deals with 
other material. Interpretation of such demands is often of major significance 
in creating therapeutic change. With neurotic patients we assume sufficient 
ego resiliency to permit the continuation of treatment, even when the pa- 
tient’s conditions are not met in the way he wishes. Though the patient may 
feel increasingly frustrated, he is most usually able to carry on his part of the 
therapeutic work. This is not to say, of course, that the analyst or the thera- 
pist working with a neurotic patient is not flexible. The therapist is always 
flexibly responsive to his patient’s momentary situation and modifies his 
interpretive mode in line with it. i 
This paper does not suggest that flexibility of interpretation is exclusively 
the province of work with schizophrenic children. The peculiar and intense 
needs of such children, however, require quantitative and, particularly, qual- 
itative modifications of technique which may make it appear as though the 
principle of flexibility were of quite a different order. The schizophrenic child 
is at times truly helpless; his inadequate ego apparatus cannot deal with im- 
pulse, superego, and reality pressures. He deals with frustration often by re- 
sorting to chaotic and destructive behavior, which, for the time at least, 
threatens to destroy the therapeutic relationship. During such episodes his 
* Presented at the 1959 Annual Meeting. 
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problems with impulse delay and with modulation of impulse expression 
dramatically apparent. Aggression may take the form of smashing, rippin 
throwing, burning, hurling, kicking, biting, and cursing. Partial instinct de 
rivatives are often expressed grossly and directly in action. Once the child is 
“possessed” by such impulses, there is usually no longer a question of ther- 
apy. The therapist may become so involved in trying to contain the behavior 
of the child that he may lack the required objectivity to see the meaning ol 
the behavior and to deal with it in any way but to discourage its expression. 
The child himself is, of course, even more incapable of reflection at such 
times. 
Rank (11) and Rank and Macnaughton (12) have suggested that therapy 
with a schizophrenic child be carried on in three phases. They call the first of 
these a “restitutional phase” in which the therapeutic effort is to make up to 
the child for the frustrations of the past. In this phase the therapist meets 
“the child's needs at whatever level he presents himself, avoiding frustrations 
whenever possible and providing a maximum of gratification.” Their second 
phase is one of “ego strengthening,” the purpose of which is to help the child 
make the necessary steps toward socialization, to help him postpone immedi- 
ate gratifications, and to establish tender relationships toward people. Here 
the therapist acts as a partial ego by taking over the executant functions. 
For example, the therapist permits his hand to be used by the child to open 
doors, and to untie knots. Their third stage involves helping the child to dif 
ferentiate himself from the therapist. 
It is proposed that the first and second stages can sometimes be carried on 
concurrently. The multitude of phenomena with which we must deal in our 
efforts to understand and treat childhood schizophrenia require that we im- 
pose order into this fluid process. Hence, we create “stages,” which may 
make it appear as though the process were a great deal more organized than 
it really is. Such stages are intended as conceptual schemata and can there- 
fore not be applied too literally to the concrete situation. The stages fi 
quently overlap, fuse, and often cannot be separated from one another. 
the technical procedure to be presented the process of gratification is thought 
of as being achieved dy way of “ego strengthening." To strengthen the ego 
can itself be gratifying to the child, provided the process is carried on in spe 
cial ways acceptable to the child; that is, provided the therapist meets the 
child’s “conditions.” 
What are the schizophrenic child’s “conditions”? Primarily they require 
that the therapist leave optimal control in the hands of the child, while at the 
same time indicating (primarily through implication) his availability à 
readiness to help. Most schizophrenic children seem to fluctuate between 
two extremes of what Mahler (8) and Kanner (7) call the “symbiotic” and 
“autistic” positions, respectively. While in the symbiotic position, the ¢ 
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experiences panic whenever he feels that separation threatens between him- 
self and the person necessary to him. In the autistic position (which may rep- 
resent a defense against symbiosis), the child cannot bear to have his isola- 
tion intruded upon. What in the schizophrenic child may appear as unusual 
flexibility of behavior is actually in the service of an immense rigidity. The 
schizophrenic child says, in effect, that he will use all the ingenuity at his dis- 
posal to avoid having his at best precarious stability endangered; he uses his 
skills to attenuate the autonomy of the therapist, who, through his interpre- 
tations, threatens to separate himself from the patient or to intrude into his 
jealously guarded privacy. : 

The technique which meets these “conditions” does not involve, as some 
(10, 13) suggest, helping the child find a “mirror image" of his own ego, nor 
does the “mere presence" of a “controlled and understanding therapist” seem 
sufficient to increase the schizophrenic child’s capacity to control the dis- 
charge of the “powerful urge toward libidinal and destructive impulsivity.” 
Rather, the technique requires the therapist to enhance the child's capacity 
to function in a more organized, modulated, delaying fashion by permitting 
himself to be used as an “‘auxiliary ego” (3) who makes his more patent ca- 
pacities available to the child. The therapist declares himself at the child’s 
service; he symbolically offers his mature capacities to supplement the ar- 
rested, ineffectual capacities of the child. Such activity represents the logical 
extension of Rank and Macnaughton’s second stage. The therapist does 
more, however, than let the child use only parts of him (e.g., his hand or his 
pocket); he actively volunteers his entire self to the patient. But he can do so 
only by meeting the conditions that he be helpfully available without endan- 
gering the child’s need to control the interaction. 


Ted, whose severe illness and previous therapy have already been described Q, 5), 
was 11 when he began therapy with me. In addition to his strange mannerisms, highly 
obsessive and peculiar thought content, and striking degree of narcissism, his major dif- 
ficulty with impulse control became apparent very early. In my office he attempted 
(and sometimes with considerable success) to smash the telephone to the floor, rip the 
clock from the wall, and throw items out the window. He grappled with me, biting, kick- 
ing and giggling in a tense fashion whenever I announced that our time was up. During 
periods of calm he sadly told me how he was unable to control these “fiendish feelings," 
as he called them, My beginning efforts to empathize with him and to convey my under- 
standing of his dilemma were usually unsuccessful. In fact, my interpretations at times 
served only to intensify his chaotic behavior. 

| Very early he told me of his wish to leave the treatment center and to live at the 
ranch of his television hero, a boy the same age as Ted, When I dealt with this by point- 
ing out how his leaving would make it impossible for me to help him, and how I felt he 
Was not yet well enough to leave, Ted reacted by becoming silly and giggling, by shout- 
ing obscenities, by throwing ashes and ink on the floor, by attempting to burn the drapes 
with my cigarette, and by other disturbed behavior. 

Then I tried a different technique (3). I declared myself at Ted’s disposal to help 


400 INTERPRETIVE FLEXIBILITY WITH SCHIZOPHRENIC CHILDREN 


him achieve his wishes. We began by sending letters (which he asked me to type for 
him) to his television friend, Ted never mailed these. He asked me to convince his par- 
ents and the director of the treatment center that the treatment center was the worst 
possible place for him to be, that he was being harmed rather than helped, and that his 
only hope for getting well was to live on a ranch. 

The following is an excerpt from a letter to Ted's parents which he and I formulated 
together. I read it aloud as I typed, and Ted added words and ideas as we went along. 
Each of us vied with the other to describe Ted’s situation in terms more hideous than 
the other had been able to conceive. 


“Dear Mr. and Mrs. A: 

"Tm writing you from our first therapy hour since Ted's return from vacation with 
you. Ted feels and knows that this place cannot help him in any way whatsoever. When 
he returned, the kids started to tease him, pick on him, and do all sorts of terribly annoy- 
ing and harmful things to him. That, as you know, cannot be of the slightest help. 

“From the moment that Ted goes to bed at night until the moment that he awakens 
in the morning, he is frightened to death, and his heart beats faster and louder than it 
does in the worst possible, most horrible monster show. 

“The school is making Ted feel much worse—upset, unhappy, homesick, panicky, 
and all those things. Ted says that the way you can make him feel you really love him is 
to take him out of this school. 

“You may say, ‘But Ted isn’t ready to come home, because look how he acted the 
last week he was home with us.’ The explanation for this behavior is very simple. The 
reason he was upset and acted up was that he was coming back to this school.” 


At each of our meetings, again and again, Ted had me dictate messages to the direc- 
tor, to his social worker, and to the child care staff. He watched with glee as I pounded 
the table and “ordered” that Ted be permitted to leave, that the director and the social 
worker cease twiddling their thumbs, and that they act, rather than shift papers from 
one side of the desk to the other. Occasionally Ted himself dictated a message, pound- 
ing the table and furrowing his brow, just as I had done, and using the identical words 
I had used, all the while grinning broadly. It seemed quite literally as if he were bor- 
rowing my strength—my methods—to gain his wishes. This need to “copy” in such à 
concrete fashion the “externals” of my behavior (i.e., his cue-taking) reflected Ted’s 
warped capacity to form an optimal identification. 

Together we dictated messages to the child care staff, ordering them to treat Ted 
better, to permit him to have all sorts of privileges, and to disregard the needs of the 
other children in residence. 


As can be imagined, with such an approach, it is imperative that the thera- 
pist be in constant communication with other members of the staff. He must 
explain the purpose of his activity and give assurance that the “messages” 
are really therapy communications, meant for the patient and not for the 
staff at all. Even with constant explanation, however, there is the ever-pres- 
ent danger that angry feelings become directed at the patient, the therapists 
and the entire therapy process. Armed with "weapons" from the therapist, 
the patient may accuse the staff and wave “proof” of their bad behavior 1n 
their faces. In effect he says: "Look here, my therapist says that you are bad. 
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Jt isn't only me. Now you have to listen." It requires great effort to prevent 
the emergence of defensive retaliation on the part, particularly, of younger 
and less secure staff members. Unless this treatment procedure is handled 
with the constant awareness of the negative feelings it may engender in the 
rest of the staff, such feelings reach a point where the treatment process may 
well founder (6). At the same time, of course, one must be on guard lest the 
child's “play action” become an acting out which is destructive to the reality. 
Ted's tendency actively to involve a variety of persons in his problems re- 
flects his need to externalize aspects of his psychic structure and to project 
| these on different persons. The child care staff, for example, at times was 
used as superego, so that whenever Ted felt unable to control impulses which 
| he felt were encouraged in therapy, he found it necessary unconsciously to 
enlist the aid of the child care workers to counteract them. Gradually it was 
possible for me (and by degrees eventually for Ted) to assume the functions 
which had been parceled out to a number of different people. Thus, while I 
pleaded that Ted be granted a particular wish, I frequently built reality test- 
ing or superego prohibition right into the plea. For example, while demand- 
ing that the director give Ted a horse, I added such comments as: “I suppose 
you don't want to do that because you're worried that it might be too dan- 
gerous.” Another example of a built-in prohibition may be seen in the letter 
quoted above (i.e., the statement: “You may say, ‘But Ted isn't ready to 
come home. Look how he acted the last week he was home with us’ "). When 
such comments were omitted, Ted became anxious and unconsciously needed 
to excite others into taking up arms against me as the unrestrained agent for 
his impulses. 

Ted seemed intellectually altogether aware that our activity represented a 
make-believe. He calmly explained to one of the child care workers that I had 
no real intention of letting him leave the residence. It was, in fact, of the ut- 
most importance to Ted that the make-believe never become reality. Once, 
near the beginning of treatment, I actually mailed a letter to his TV hero, as 
Ted had asked me to do. At the following meeting "Ted asked to see the letter. 
When I explained that I had already mailed it, Ted became extremely upset 
and accused me of having destroyed it. Ted's panic in this situation seemed 
to have its roots in the fact that, as auxiliary ego, T had failed him. I had ac- 
cepted his fantasy without question and thus not fulfilled my role as reality 
tester, a function he had delegated to me. It was permissible, however, to 
send Ted's communications to staff members. Frequently, in fact, he deliv- 
ered them himself. This was not frightening because Ted knew that all of us 
were in the make-believe together. 

What Ted and I did together is what Ekstein and Friedman (3) have called 
play action." Play action replaces impulsive and inappropriate action by a 
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more advanced form of thinking; it represents one of the first achievements 
of impulse delay. One may well ask why, if the child is intellectually aware 
that the activity is make-believe, this method works at all. It works because 
of the affective impact of the fantasy. Through the play action the patient 
feels himself understood, even though he usually cannot express himself (or 
understand himself) through the use of secondary process thought. 

By letting me be an extension of himself, Ted felt stronger and more capa- 
ble. By my being empathic to this degree, the introjective process was facili- 
tated. At the same time, my serving as auxiliary ego was a protection against 
the full impact of the face-to-face situation of therapy. Ted was one of those 
children who fluctuated between a symbiotic and an au tistic orientation. 
"Interpretation" in the usual sense (i.e., comments regarding the meaning of 
his behavior) meant that I was either disengaging myself from the symbiosis 
(ie., I was "another person"), or it meant that I was threatening his integ- 
rity by intruding into the autistic withdrawal. Parenthetically, Ted never 
approached the extremes of autism. He defended himself against the sym- 
biosis he required at other times by developing what he called "secret fields." 
Secret fields consisted in highly guarded areas of interest (e.g., in trains, in 
the weather, in a television program). These, at first, were divulged to no one, 
then to his parents, and eventually to me. The content of these areas was en- 
tirely innocuous (indeed, he spoke quite freely about topics which most usu- 
ally arouse deep shame); the point was to have a secret, regardless of its con- 
tent. 

Hence, Ted responded to direct interpretive comments with panic. His 
"conditions" for interpretation required that I neither disengage myself nor 
intrude. He was willing to accept therapeutic statements only so long as I did 
not put his precarious defenses into jeopardy; i.e., only so long as I embedded 
the interpretation in the play action. 

The impact of interpretive comments was further enhanced as a result of 
the unusual power which words sometimes had for Ted. Sometimes words did 
not represent a thing or action—they were the thing or action. For example, 
Ted spent periods during which he recited all manner of obscene words into 
the dictaphone. His intense excitement during these times reflected the de- 
gree to which words had lost their abstract power to represent. They,had be- 
come signals which released impulse. 

As Ted became strong enough to be able to accept more direct interpreta- 
tions of a mild and supportive nature he continued to protect himself from 
the danger of being overwhelmed by me. He achieved this by ritualizing and 
rigidifying the therapeutic interaction. For some weeks he sent me from the 

office and dictated questions on the dictaphone. Between each question he 
left a few seconds' time for my response. It was as if he had written a play for 
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two persons where lines of one actor were already written in. This, of course, 
severely restricted the degree of freedom which the other actor (the thera- 
pist) could enjoy. Through such means Ted protected himself against his own 
spontaneity. He spoke to me through an intermediary (the dictaphone) only 
while I was out of the office, and protected himself by having me reply only to 
his disembodied voice, while he stood silently by. Still later, he permitted me 
more leeway, but still constantly prepared for emergency, He had recorded a 
great deal of music on my dictaphone. As we talked together he kept his 
hands on the switch and drowned me out full blast, sometimes in the middle 
of a sentence, whenever he became frightened of what I might say. He did 
this with full awareness of how he needed to take from me my therapeutic 
tools (words) and thus make me less dangerous. At a later time, then, re- 
corded Rock-and-Roll gave way to his singing such songs himself whenever 
the need arose. 

I could only marvel at Ted’s ingenuity as he discovered one device after 
another with which to keep me at a distance, while at the same time permit- 
ting me some, even if very limited, freedom for interpretation. So long as I 
stayed within the bounds he had set he was able to proceed, even though 
slowly and painstakingly. Whenever I exceeded these bounds, that is, as soon” 
as I did not meet his “conditions,” the therapeutic relationship became dis- 
rupted. Once, when my impatience caused me to put too great a pressure on 
him to speak to me about his problems, he ran away in panic. At such times 
it seemed as if the particular approach I employed was more than simply the 
best of a number of possibilities—it seemed that I had no choice than to do 
what I did. 

The intent of this paper is succinctly epitomized by a passage from Ekstein 
and Friedman (2): “The technical problem is to accept, understand, and re- 
spond to the child on whatever level will permit [the therapist] to reach the 
patient without pushing him into modes of relationship for which he is not 
yet prepared.” Eventually, of course, one expects that such a child will reach 
a point where he will permit the more usual therapeutic (interpretive) rela- 
tionship, when he must be helped to differentiate himself from the therapist 
(11, 12). He will resist this differentiation, however, and this step will be 
marked by an occasional need to regress markedly. Eventually, he may be 
able to relax somewhat the rigidity of his conditions. He himself will set the 
pace and give us the cues whereby we will know how to proceed. 

Ted, for example, began sporadically to look inward and to reflect on his 
unhappy situations. Deeply depressed, he questioned why he had been born 
with his problems; he expressed his wish to start life all over again; and he 
wondered whether he would ever find anyone who would love him the way he 
needed to be loved. His psychic pain at these times was intense, and it was 
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not difficult to understand why he had needed to employ all the psychological 
tools at his command to avoid having to face the shattering impact of these 
questions. 
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MEASURING INTERACTION IN NONVERBAL 
PSYCHOTIC CHILDREN* 
IRA M. STEISEL, Pu.D., I. HYMAN WEILAND, M.D., JOSEPH V. 
DENNY, M.A.,t KIRBY SMITH, M.A., ano NINA CHAIKEN, M.S.S.1 
Children's Unit, Eastern Pennsyloania Psychiatric Institute, Philadelphia 


LONG with many other people who have worked with psychotic chil- 
dren, we have raised the question as to whether the various procedures 
now in vogue are effective in bringing about demonstrable change in these 
children. We wondered, further, whether it was possible to evaluate the 
child’s progress, or lack of it, in a more refined and precise way than hereto- 
fore available. In clinical practice the most frequently utilized method for 
evaluation of any changes that a patient might show over a period of time is 
the therapist’s impression. The opinion of an expert clinician is invaluable in 
capturing nuances and subtleties which might escape a more rigorous and 
narrower approach. In view of the generally poor observer reliability that has 
been found when such clinical judgments are used, other approaches should 
be tried (1, 2). Since such impressions may be based on the observation of dif- 
ferent samples of behavior and may require the making of high-order infer- 
ences, an approach which requires the making of simple judgments on the 
same behavior might prove valuable. This attempt might lose the richness 
and breadth that clinical impressions provide but perhaps the improvement 
in precision would compensate for this loss. 

Our goal was to have relatively easy to learn, standardized techniques for 
measuring change in the child’s behavior. The aim was to be able to differen- 
tiate children varying in this dimension and to have a method which could be 
Utilized by different judges in different institutions at different times with a 
minimum of training, apparatus or facilities and a maximum of compara- 
bility. 

One of the outstanding defects in the psychotic child is a disturbance in the 
ability to make healthy object relationships. Therefore, our attention was 
first drawn to the need to develop a procedure which would measure a signifi- 
cant aspect of this function—the ability to interact with an examiner. Our 
investigation of other ego disturbances which are found in psychotic children, 
as well as any changes appearing as a consequence of psychotherapy or mi- 
lieu therapy, will be the subject of future communications. 

* Presented at the 1959 Annual Meeting. 


T Now with the Market Planning Corporation, New York, N. Y. 
1 During various phases of this study the comments and suggestions of Drs. Jean Ferson, W. C. Adam- 


Son and E, D. Longnecker of the Woods School contributed materially to our thinking and our planning 


of this project. Dr. Justin Aronfreed, who at times served as a judge, as well as Miss M. Nowack and 
fits. R. Dross of our staff discussed with us the experimental procedure and the rating scale as it was being 
ped. We are indebted to them for their assistance. 
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Kanner and Eisenberg (3) emphasize the disturbed ability to relate in the 
children they diagnose as having early infantile autism. They have used such 
expressions as “extreme self-isolation,” “detachment from people” and "au- 
tistic aloneness” to describe such children. Mahler and her co-workers (4) 
point out that ' . . . the autistic child is most intolerant of direct human con- 
tact" (italics in original). The symbiotic child described by her shows a sticky, 
clinging, mutually interdependent relationship with others while the autistic 
child remains aloof (4, 5). Many other writers have talked of the faulty inter- 
active ability of psychotic children (cf. 6, 7). 

Insofar as the evaluation of interaction is concerned, the history of the so- 
cial and behavioral sciences is replete with methods and techniques. These 
vary in sophistication, subjectivity and pertinence. Only a few of the more 
recent and relevant procedures will be mentioned. 

Bales (8) has devised a rather comprehensive system for coding behavior 
ina variety of vis-à-vis situations. Chapple (9) has designed an interview sit- 
uation that is carefully spelled out and contains stressful and nonstressful 
subperiods. Another approach is one originated by Moustakas and his col- 
laborators for studying a child in a situation with an adult whether it be in 
the naturalistic setting of his home or in a clinical one (10). 

All of these procedures were examined and were felt wanting for one reason 
or another. In some instances the procedure was cumbersome or did not seem 
to be readily usable with psychotic children. Chapple’s method requires a re- 
cording system which is prohibitively expensive for an institution with lim- 
ited financial resources. The comprehensiveness of the rating scale of Mous- 
takas loses some of its value when, as it turns out, a number of the categories 
are only rarely used. 

It was decided to devise a method which would be applicable to psychotic 
children ranging in age from 4 to 12. This procedure would have to allow for 
varying degrees of interaction to take place within a relatively narrow frame- 
work and, at the same time, permit observers to evaluate the degree of inter- 
action, 

Since many of our inpatient children had little or no comprehensible 
speech, we were forced to develop an instrument which did not depend on the 
use of language—a prime medium of interaction. Toys were the obvious an- 
swer to our problem, especially those which experience led us to believe could 
be used either in an interactive way or in solitary play. 

E A previous study by one of the authors (Denny) was a valuable source of 
information in guiding our selection of toys that would appeal to the broad 
age range involved. Readily available and inexpensive toys were obtained: 
pen dolls, rubber balls, guns, etc., which appeal to children of several age 
ins RN room is a playroom with a one-way screen and is bare of 

cing, distracting objects. It is one that the children have not used or seen 
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and is located in an area that they do not frequent. Thus the children 


‘equally unfamiliar with it, and they have neither positive nor negative 
siations to it as the result of prior experience with it. This was done by 
ign since the children living at the hospital had had varying amounts and 

d types of experiences in the other room available to us that had a one- 
mirror. 
the furniture consists of two chairs and a desk. A shelf, which is 7 feet 
n the ground, 8 inches deep and 6 feet long, is attached to the wall oppo- 
tthe one-way screen. On it, in full view of the child, are the various toys 
Fare available for use. Such an arrangement is similar to one used by 
(11) in his studies on dependency. The placement of the toys on the 
f, which makes them relatively inaccessible to the children unless they 
some assistance, was donein order to stimulate them to seek interaction 
h the experimenter to obtain what they wanted. A slip bolt was placed 
r the top of the door to make sure that the child would not leave the room 
to the end of the session. 
he experimental procedure is divided into three parts: 1) interaction is 

ed by the experimenter; 2) interaction attempts made by the child are 
by the examiner; and 3) interaction is not solicited by the adult or 
d but is awaited and responded to. 


three periods. Some minimal flexibility is permitted, e.g., limit-setting, 
ause we were not able to predict unusual types of behavior, especially 
ith psychotic children. 
are four tasks in the first phase, during which interaction is solicited. 
gh the nature of these tasks allows the child to project onto them some 
titiveness, they are presented in a cooperative spirit. The first one, a 
ration of simple tasks found on the Stanford-Binet scale (12), requires the 
ild to alternate stringing beads with the experimenter. In the second task 
le ch ild takes turns, with the adult, in throwing quoits at stakes. For the 
td task the two of them race cars on the floor, while in the final one they 
mnately shoot darts at a target.! 
During this first phase, the toy to be used is brought down from the shelf 
tis needed and returned when the task is completed. 
ough one of our nonpsychotic control subjects felt that some of the 
i$ Were not appropriately sophisticated, we did not perceive this reaction 
psychotic children. In the main these children respond favorably to 
ys. This is especially noticeable in their playing with the dart guns. 
*r their reaction is due to the unavailability of such toys on the ward 
er reasons would have to be gleaned from further data. 


ctions for the detailed Interaction Procedure are available from the authors. 


activity of the experimenter is carefully and specifically delineated in 


€ outset of the second period, during which time interaction is re- 
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jected, the child is asked which one of the toys he would like to have and it is 
gotten for him. The child is then told that the experimenter is going to be 
busy for five minutes. He then occupies himself by making notes, reading, 
ete. Overtures from the child are ignored or rejected by the experimenter. In 
order to emphasize his remoteness and overcome the anxiety of the experi- 
menter at rejecting the children, we found it essential to structure the situa- 
tion by having him sit away from and with his back to the child. 

After this period is completed, the third, and final, phase is started. At the 
beginning of it, the experimenter indicates his availability and asks the child 
what Ae would like to do. The child's lead is followed by him. 

There were two reasons for adding this final five-minute free-play period: 
1) to offer another variation in the procedure to determine the degree and na- 
ture of spontancously solicited interaction by the child; and 2) to allow any 
tension that might have built up during the “rejection” period to have an op- 
portunity to dissipate. 

The entire procedure takes about twenty minutes. 

There are two observers behind the one-way screen who record <e child's 
interactive efforts independently of one another. This was done to actermine 
the degree of agreement between them. It was not possible for the experi- 
menter to run the subject, and score simultaneously. 

In the first period each of the four tasks is rated by the judges as a unit. In 
the two subsequent periods one score is given for each of the five-minute in- 
tervals. Such a procedure has two disadvantages: 1) the length of the two un- 
structured periods allows for great variability in behavior of the child which 
is difficult to rate with either a high degree of assuredness or reliability; and 
2) greater weight is given to the first period in obtaining the total score. We 
plan to reduce the two five-minute periods into smaller units of time for the 
scorers to overcome the objections of unequal weighting and variability. 

The rating scale has seven subparts: 1) paying attention to the experi- 
menter or instructions (this is not scored during the rejection period); 2) paY- 
ing attention to the tasks or objects; 3) following instructions, cooperating, 
complying (omitted during the time that interaction is rejected and while it 
is awaited); 4) initiating or instigating interaction with the experimenter 
(not scored when interaction is solicited by the adult); 5) willingness: degree 
of investment in interaction; 6) communicative sounds; and 7) response to 
the experimenter's interactive efforts (judges do not rate this variable during 
that portion of the situation where the child is being rejected). 

Each of these categories is scored on a five-point scale which provides 8 
rating, roughly, of the degree of pathology. A score of 1 reflects severe im- 
pairment while a score of 5 represents a maximum of the attribute being as- 


* The Interaction Rating Scale is available from the authors, 
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d. Scores of 2 or 4 are assigned when the child's behavior tends in the 
direction but is not characteristically or consistently at the ex- 
A score of 3 is given when the child fluctuates from one end of the con- 
"tinuum to the other without consistently being at either. 
"Through the use of this scale, patterns can emerge showing the child's re- 
‘action as a function of a particular part of the experimental situation. In ad- 
dition to this, a total score, based on 34 subscores, is derived. 
— The agreement between judges was evaluated separately for two groups of 
subjects as well as by two different procedures. 
For twenty sessions with psychotic children, the per cent agreement 
'ranges from 50 to 100 with the median at 90 and the mean at 90.5. For seven 
control children, the reliability values range from 93 per cent to 100 per cent 
Em mean of 97.4 per cent and a median of 100 per cent. These figures are 
based on a formula which gives absolute agreement on a subdimension be- 
: tween two observers a score of 1, and agreement within one step (in either 
direction) a score of }. Such a procedure, of course, is bound to give some- 
—what inflated values since we are moderately lenient in the definition of 
‘agreement. 
_ Although the above procedure for estimating the degree to which our 
judges concur was deemed an adequate one at our present stage of develop- 
‘ment, we did a further analysis where only exact agreement was counted. 
The corresponding data were: a range of from 30 per cent to 68 per cent, a 
“median of 52 per cent and a mean of 50.5 per cent, respectively, for the psy- 
—ehotic group. The seven control children yielded observer agreements as 
follows: range 63 per cent to 95 per cent, median of 87 per cent and mean of 
_ 83.8 per cent. 
- Å comparison was made of the average total score of the first 9 controls 
- and 17 schizophrenic children run. None of the "normal" children obtained 
‘scores below the median of the two groups combined. The chi square of 10.87 
(df 1) is significant beyond the .0005 level of confidence (one-tailed test). 
T The range of the average total scores of the normal children was from 146 to 
168.5. For the psychotic children the lowest score was 42 and the highest was 
_ 155. Furthermore, only 2 of our schizophrenic children obtained scores higher 
the lowest score obtained by the control children. The psychotic chil- 
dren, in sum, interacted to a lesser degree. 
1 These findings indicate that the child’s interactive attempts can be gauged 
th some degree of reliability, using the instrument we have developed. 
er, the degree of involvement of the child with the experimenter and 
can be given a numerical value which has clinical significance. 
ere are several additional avenues that are to be explored to refine and 
nd our procedure. One of these has been mentioned—to increase the 
ber of ratings for the last two sessions to equalize the weight given to 
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the several periods and, perhaps, increase the reliabilities. A second plan in- 
volves the taking of sound movies of the situation so that we can determine 
how well several observers agree among themselves, as well as how well a 
judge agrees with himself when rating the same sequence after a time interval 
has elapsed between his ratings. Also, we would be interested in evaluating, 
in a more precise way, how well the ranking of the children in this situation 
agrees with that obtained through other procedures. 

While developing the experimental situation and the rating scale it was 
necessary to run most of our psychotic and some of our control children a 
number of times. The data that have been reported are derived from the 
most recent sessions. It would be worth while to determine whether the find- 
ings would be essentially the same when children who have not taken part in 
our situation before are seen. Steps have been taken to arrange for the ex- 
tension of the experimental and control groups. 

Another facet that it might be profitable to explore is whether the proce- 
dure described here can accurately differentiate psychotic children from 
those who are mentally defective or psychoneurotic. 


SuMMARY 


This is a progress report on one phase of a multifaceted approach to ob- 
taining satisfactory measures of change in nonverbal psychotic children. 
The focus has been on establishing a simple standardized experimental situa- 
tion which would allow for observing the child's ability to interact when 
alone with an adult, and a scale that can supply precise, reliable and mean- 
ingful measures of this interaction. 

The experimental procedure is divided into three distinct phases: 1) inter- 
action is solicited by the experimenter; 2) interaction is rejected by the 
adult; and 3) interaction attempts by the child are awaited. 

During the session two trained observers score the child's behavior on 
seven five-point scales which describe the degree and, to some extent, the 
type of interaction demonstrated by the child. The preliminary data that 
have been obtained reflect some degree of observer reliability and a striking 
ability to differentiate psychotic from nonpsychotic children. 

With the techniques described here, it is felt that statements about prog- 
ress (or lack of it) as a consequence of drugs, psychotherapy, etc., can be 
placed on a surer footing than has been possible in the past. 
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PERCEPTUAL DISTORTION AND SCHIZOPHRENIA 


ALFRED B. HEILBRUN, Jr., Px.D. 
Assistant Professor of Psychology, State University of Iowa, Iowa City Fa. 


T HAS become almost axiomatic in current descriptions of psychopath- 

ology to associate some type of disturbance in interpersonal perception 
with the schizophrenic disorders. Certainly few would contend that in any 
given perceptual area the schizophrenic may be more realistic than normals. 
However, the results of the present study point toward just such a conclu- 
sion and offer possible implications regarding the etiology and treatment of 
schizophrenia. 

The background study for the one currently to be considered (1) compared 
the predictions of schizophrenic daughters and normal daughters as to how 
their mothers would respond to a 23-scale child-rearing attitude question- 
naire, the Parent Attitude Research Instrument of Schaefer and Bell (3). 
These predictions, objectively scorable, were defined as daughter perceptions 
of maternal child-rearing attitudes. The results showed a tendency for 
schizophrenics to attribute more pathogenic attitudes to their mothers than 
did normals on a cluster of scales defined as reflecting the “authoritarian- 


control” dimension by two independent factor analytic studies (2, 4). No . 


perceptual differences in this direction appeared on a “hostility-rejection” 
cluster or on a “democratic attitudes” cluster. No direct comparison was 
made between the predicted responses of the daughters and the actual re- 


sponses of the mothers to the same questionnaire and hence the question of 


relative accuracy of prediction in schizophrenic and normal daughters re- 
mained. The present study is addressed to this question. 


METHOD 


Attitude questionnaire. The Parent Attitude Research Instrument (PARI) 
consists of 115 items devised to measure maternal attitudes judged to affect 
personality development in children. The 115 items, in turn, measure 23 
different maternal attitudes whose descriptive scale names are given in 
Table 1. With certain exceptions (scales 1, 14, and 21, for which the direction 
is reversed), scoring on the questionnaire is such that the higher the score on 
any scale, the more deviant the child-rearing attitudes and presumably the 
more pathogenic, 

_ Subjects. The experimental group consisted of 26 women with established 
diagnoses of schizophrenia who were patients in a Midwestern state hospital. 
A wide range of symptomatology was shown by the group and only one pè- 
tient was considered by the staff to be capable of extramural adjustment at 
the time of testing. The control group consisted of 27 women who were ap- 
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parently making an adequate personal adjustment. By their own testimony, 
none had ever sought or feceived professional help for psychiatric reasons. 
"These daughter groups did not differ in mean age (schizophrenics, 36.6 years; 
normals, 33.4 years) or mean education (schizophrenics, 11.3 years; normals, 
12.1 years). No attempt was made to match the mothers on any variable. 
However, it was shown in a preliminary analysis that the mothers of the 
‘schizophrenics and of the controls did not differ in their maternal attitudes 
on the Parent Attitude Research Instrument. 

Procedure. 'The mothers answered the questionnaire in standard fashion 


TABLE 1. ATTITUDE SCALES AND FACTORIALLY DERIVED CLUSTERS 
OF SCALES ON THE PARENT ATTITUDE RESEARCH INSTRUMENT 


“ Authoritarian-Control” Cluster 


Scale* Scale 
? 2. Fostering Dependency 15. Approval of Activity 

3. Seclusion of Mother 16. Avoidance of Communication 
4. Breaking the Will 17. Inconsiderateness of Husband 
5. Martyrdom 18. Suppression of Sex 
6. Fear of Harming Baby 19. Ascendance of Mother 
10. Excluding Outside Influences 20. Instrusiveness 
11. Deification 22. Acceleration of Development 
12. Suppression of Aggression 23. Dependency of Mother 

" Hostility-Rejection" Cluster “Democratic Attitudes” Cluster 
7. Marital Conflict 1. Encouraging Verbalization 
9. Irritability 14. Equalitarianism 
13. Rejecting Homemaking Role 21. Comradeship and Sharing 


*Scale 8 (Strictness) does not fall within any of these clusters. 


while the daughters were asked to independently complete the attitude 
- questionnaire as they thought their mothers would. The mother and daugh- 
ter scores were analyzed in the following two ways so as to evaluate dual 
‘aspects of perceptual accuracy: 

| 1. For each of the 115 items, the absolute difference between the mother’s 
actual score and predicted daughter score was obtained (possible range from 
0 to 3 for any given item). By averaging over all items in each cluster, the 
Mean deviation of prediction from true response was obtained without re- 
“pect to the direction of difference. Thus in either the event that a mother 
‘Scored 1 and a daughter predicted a 4 response on an item or a mother scored 
fand a daughter predicted a 1 response; the absolute deviation score would 
be the same (i.e., 3). This difference score is considered to approximate the 
-&Xtent of perceptual confusion regarding the mother's attitudes in the pre- 
"dieting daughter. 
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2. The test questionnaires were scored in standard fashion for both t 
mothers and daughters so that 23 attitude scale scores (possible range fi 
5 to 20) were obtained for all subjects. By comparing the actual scale score 
for the mothers and predicted scale scores for the daughters, the algebrai 
differences were determined. Thus in the case of a mother who obtained: 
score of 13.00 on a given scale while her daughter predicted responses sum 
ming up to 14.00, a difference of —1.00 is obtained; in the reverse situation 
difference score of +1.00 results. In the former case, the daughter predi 
a more pathogenic attitude than her mother endorses, and in the latter case 
a more adjustive attitude. This difference score is thought to approximate 
the extent of perceptual delusion regarding the mothers' attitudes. 

Finally, since two independent factor analytic studies (2, 4) were consi 
ent in finding three major factors on the PARI (“authoritarian-control,” 16 
scales; “‘hostility-rejection,”’ 3 scales; “democratic attitudes,” 3 scales) and@ 
previous study (1) found perceptual differences between schizophrenics a 
normals only within the “‘authoritarian-control” cluster, accuracy of p 
ception was analyzed by attitude clusters rather than by individual scale 
The actual scales within each cluster are given in Table 1. 


Resutts 


Perceptual confusion. An analysis of variance run over the absolute de 
tions between daughters’ perceptions and mothers’ attitudes showed m 
over-all difference in accuracy between the schizophrenics and normals: 
(p <1.00). With respect to those scales included in the *'authoritarian-con-- 
trol” cluster, the schizophrenics showed an average difference from thei 
mothers on each item of .46 points (maximum possible difference being 3 
the normals, .53 points. In the “hostility-rejection” cluster the mean abso 
lute deviation of the schizophrenics from actual maternal scores was .9 
while normals showed a mean deviation of .35 points. For the items wit 
the “democratic attitudes" scales, the schizophrenics’ mean absolute devia- 
tion was .43 points while that of the normal daughters was .32. Finally, om 
scale 8, which does not fall into any of the 3 clusters, the schizophrenic mean 
was -64 and the normal mean was .74. If the average absolute deviation per 
item were taken over all items rather than by clusters, the two daughter 
groups would show almost identical perceptual discrepancy scores (schizo 
phrenics, .47 points; normals, .49 points). Thus there is no support in the 
findings for assuming a perceptual confusion in these schizophrenic patients. 

Perceptual delusion. The actual scale scores of the mothers were compared 
with predicted scale scores of the daughters and the scale score differen es 
averaged within attitude clusters (thereby maintaining direction of differ 
ence in the analysis). These results are found in Table 2. Tests of significance 
demonstrated that the average discrepancy between the schizophrenic’ 
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daughter and her mother on the scales within the “authoritarian-control” 
cluster (—.30) differed from the average discrepancy for normals (1.05) at 
a highly reliable level of significance (¢=4.82, p «.0002). The same compari- 
son made for the “hostility-rejection” cluster (¢t=.63, p>.50) and the “dem- 
ocratic attitudes” cluster (¢=.35, p>.70) did not suggest any differences 
between the two mother-daughter groups. 

Since the focus here is upon possible delusional trends, it is of interest to 
examine the direction of the significant difference between the two groups 

| on the "authoritarian-control" scales. The average discrepancy in scale 
| 


score between the schizophrenic daughter and her mother was —.30 points 
(standard deviation —.97 points), which means that schizophrenic daughters 


TABLE 2. ACTUAL ATTITUDE SCALE SCORES OF NORMALS' MOTHERS 
(NM) AND SCHIZOPHRENICS' MOTHERS (SM) AND PREDICTED 
- ATTITUDE SCALE SCORES OF NORMAL DAUGHTERS (ND) AND 
SCHIZOPHRENIC DAUGHTERS (SD) AS COMBINED 
BY ATTITUDE CLUSTERS 


NM ND SM SD | NM-ND* SM-SD 
Cluster 


Score Score Score Score Difference Difference 
"Authoritarian-control" 12.95 11.90 13.75 14.05 1.05 —.30 
"Hostility-rejection"" 13.46 14.07 13.10 13.35° —.61 21-2228 
"Democratic attitudes" 17.85 17.17 17.87 16.97 .68 .90 
Strictness (scale 8) 14.74. — 13.75 — 14.81 — 14.45 .99 .36 


* For the "authoritarian-control" and “hostility-rejection” clusters (and scale 8) a minus difference 
Score represents greater perceived pathology than indicated; a plus score greater perceived adjustiveness 
than indicated. For the “democratic attitudes" cluster, the signs are reversed. 


tended to perceive their mothers' child-rearing attitudes in this cluster as 
slightly more pathogenic than were the expressed attitudes of the mothers. 
However, normal daughters tended to see their mothers’ attitudes as con- 
siderably more adjustive than those actually expressed as attested by the 
average difference of 1.05 points (standard deviation =.59 points). Thus 
the normals provide much more substantial evidence of systematic delusional 
trends than do the schizophrenics as far as the perception of their mothers" 
authoritarian. control" attitudes is concerned. 


Discussion 
The finding that normal daughter perceptions have a more clear-cut tend- 
‘ney to differ systematically from her mother’s expressed attitudes than do 
schizophrenic daughter perceptions, and that this tendency is in the direc- 
ton of perceiving the mother’s attitudes as being less authoritarian than 
they actually are, raises the possibility that such a distortion may serve as an 
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adjustive device which tends to be present in a normal individual and absent 
in a schizophrenic. This systematic perceptual distortion (which can be re- 
ferred to as a benign delusion because its presence does not seem to provide a 
disruptive influence upon the social adjustment of the person) can be specu- 
latively presented as an etiological agent in normal female development in 
the following fashion. 

In the development from dependent child status to more independent 
adult status, the girl must deal in some fashion with what has been the au- 
thoritarian-control behaviors of the parents. What was at first necessary 
control by the parents for purposes of survival and social learning in the 
younger child may be perceived as obtrusive domination and lead to rebel- 
liousness in the older child. This transition would ideally be mediated by 
actual lessening of controls from the parents and increasing self-determina- 
tion on the part of the child with no emotional sequelae involved, but such 
an instance is more likely to be found in textbooks for undergraduate courses 
in mental hygiene than in actual family situations. More often, the shift is 
accompanied by emotional tension on the part of both parents and child. 
The perceived overcontrol is likely to engender hostility in the child, but 
since negative behavior directed toward the parent often leads to social 
criticism, especially in middle-class Americana, one likely way for the older 
girl to deal with negative affect stemming from the perceived domination 
would be to deny its existence. In a manner of speaking, if there is nothing 
to rebel against, then there is no basis for being anxious about incurring 
punishment from the parent or the social group by performing (or thinking 
about) a disapproved act. 

If there is some basis in fact for the notion that normals develop a benign 
delusion regarding parental authoritarian-control attitudes as a way of ad- 
Justing to the often difficult transition from dependent to independent 
status, the question can be raised as to what schizophrenics develop in lieu 
of this mechanism of denial. Two hypotheses (based on the assumption that 
schizophrenic behavior pathology is partially a function of an inadequate 
system of defensive mechanisms) would be that schizophrenics either 1) 
fail to employ any effective defenses to deal with negative affect directed 
toward the controlling parent and hence are exposed to the combined emo- 
tional effects of hostility and fear of retaliation, or 2) they develop defenses 
such as projection or displacement which may have serious pathogenic con- 
sequences. It may be more than coincidence that two commonly reported 
classes of delusions in schizophrenia have to do with feelings of persecution 
eta which would be the expected outcomes when unac- 
sion of US uisa ER te an external agent (delu- 

an unacceptable perception of a parent as a controlling 
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ritarian is displaced to an external agent (delusion of control). To 
speculate further as to why the schizophrenic would be less likely to develop 
E... delusion that “mother is not so controlling after all” might better 
await the accumulation of more definitive evidence regarding the character- 
istics of this type of schizophrenic and normal perception. 

— Certainly the question of where in the developmental sequence the differ- 
‘ential perceptual patterns appear is of paramount importance, since it is 
not clear whether or not the retrospective decisions about their mothers’ 
attitudes provided by the schizophrenics coincide with those perceptions 
held when the patients were younger. If the perceptual pattern did exist in 
" childhood, the failure to form the benign delusion would be more clearly of 
etiological importance in the development of the disorder. If the perceptual 
"pattern did not exist in childhood, this dissimilarity to the normal would ap- 
"pear to be a function of the disorder. Until some critical evidence is avail- 
able, the most parsimonious assumption would be a consistency in percep- 
‘tion from childhood into adulthood. 

The findings of this study raise some interesting questions concerning the 
psychotherapeutic treatment of the schizophrenic. Since it is generally as- 
‘sumed that being unrealistic is a characteristic of schizophrenia, the thera- 
- pist may assume that one goal of treatment would be to bring the schizo- 

phrenic’s thinking and perception more into line with reality as defined by 
relatives, the therapist, or general social consensus. Since it is suggested 
than the healthier daughters were more delusional than schizophrenics with 
Iespect to perceived “‘authoritarian-control” attitudes of their mothers, it 
Would seem that the therapist might be called upon to reinforce unreality in 
à patient rather than reality. If this should strike one as being somewhat 
unprofessional since it might involve such therapist behaviors as making 
interpretations which were deliberate untru ths, it is suggested that the thera- 
Pist's primary responsibility is to help the patient and that untruthfulness 
"under such conditions would not represent a breach of professional ethics. 
it seems apropos to point out in this context that dream analysis, especially 
When “latent meaning” is inferred, may be intentionally used by a therapist 
to make a point regarding the dreamer without regard to any intrinsic truth 
or falsity of the symbolic interpretation. For example, if a male therapist has 
Inferential evidence that transference feelings have developed in a female 
dient and should be discussed, a dream reported by the client can be “inter- 
‘Preted” in terms of her personal interest in him, whether the dream content 
- Suggests this or not, since a useful therapeutic service may be rendered. In 
"ither the case of the deliberate support of a delusion or the dream inter- 
 Bretation, it should be appended that the therapist ought to have some 
"ierapeutic plan in mind prior to intentionally disavowing the necessity for 


418 PERCEPTUAL DISTORTION AND SCHIZOPHRENIA 


being realistic or truthful. Without this safeguard the way would be open 
for considerable distortion on the part of the therapist based on his own 
countertransference feelings. 


SUMMARY 


The present study compared the actual responses of the mothers of schizo- 
phrenics and the mothers of normals on a child-rearing attitude question- 
naire to the responses which their daughters predicted they would give. It 
was found that schizophrenic females were just as accurate in an absolute 
sense in their perceptions of maternal attitudes as were normal females. 
However, within a cluster of scales defined as reflecting “authoritarian-con- 
trol” tendencies, normals and schizophrenics differed in the direction of 
their perceptions, taking the mothers’ expressed attitudes as a baseline. 
Schizophrenics tended to inject slightly more pathology into their mothers’ 
attitudes than would be indicated, but the normals perceived their mothers 
as having markedly more adjustive attitudes than was the case. 

The results were discussed in terms of a benign delusion in normals that 
“mother is not so controlling after all." It was hypothesized that this system- 
atic distortion would allow them to make the transition from dependent- 
child to independent-adult status without the serious emotional upset at- 
tendant to rebelling in thought or action against perceived overcontrol. Thus 
if through denial the mother is not perceived as authoritarian or con trolling, 
the normal daughter has no basis for feeling hostile or fearing retaliation. It 
was suggested that schizophrenics either develop no defense against these 
feelings and are left with both the hostility and the fear of retaliation or 
develop such defense mechanisms as displacement or projection which have 


more serious effects upon social adjustment. Implications for psychotherapy 
with schizophrenics were considered. 
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HIGH SCHOOL COUNSELING: A REVISED STATEMENT 
OF ITS BASIC PRINCIPLES 


ARTHUR L. BEELEY, Px.D., LL.D. 
Dean Emeritus, Graduate School of Social Work, University of Utah 


AHIS revised statement of the basic philosophy of high school counsel- 
| ing, briefly summarized below, was the natural culmination of a pilot 
lect in orthopsychiatry, conducted in the Ogden, Utah, public schools 
ing 1958-59. Following his perusal of Orthopsychiatry and the School (1), 
Iperintendent T. O. Smith invited the writer to conduct a series of 12 fort- 

tly case conferences, in collaboration with the Department of Pupil 
sonnel. Each counselor was asked (and helped) to “work up” an active 
for group discussion, analysis and recommendation, using a modified 
m of the Judge Baker Foundation case study outline (series 1), published 
Drs. Healy and Bronner in 1922-23. 

le case conferences usually comprised some 20 to 25 persons, including, 
ion, a representative of a private or a public social agency, such as 
Juvenile court. Typical case discussions raised questions about the pau- 
medical data; the infrequency of psychiatric consultation; the need 
rther psychometric testing; the lack of a routine social case study by a 
welfare or a school caseworker; the pressing need for coordination of 
nity resources, etc. Observations were frequently made on the many 
| problems for which further information, and even formal research was 
ted, such as the urgent need for a comprehensive, clinical study of 
p-outs. Many of the case discussions also raised questions as to the scope 
adequacy of the mental health, character education, and citizenship 
ning programs then in operation. 
en viewed in retrospect, the flexible and unstructured nature of the case 
ences was an important factor in the modest success of the project. 
ver, the paramount need for the school counselor to better familiarize 
f with the literature of counseling in general, and the potential contri- 
n of orthopsychiatry, in particular, was unmistakably apparent 
ghout the project. At the final session, the author presented the follow- 
Sa summary, and a restatement of the behavioral principles expressed 
plied in the theory and practice of high school counseling: 
Clarifying our aims. The chief business of the secondary school is the 
on and training of all adolescents for personal development, and for 
Tesponsibility in a democratic society. This is the “categorical impera- 
"b. 80 to speak, stemming from our belief in human equality, and our 

E itment to compulsory school attendance. Since the majority of ado- 
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lescents do not continue their formal education beyond the secondary school, 
educators must continually reshape the programs of the high schools to serve 
the needs of youth in six major areas: general education, vocational prepa- 
ration, family living, mental health, character education, and citizenship 
training. Such an undertaking should be a cooperative endeavor, calling for 
teamwork with the home, the church, the helping professions—medicine, 
social work, the ministry, etc.—and other resources of the larger community. 

2. The new knowledge of adolescence. The new knowledge concerning ado- 
lescence comprises a sizable body of principles unknown to, or unused by, 
many teachers, counselors, and others for the guidance of the modern teen- 
ager. It comprises the relevant findings of physiology, psychiatry, anthro- 
pology, and social psychology. 'The orthodox psychology of adolescence, as 
taught a generation ago, needs drastic revision; we are now in quest of the 
greatest, rather than the least common denominators of human behavior. 
For example, it was the German gestalt-psychologist, Lewin, who, building 
on the theories of Cooley, an American sociologist, demonstrated that hu- 
man behavior operates within a “field” of interacting persons; and that the 
group itself is “dynamic” in shaping human conduct (2). The present ap- 
proach to human behavior, therefore, concentrates on the whole situation: 
the total personality, plus environment, and relationships. Another example 
is the sagacious study of the changing American character, by Riesman and 
others (3), which has identified and described the “other directed” person. 
By definition, of course, this person is "sensitized to the expectations and 
preferences of others" (e.g., his peers). The adolescent is unusually prone to 
peer-group influence; hence his values and loyalties become horizontal rather 
than vertical, so to speak. Moreover, peer-directed teen-agers are often per- 
sonally and socially disorganized, and thus prone to gravitate into a state o 
anomie, i.e., normlessness, well exemplified by the predatory gangs of our 
large cities. 

3. I ndividualized counseling. The adage “All men are created equal" is 4 
political maxim expressing our belief in social justice; it is not, of course, an 
axiom of scientific behavior. The truth is that all human beings, in varying 
degrees, are both alike and unlike each other. This seeming paradox of hu- 
man similarities paralleling human differences is—or should be—central in 
the theory and practice of education. The classic method of teaching is grouP 
instruction, based upon the assumption of similarities. But since the rise and 
Boris: y = E Sciences, and their clinical application ue 
So eh dead = erences has become so compelling as to eai E 
knowledge is imeem ie scm ire EL rel corollary oe il ‘al 
for nodtüng Icex th € inescapable: in the schools of tomorrow, it wi 1 

8 fess than an equal emphasis upon the individualized services. 4? 
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other words, the two methods of teaching—group instruction and individual 
guidance—should be regarded as complementary methods of education! 

4. The child guidance clinic. The child guidance clinic, first created by Dr. 
William Healy, in 1909, as the Juvenile Psychopathic Institute (an adjunct 
to the first juvenile court in Chicago), has spread rapidly in this country and 
abroad. Its most distinctive feature is the “team” approach, in which the 
three clinicians—psychiatrist, psychologist, and social caseworker—pool all 
relevant knowledge and skills for diagnostic and treatment purposes. It is, 
indeed, an orthopsychiatric device, of the first magnitude, for the study and 
treatment of personality and character deviations in early life. 

5. The function and scope of pupil personnel services. For some time to 
come, departments of pupil personnel will need to identify, and to prescribe 
for, the total personality needs of several types of adolescent: the gifted pupil, 
the slow learner, the emotionally disturbed, the physically handicapped, the 
predelinquent, etc. In addition, such departments should maintain, at a high 
level, the group testing programs, and expand the counseling services— 
individual, and group. Moreover, they will use, as need arises, the clinical 
services of the physician, the psychiatrist, the psychologist, the social case- 
worker, the speech therapist, the school nurse, and others. The widening 
scope of such a program calls not only for an administrative integration with- 
in the school system itself, but also for the coordination of school and com- 
munity services. The keystone to the arch, however, is the spirit of self 
criticism and inquiry, leading to research on the manifold problems of the 


young people who grope, more or less blindly, for adult status and social 
maturity, 
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ACTING OUT THROUGH THE CHILD 


JAMES A. KNIGHT, M.D. 


Aisistant Professor of Psychiatry, Baylor University College af Medicine, and Houston 
State Prychiatric Institute for Training and Research, Houston, Texas 


PARENT'S acting out of forbidden, antisocial impulses through the 

child is a clinical concept not always easily understood or readily ac 
cepted. The neophyte psychotherapist, during his training, requires cases 
which illustrate in almost exaggerated fashion the application of such a com 
cept. Once the concept is accepted, it becomes a useful approach in the ham- 
dling of delinquency problems. 

S. Szurek in 1942 discussed this thesis brilliantly in a paper which con- 
tained considerable clinical evidence to support his thesis (1). He saw the 
core of the problem as a defect in personality formation—specifically, a de- 
fect in conscience. Rarely is there a generalized weakness of the superego in 
such cases, but a lack of superego in particular circumscribed areas of behav- 
ior, which are termed superego lacunae by Adelaide M. Johnson (2, p. 225). 
i The parents may find vicarious gratification of their own poorly integrated 
impulses in the amoral and antisocial behavior of the child and unconsciously 
encourage this behavior. Such neurotic needs of a parent exist because of 
some current inability to satisfy them in the experiences of the world of 
adults or because of psychic crippling experiences in the parent’s own child- 
hood. Usually there is a combination of the two factors. 

Adelaide M. Johnson studied this problem at the Institute for Juvenile 
Research in Chicago and enlarged somewhat on the findings of Szurek (2). 
She showed that not only was the forbidden impulse acted out vicariously by 
the unfortunate child, but this acting out, foreign to the conscious wishes o 
the parent, served often as a channel for hostile, destructive impulses that 
the significant parent felt toward the child. 

The following case is presented because it illustrates so transparently the 
father’s role in the delinquency of his ten-year-old son. 

Johnny was slightly small for his age. His upper teeth protruded and he was plain in 
Pt aaa He walked with a swagger, and his voice was loud and emphatic. He was 
friendly, intelligent, cooperative, and related with warmth. The therapist had no difi- 
culty in empathizing with him, 

For one year he had been involved in a variety of delinquent acts—primarily theft 


= pend i - Some of his activity showed considerable ingenuity. Once he left home and 


several miles to a river. There he broke into a boathouse and found the food 


and uccide cc for a few days and nights. He managed to start and operate the 
us Hh x" t and took frequent trips on the river. When he became tired, he returned home- 
elinquent behavior began when he joined a gang made up of four boys a year oF 


two older than he and led by a 14-year-old girl. 
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Johany’s parents were former show people who traveled with a circus. After his ES 


birth, the parents decided to leave show business and locate in a city so that Johnny and — ^ 
his sister, two years older, could grow up in a more natural setting. The father obtained 1 


employment as a maintenance worker in an industrial plant and held this job through uc 

the years. The only connection the family maintained with show business was through i 

guests from the entertainment world whom they often had in their home. b 
Therapy was planned to include every member of the family. The father was the 

most resistant to any kind of involvement in therapy. He would deal with the problems 

at hand for only a few minutes and then would discuss his experiences in the circus with ü 

which he had traveled for several years, He headed a group which had a show entitled 

"Crime Does Not Pay.” Associated with him were John Dillinger, Sr., the girl friend of 

Baby Face Nelson, and a few other friends or relatives of prominent criminals, This 

group displayed the weapons of these criminals and recounted biographical material 2 


and anecdotes from their lives. The public was shown how these enemies of society were 
destroyed because they defied the law. 

The father did not cooperate in his own treatment and also interfered with his son's 
treatment. At times Johnny was the recipient of marked hostility from the father, such 


as being chained by the leg in his room or not being allowed to dine with the family. The Sf, 

father’s actions and attitude were characterized by inconsistency. Often he accused the ry 

police and others of making unjust accusations against Johnny. oc xu 
LI 


When the boy's acting-out behavior continued, the therapist suggested a more con- — 5 
trolled environment, and the parents agreed to this decision. Johnny was placed ina — — —— 
Boys’ Home in the community where he lived. A therapeutic plan was worked out, Dita wx. 
again the father did not cooperate, Johnny ran away from the Home numerous times, SOAR 
and the father was sure he was mistreated and abused there; otherwise he would not ET. 
have had a need to run away. ~ 

It was obvious that Johnny could not be handled in the community where his family E 
lived. The only alternative was a state correctional school 250 miles away. ‘The parente oo 
agreed to have him sent there, and the juvenile court judge insisted that this be done. = 
No sooner were the arrangements complete than bitter complaints began to come from 
the father. He felt that his son was being driven toward a criminal career. He showed 
the therapist a picture of John Dillinger, Sr., and John Dillinger, Jr., standing side by 
side in an open field, and said, “This snapshot was taken just before John Jr. was Mes 
to a reform school for something he did not even do. Shortly after he was ; his 
criminal career began.” He discussed Dillinger’s criminal record, and before leaving, 
showed the therapist a picture of himself and John Dillinger, Sr., flanking a large poster 
of Baby Face Nelson, which was captioned “Crime Does Not Pay.” 

This father’s interest in criminal activity was a consuming one. His con- 

Scious life was a reaction formation, for a criminal lurked in his unconscious 

- Rind. He lived the life of a respectable citizen, but acted out his hidden, 

criminal impulses through his son. 
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BOOK REVIEWS 


SCHIZOPHRENIA: A Review OF THE 
Synprome. Edited by Leopold Bel- 
lak, M.D., with the collaboration of 
Paul K. Benedict, M.D. New York: 
Logos Press, 1958. pp. 1010, $14.75. 


This comprehensive and attractively 
published volume should occupy a read- 
ily accessible position in the library of 
every serious student of schizophrenia. 
It is the fruition of an ambitious effort 
to review the literature of the decade 
that has passed since the appearance of 
Dr. Bellak’s earlier monograph on de- 
mentia praecox. The magnitude of the 
task is evident from the size of the bibli- 
ography which contains in excess of 
4000 references, despite the fact that it 
is confined largely to papers written 
in English, an understandable though 
nonetheless regrettable restriction. 

The great usefulness of this book lies 
in its comprehensive citation of the re- 
cent literature in schizophrenia. The 
reader who wishes to familiarize himself 
with what has been done can find a suc- 
cinct paraphrase of the relevant publi- 
cations together with references to the 
appropriate original sources, Indeed, this 
is what the editor set out to provide, for 
he states (Foreword, p. xvi): “Our re- 
view of the literature is not intended to 
be particularly critical in nature.” 

Such a decision is certainly an edi- 
tor's prerogative; it may be argued that 
it has the merit of, to some extent, mini- 
mizing the impress of a particular bias. 
Are we justified in asking more than the 
careful exposition of studies in the litera- 
ture? I think we are, though we should 
remain grateful for what has been pro- 
vided. Few readers are likely to have 
sufficient familiarity with the methodo- 


logic problems in each of the disciplines 
brought to bear in the study of schizo- 
phrenia to be equally competent to eval- 
uate work in all the areas. Granted this 
inescapable limitation to individual com- 
petence, the reader may properly seek 
from those more expert than he an exact- 
ing critical analysis of work cited. He 
should in any event, it is true, turn to 
the original publication before accepting 
or rejecting its findings. But, with a 
thoughtful critique available to him, his 
reading of the paper is likely to be far 
more perspicacious. In its absence, he 
may well be confused by the welter of 
conflicting conclusions derived from 
what appear to be responsible investiga- 
tions, the resolution of the apparent 
paradox lying in the methodologic limi- 
tations likely to be known only to those 
who have grappled with the particular 
technical problems involved. The un- 
sophisticated reader (and this will de- 
scribe each of us in relation to at least 4 
few of the areas covered) will search in 
vain through most chapters of this vol- 
ume for a vade mecum, a guide through 
the labyrinth of the massive literature 
on schizophrenia. That this can be pro- 
vided—without being unfair to propo- 
nents of unfashionable viewpoints—s 
evident from Seymour S. Kety's recent 
incisive review: "Biochemical Theories 
of Schizophrenia" (Science, 129: 1528, 
1590, 1959). 

This stricture on Dr. Bellak's volume 
fails to do justice to those chapters that 
are written from a more critical stand- 
point. Lemkau and Crocetti, for €- 
ample, have provided a remarkable dis- 
tillation of epidemiologic knowledge in @ 
chapter of refreshing brevity. In 4 
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lengthier but no less readily assimilable 
section, Rabin and King have analyzed, 
in clear and straightforward fashion, the 
uses and limitations of recent psycho- 
logic studies. The chapter on childhood 
schizophrenia by Ekstein, Bryant and 
Friedman provides a comprehensive and 
fair summary of the burgeoning litera- 
ture in the field. They make the interest- 
ing suggestion that the therapeutic op- 
timism of the past decade may be a re- 
flection, not so much of greater thera- 
peutic accomplishment, as of a greater 
willingness to explore therapeutic possi- 
bilities as more child psychiatrists and 
more treatment facilities have become 
available. They indicate the very con- 
siderable problems of diagnosis, without 
attempting a unifying formulation, a 
task perhaps still beyond present capa- 
bilities. Other chapters might be cited, 
but perhaps the point has been estab- 
lished that each of the co-workers in this 
enterprise has adopted his own view- 
point as to how he may best meet his 
critical obligations. 

No single reviewer can do justice to 
an undertaking of this breadth. Nor is 
the space available to comment at 
length on the manifold issues at stake. 
But perhaps a few observations may be 
In order. 

Dr. Bellak, in the initial chapter, 
further elaborates his “unified theory of 
Schizophrenia," a heroic if somewhat 
premature undertaking. As the title in- 
dicates, he takes his stand squarely on 
the thesis that in schizophrenia we deal 
with a syndrome and not a disease. This 
is no idle theoretical disputation. It im- 
Plies that a search for a single “cause” or 
à single “cure” is inevitably doomed to 
failure, It suggests that the contradic- 
tory welter of findings may stem, not so 
much from false leads, as from our own 
inability to separate clinical entities with 


differing psychophysiologic mechanisms. 
Typically, in the past, Investigator A 
has searched for the presence of a bio- 
chemical substance X or a psychological 
trait Y in a group of “schizophrenic” pa- 
tients as though schizophrenia were a 
homogeneous entity. If he reports X or 
Y in excess or deficiency, Investigator B 
promptly looks for the same character- 
istics in his "schizophrenic" patients 
and then lets it be known, sadly or tri- 
umphantly, that he has found no devia- 
tion from control values or even a devi- 
ation in precisely the opposite direction. 
Was the original finding an accident of 
an invalid method, a variable introduced 
by hospital diet, a consequence of the 
social characteristics of a skewed sample 
—or may it be that A dealt with a group 
comprised largely of schizophrenia type 
Iand B dealt with type II? This last is- 
sue is being raised with ever increasing 
frequency in the current literature. A 
number of investigators are seeking to 
characterize patients more sharply on 
clinical grounds (A. M. Freedman and 
W. Goldfarb), on psychological test 
analyses (S. Beck and H. Molish), on 
physiologic measures (J. Zubin), on bio- 
chemical traits (S. S. Kety) and so on. 
The statistical procedure of averaging 
large groups, since they are heteroge- 
neous, may obliterate the very clues we 
seek. 

One is still left with the task of fac- 
toring out what these patients possess in 
common to warrant the diagnosis of 
schizophrenia. Dr. Bellak suggests that 
this lies in disturbances of the ego but 
fails to provide a statement sufficiently 
precise to distinguish schizophrenic pa- 
thology from that evident in other men- 
tal disorders. The attempt, however, is 
a thoughtful and provocative one; at this 
stage of our knowledge we have no right 
to ask for more. 
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It is of some interest to find that scat- 
tered through several chapters are refer- 
ences to the work on maternal depriva- 
tion as pertinent to the problem of 
schizophrenia. Relevant it may be, if 
one is looking for evidence of the signal 
import of the mother-child relationship 
for the psychological development of the 
child. But, curiously, it is frequently 
cited as though.it gave proof for the psy- 
chogenesis of schizophrenia. To my 
knowledge, none of the studies have indi- 
cated that maternal deprivation as such 
results in schizophrenia; to the extent 
that psychopathology follows in its 
wake, it is likely to take the form of psy- 
chopathic states. It is certainly a long 
step from this finding to argue then that 
schizophrenia is produced by distortions 
in the mother-child relationship. It may 
or may not be; evidence for this conten- 
tion still remains to be sought on its own 
merits. 

Tf one looks to this volume for the 
answer to schizophrenia, he will not find 
it; but if he looks for questions, and the 
problem for our age is to find the right 
questions to ask, he will find them in 
abundance. Leon Eisenberg 


COMMUNICATION, ORGANIZATION, - AND 
Science. Jerome Rothstein. Indian 
Hills, Col.: Falcon’s Wing Press, 
1958. pp. 110. $3.50. 


In this small book, which contains 13 
succinct chapters, Jerome Rothstein de- 
velops his views concerning measure- 
ment and communication and the re- 
lated concepts of entropy and organiza- 
tion. The language used is primarily that 
of the mathematician, physicist and en- 
gineer; but unlike the foreword by C. A. 
Muses, which is nearly as long as the 
book proper, there is a minimum of 
mathematical formulae and the thoughts 
of the author are expressed with great 
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clarity and simplicity. This matter of ex- 
pression is an important one for those 
who, like the reviewer, are not mathe- 
maticians or theoretical physicists, yet 
would like to be aware of the significance 
in the development of information and 
communication theory, particularly as 
these ideas may be provocative to clin- 
ical communication and thinking. 

The author develops the notion that 
negative entropy is a measure of infor- 
mation, or that entropy is a measure of 
ignorance, disorder, randomness or cha- 
os. He shows the identity of the logical 
structure of communication and meas- 
urement. He develops as an analogy to 
the second law of thermodynamics, the 
equivalent informational statement that 
no information can be extracted from 
pure noise. The author discusses the re- 
lationship between information, logic 
and physics; and the distinction between 
science and other logical disciplines—the 
distinction being that no theory, no 
matter how logical, can be accepted un- 
less its predictions square with experi- 
ence. 

There is a short chapter on the oper- 
ational viewpoint of Bridgeman as it re- 
lates to language, science and art. In his 
chapter on information, organization 
and systems, the author shows that or- 
ganization is essentially a negative en- 
tropy just as information is. From this, 
he develops the role of theory as the or- 
ganization of observations and a system 
for prediction. The simplest theory cor- 
responds to the highest degree of or- 
ganization of observation. The author 
develops the idea that the development 
of skill or technique is a form of organi- 
zation. He also generalizes on his infor- 
mational-organizational concept as 1t !$ 
applicable to the laws, codes, customs; 
taboos and standards of society. — . 

The author relates his concepts of in- 
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formation and organization to the theory 
of games by showing that adherence to 
aset of values organizes one’s behavior, 
and that the theory of games formulates 
the method of organizing an ensemble so 
as to maximize the value of some func- 
tion. There is a chapter on the behavior 
of organized mechanisms, which goes in- 
to the rationale of whether a machine 
can be built that can think or reproduce 
itself, and discusses the logical limita- 
tions of such robots. There is a most pro- 
vocative chapter on the possibility of 
constructing a universal language, not 
like Esperanto but a unified symbolism 
adequate for the needs of all the sciences 
as well as for ordinary communication; a 
language in which unsound reasoning 
cannot be phrased without violating its 
rules. The book ends with a chapter on 
the applicability of the concepts to the 
problems of the world today. 

The author develops his concepts 
from a background of work in mathe- 
matics, physics and engineering. He ac- 
knowledges special stimulation of his 
thinking by Norbert Wiener and Claude 
Shannon. He believes that a scientist 
should be an out-and-out opportunist 
Philosophically, using whatever tools or 
viewpoints he finds helpful. He utilizes 
the operational approach while acknowl- 
edging the place for idealizations and 
abstractions. However, he believes that 
Science must be based on measurement 
and that it must be communicable. It is 
for this reason that he bases his ideas on 
Measurement and communication, en- 
tropy and organization. It is a provoca- 
tive and stimulating effort at synthesiz- 
ing some of the current scientific theories 
and concepts. James M. Cunningham 


PERSONALITY PATTERNS oF PsYCHIA- 
TRISTS: A Srupy or METHODS OF 
SeLectinc Resipents. Robert R. 


Holt, Ph.D., and Lester Luborsky, 
Ph.D., in collaboration with William 
R. Morrow, Ph.D., David Rapaport, 
Ph.D., and Sibylle K. Escalona, 
Ph.D. New York: Basic Books, 1958. 
Vol I, 386 pp., $7.50; Vol. IT, 400 pp., 
$4. 


This is a detailed report of a heroic 
effort of psychologists, aided by re- 
search-sympathetic psychiatrists, to 
study and improve methods of selecting 
physicians for psychiatic training. Four 
hundred and sixty-six physicians who 
began psychiatric training at the Men- 
ninger School of Psychiatry during a six- 
year period were the subjects of the in- 
vestigation. This is the only large-scale 
attempt to appraise the selection of psy- 
chiatric residents, and though the find- 
ings are less dramatic than the major 
title implies, there is material of value 
here for psychologists engaged in selec- 
tion research in general, as well as for 
psychologists and psychiatrists involved 
in the practical task of selection. The 
authors have considerable experience to 
share and they have not hesitated to 
make many recommendations. Some of 
these emerge from objective findings; 
others from impressions backed up bya 
wealth of experience. The account is pre- 
sented in two volumes. Vol. Il is meant 
to be read in conjunction with Vol. I 
rather than in sequence. Most readers 
who are not interested in the more tech- 
nical and detailed aspects of the research 
findings will find the first volume suffi- 
cient. 

The personality of the psychiatrist is 
discussed both on the basis of personality ` 
traits deemed desirable by experts in the 
field of psychiatric training, and of em- 
pirical differences between competent 
and incompetent residents obtained in 
the study. Some of the most general 
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findings include agreement from both 
sources as to the desirability of such non- 
specific traits as good intelligence, clarity 
of thought, empathy, capacity for good 
relationships with co-workers, and readi- 
ness or capacity for growth and change. 
There were also some interesting dis- 
agreements between expert opinion and 
empirical findings. Although the experts 
emphasize breadth or richness of person- 
ality, empirical findings do not substan- 
tiate this highly desirable quality as 
necessary for competence in psychiatry. 
Similarly, creativeness and originality as 
well as a good sense of humor are not 
found to correlate with competence in 
psychiatry. Again, despite expert opin- 
ion from Freud on down, Need to Help is 
one of the best correlating variables and 
Psychological Curiosity one of the 
worst. If anything there is a somewhat 
negative correlation of Curiosity with 
Competence, a most surprising finding 
and one that the investigators seem 
somewhat loath to accept. Certain 
pathological contraindicators, in the 
view of the experts, do not distinguish 
competent from incompetent residents 
in the study. These include fear of one's 
own aggression, schizoid trends, pro- 
jective and paranoid trends, rigidity, and 
anxiety (too much or too little). (It 
should be noted that residents with more 
extreme versions of these traits were 
screened out initially.) A final and ex- 
tremely important disagreement be- 
tween expert opinion and objective find- 
ings concerns the value of general ap- 
pearance and manner. The study sug- 
gests that the effect of prepossessingness 
oritslack is mainly a source of error in 
prediction. 

Among the many recommendations 
made, stress interviewing is not con- 
sidered to be valuable and a related sug- 
gestion concerns the error of looking too 
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carefully for underlying pathology. The 
authors warn against making too direct 
an extrapolation from the interview to 
resident performance. Many men when 
assessed, who appeared to be too lacking 
in self-confidence, too brassily aggres- 
sive, or too intellectually pretentious 
under the threat of the interview, turned 
out to be very different in dealing with 
patients. On the other hand, many inter- 
viewers appear to be too much influ- 
enced by apparent warmth, self-con- 
fidence and other superficial qualities of 
the applicant. So far as the use of a test 
battery is concerned we are warned that 
“with interviewers and with psycho- 
logical test interpreters alike, one cannot 
know who can select psychiatrists until 
they have been tried out at the job it- 
self.” Specific recommendations are 
made to selectors: The final decision on 
accepting or rejecting a candidate for 
residency training is best entrusted to a 
multidisciplinary (psychologists and 
psychiatrists) committee of several 
members, operating under democratic 
leadership, and concentrating their dis- 
cussions on moot or difficult problems. 
Interviewers and testers should be 
found who have demonstrated a flair for 
selecting residents, which means that 
some sort of research project to deter- 
mine the selectors should be undertaken 
if a sizable job of selection is being done. 
If only a minimal procedure is possible, 
careful evaluation of application cre- 
dentials should be combined with psy- 
chiatric interviewing. If it is financially 
possible, there should be a well-rounded 
test battery administered by a psycho- 
logist plus up to three additional inter- 
viewers. Medical school grades should 
not be given much weight. An applicant 
who is beyond his middle thirties should 
be considered with special caution, aS 
should one with a Wechsler Verbal 1Q of 
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119 or lower. Those with Verbal IQ's 
above 136 seem to have a good chance of 
performing in a superior manner. A 
careful evaluation of an applicant’s past 
performance in psychiatric work, psy- 
chiatric clerkship or the psychiatric part 
of a rotating internship, is one of the 
most useful predictors of success. This 
latter recommendation is of special im- 
portance to those involved in the selec- 
tion of candidates for psychoanalytic 
training. 

The part of the book which was of 
most interest to this writer is a chapter 
entitled “Theoretical Issues in Selection 
Research.” The authors take up the con- 
troversy of actuarial vs. clinical predic- 
tion and amplify Paul Meehl’s excellent 
discussion of this theoretical issue, They 
point out the fallacious dichotomy 
underlying the controversy. “There is no 
such single approach as fhe clinical 
method or zhe actuarial technique.” 
They describe their so-called “sophisti- 
cated clinical" approach in which actu- 
arial and clinical methods are used ex- 
Plicitly to handle varying requirements 
of different aspects of an investigation. 
In the application of the sophisticated 
clinical approach (which is a major goal 
of the study) things did not go as 
smoothly as might be hoped. This ap- 
Proach was the second of two methods 
used in the research. (In both methods 
the main criteria used were supervisors’ 
and peers’ evaluation of Over-all Com- 
Petence. Though many variables were 
rated, including Over-all Competence, 
Competence in Psychotherapy, Diag- 
nosis, Management, Administration, and 

king, factor analysis revealed only one 
factor—general judgment of compe- 
tence—of any significance in both groups 
of evaluations.) 
3 The first and earlier method, called 
tule of thumb,” relied upon the intui- 
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tive abilities of experienced clinicians 
using their favorite instruments, a 
battery of tests by the psychologists and 
the interview by the psychiatrists. This 
approach, patterned after the diagnostic 
evaluation of patients, showed that both 
interviewers and testers, on the average, 
were able to predict significantly but not 
highly practically to the criteria. The re- 
sults were similar to results usually ob- 
tained in vocational selection studies, 
but not any better. The second design, 
called the method of guided clinical 
judgment, was much more complex. It 
included the construction of manuals 
which were to allow for objective predic- 
tions from the various tools used, such as 
the Rorschach and the Thematic Apper- 
ception Test. The “objectified” predic- 
tions stemming from the signs listed in 
the manuals were then compared with 
"free predictive" ratings. Predictions 
were also made based on varying types 
of data in the hope of finding the best 
battery of procedures. In general, De- 
sign II, despite the immense amount of 
work it entailed, brought forth little that 
surpassed the “rule of thumb” method. 
In the authors’ words: “The closer we 
clung to the clinical method and cate- 
gories that demanded clinical skill, the 
more difficulty we had with scorer agree- 
ment... and the further over toward 
‘objective’ itemization we swung, the 
less valid the result.” 

Though one must admire their effort 
in applying clinical understanding to the 
predictive task, the authors do not offer 
convincing evidence that clinical 
methods as such have much to add in 
improving the accuracy of this sort of 
prediction. Nor is it clear from the evi- 
dence presented that objectifying the 
procedure increases predictive efficiency 
in general over what is possible by direct 
application of “common sense and clini- 
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cal experience,” the first method used. 
There is evidence, somewhat suspect be- 
cause of possible contamination of the 
data, that some judges using the 
“elaborate” method succeed in doing an 
impressively accurate job of predicting. 

The authors, because of their back- 
ground and inclination, are strongly 
committed to the clinical side of the 
clinical vs. actuarial controversy. In fact, 
it seems that considerable motivation for 
the study stems from the need to prove 
the power of clinical methods for this 
sort of task. Those who are familiar with 
the Kelley-Fiske study of clinical psy- 
chologists know how poorly the clinical 
predictors made out in that investiga- 
tion. Despite the openly expressed bias, 
the authors of this study did an admira- 
ble job of maintaining a high degree of 
objectivity in the face of evidence not 
always favorable to “their side.” They 
were able to appreciate the work of non- 
clinicians, the experts in selection re- 
search, and recognized how much effort 
they might have been spared were it not 
for their resistance to starting out with 
conventional information in this area, 
However, they maintain strong reserva- 
tions about actuarial methods even if 
they should prove to be superior in 
effectiveness. The reason is mainly that 
actuarial methods are likely to be more 
rigid and not as subject to change as are 
clinical methods. This is a very question- 
able assertion and is quite paradoxical 
since they strongly emphasize the need 
to determine empirically which psychol- 
ogists and psychiatrists have the “flair” 
for predicting. This can really only be 
done by actuarial methods. It appears 
that the ambivalence on the part of the 
investigators toward actuarial methods 
may have influenced the half-hearted 
use of the Strong Interest Test which 
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was included in the battery of tests used 
because, unlike some of the other tests 
used such as the Rorschach, it has dem- 
onstrated a “flair” for making the kind 
of prediction attempted in this study, 
A good deal of work in this area 
remains to be done; this study is only a 
start, a fairly good one. It seems un- 
likely, however, that another study of 
this scope will be forthcoming in the 
near future, if at all. The problems of 
selection and training for psychiatry 
today are quite different than they were 
in 1946. At that time, certainly in the 
Menninger setup, the problem was to se- 
lect out the best of many potentially 
good candidates. Six hundred physicians 
applied for the one hundred residency 
positions available at that time. The 
problem has become one of getting 
enough applicants who are close to being 
acceptable. Because of this, as the au- 
thors recognize, the emphasis may have 
to shift to research in training and edu- 
cation rather than selection at the 
residency level. Hyman Siloer 


Psycuosoctat ProsLems or CoLLEGE 
Men. Edited by Bryant M. Wedge, 
M.D. New Haven: Yale University 
Press, 1958. pp. 291. $6.50. 


This book is a collection of thought- 
ful essays by the staff of the Division of 
Student Mental Hygiene, Department 
of University Health, Yale University, 
on young men of college age whose pet 
sonalities are still maturing. The Roman 
measure of adolescence, which set the 
upper level at 28 years, would place al 
the young men studied in this period of 
development. The important purpose © 
the book is to explore and describe this 
age group for the college educator who, 
bless him, has much heaped upon his 
head in the name of education yet little 


e kind of matter this book sets 
i If the book is designed for the 
e educator, however, its style 
something to be desired. The au- 
im imply apology for this lack when 

admit to having made "only mini- 
[concessions to the reader from other 
iplines.” Since the vast majority of 
educators are in other disciplines, 
al concessions” are of doubtful 
The editor of this volume is a 
therapist and administrator—a 
combination—who writes of in- 


thority. His introductory chapter is 
ff and well thought out. 
re follows a series of clinical 
of college students who have suc- 
led socially and academically and of 
ers who have failed. The use of group 
érapy and other forms of treatment 
E described and evaluated. 
P Several chapters of a more psychia- 
character follow: The borderline pa- 
as a student and the fear of homo- 
uality in students are instructive and 
ant matters for the educator to 
Nhether the emphasis on identity 
entification in the final chapters is 
y technical for the average college 
essor, this reviewer does not know. 
We the impression that some teachers 
d find translation of the material 
their own idiom more palatable. 
Re Despite these reservations, however, 
He reviewer considers this book a 
able and in some ways original ap- 
ch to the perennial problem of get- 
[the younger generation educated. It 
be hoped that the somewhat tech- 
treatment will help to increase the 
cator's familiarity with this impor- 
pect of the college student. 
Herbert I. Harris 
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An Overview or ONE Acency’s Case- 
work Operation. David Fanshel. 
Pittsburgh: Family and Children’s 
Service, 1958. pp. 318. $4. Dis- 
tributed by the Family Service 
Association of America, New York, 
N. Y. 

Mr. Fanshel undertook an indus- 
trious and useful service in this scrutiny 
of the casework operation of a good- 
sized agency: who come to the agency 
for help, what needs they present, how 
workers evaluate their cases, and what 
services are provided. The study is in- 
tensely interesting, perhaps in part be- 
cause of Mr. Fanshel's decision to base 
the study on caseworkers’ judgments 
concerning their own cases, so that one is 
thinking all the time in the frame of 
reference in which casework decisions 
may be made but with the method of 
study itself reinforcing the recurrent 


question of the extent to which expecta- - 


tion influences outcome. 
The changes in concept of family and 
children’s agency function have been so 


considerable in the past quarter century - 


that a conscientious examination of the 
casework program of one such agency 
can be very illuminating. A major issue 
raised by the book is the picture that 
emerges of staff trying to provide service 
despite their own unhopeful views about 
the considerable proportion of the 
agency's clientele who have not much 
impetus to accept casework help or who 
are not seen as likely to benefit much 
from casework. Nor do the caseworkers’ 
modest expectations seem out of line 
with what we know concerning use of 
agency services by a group of people 
many of whom are struggling with 
major social and economic deprivations 
as well as with personality difficulties. 
No real attempt is made to evaluate the 
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services such as direction and referral 
and various concrete services requested 
by many applicants. Studies like Mr. 
Fanshel’s should keep alive social work’s 
push to experiment with new ways of 
meeting the needs of the many socially 
distressed people who cannot relate to 
treatment in a problem-discussing rela- 
tionship. 

Special groups of cases, such as un- 
married mothers and families in which 
alcoholism is a problem, are interestingly 
discussed. The reader is properly re- 
minded of the complexity of the rela- 
tionships in such a study and the inap- 
propriateness of blanket evaluations. 

Nancy Staver 


Tureory or PsvcHoaNaLYric TECH- 
NIQUE. Karl Menninger, M.D. New 
York: Basic Books, 1958. pp. 206. 
$4.75. 


In contrast to the many articles and 
books on the theory of psychoanalysis, a 
book on technique is most infrequent. 
Although technique is a difficult, com- 
plex subject to describe, I believe the 
personal element of courage in the writer 
makes it possible to commit oneself. In- 
cidentally, this is the first book on the 
technique of classical psychoanalysis by 
an American psychoanalyst who re- 
ceived his entire psychoanalytic training 
in the United States. In general the 
course of a psychoanalysis has been 
divided into three phases: introduction, 
middle phase, and termination. This 
book consists of seven chapters: 1) “In- 
troduction and Historical Review,” 2) 
“The Contract,” 3) “The Regression,” 
4) “Transference and Countertransfer- 
ence,” 5) "Resistance," 6) “Interpreta- 
tion and Other Intervention," and 7) 
"The Termination of the Contract." 

Dr. Menninger states specifically that 
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this book was written for students in 
psychoanalytic training and that it is 
about theory—the theory of the therapy, 
The book is clearly and simply written, 
and is eminently readable. The author 
has the faculty of presenting a complex 
subject in an understandable manner. 
Most reviews have stressed the value of 
this book and its significant contribu- 
tion to the science of psychoanalysis. I 
venture to predict that there will be a 
second edition in which Dr. Menninger 
will further elaborate his ideas and in- 
corporate some of the suggestions and 
criticisms presented. 

In the chapter on “The Contract" the 
realities of the agreement between the 
analysand and analyst with their mutual 
responsibilities are clearly and definitely 
set forth. To specify this agreement as 4 
contract and to follow through with its 
implications carries with it legalistic 
overtones. I am sure that Dr. Menninger 
would disavow any such meaning and 
that this was not his intention. He refers 
to the suggestion of Dr. Maxwell Gitel- 
son that this relationship be called a 
compact, a designation which would 
have been preferable. 

Thus in the third chapter, “The Re- 
gression,” the subheading is “The 
Reaction of the Party of the First Part 
to the Psychoanalytic Treatment Situ- 
ation.” It is discussed from the stand- 
points of successive levels of regression 
in the course of treatment, the controlled 
frustration, steps in the regression, UPS 
and downs in the progressive recession, 
regression in the object, regression in the 
verb, regression in the indirect object 
(displacement), regression in the sub- 
ject, and the reversal of the regressi? 
While writing about regression in the 
subject, Dr. Menninger emphasizes the 
precondition of a certain relative or Pa! 
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tial intactness of the patient’s ego and 
the importance of the therapeutic alli- 
ance (p. 75). These factors are most sig- 
nificant for the future development of 
the therapeutic process. It might be that 
if the chapter on regression were to fol- 
low the chapter on transference, etc., it 
would be more in keeping with the 
natural flow of the therapeutic process. 

Dr. Menninger defines transference as 
“the unrealistic roles or identities un- 
consciously ascribed to a therapist by a 
patient in the regression of the psycho- 
analytic treatment and the patient’s 
reactions to this representation derived 
from earlier experience.” Although im- 
pulses, feelings and attitudes which had 
their origin in the past and are now re- 
activated toward the analyst may be 
implicit in the above definition, it seems 
that the concepts offered are on a high 
level of abstraction. 
From my own point of view, the sub- 
Ject of resistance is in need of consider- 
able elaboration. Dr. Menninger here, as 
well as in the other chapters, presents 
Freud’s basic concepts. The more recent 
developments from the standpoint of 
€go analysis and defense mechanisms re- 
ceive little attention. It is difficult to de- 
scribe how there is an unfolding of the 
layers of the character—from the sur- 
face inwards and downwards—the re- 
flection of the neurotic conflicts in the 
current situation, and the derivatives of 
instinctual conflicts. One obtains the im- 
Pression that the content of material re- 
Cives more consideration than the de- 
fensive aspects, Here again Dr. Mennin- 
Ber indicates his awareness of all the 
above features—yet their explicit formu- 
lation would be helpful. 

A framework is offered within which 
pee are underlying principles pertain- 
hg to interpretation and other interven- 


tion. Dr. Menninger rightly stresses the 
utilization of the three factors of resist- 
ance, transference and content inter- 
pretation. In a later edition I am sure 
that he will include broader references to 
the symposium “On the Theory of 
Therapeutic Results of Psychoanalysis” 
held at the International Psychoanalytic 
Congress in Marienbad in 1936 and pub- 
lished in the International Journal of 
Psychoanalysis, 18: 1937, especially the 
utilization of educational factors. 

The end of the analysis is described 
in the last chapter as the termination of 
the contract, the separation of the two 
parties. The main criteria are better rela- 
tions with oneself, with others, to things 
and ideas, and to the psychoanalyst. 

Dr. Menninger’s book is stimulating 
and provocative—in fact the Journal 
Club of the Boston Psychoanalytic 
Society and Institute has selected it as 
one of its main topics for serious dis- 
Foseph F. Michaels 


cussion. 


Bopy Imace AND PrnsowaLmY. Sey- 
mour Fisher and Sidney E. Cleve- 
land. Princeton, N. J.: Van Nostrand, 
1958. pp. 420. $9.25. 


Drs. Fisher and Cleveland get their 
book off to a good start with a survey of 
past and current body-image literature. 
They conclude the first chapter with the 
observation that “... there are only a 
limited number of things that have been 
said about body-image which one can 
point to as examples of scientifically 
verified fact,” and leave the reader feel- 
ing that the number of things scientific- 
ally verified is about to be increased. 

The body-image conception elabor- 
ated by the authors had a humble 
enough inception, proliferating as it did 
out of the analyses of data obtained from 
25 arthritic patients in a VA hospital. 
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Their arthritics exhibited certain attri- 
butes, among them rigidity, excessive 
concern over their bodies, inhibited ex- 
pression of anger, etc., but most striking 
were their unusual Rorschach responses. 
These responses **. . . involved a special 
emphasis on the containing, protective, 
and boundary-defining qualities of the 
periphery of percepts.” 

With the clues provided by the arth- 
ritics the authors developed criteria for a 
Barrier Score (B score) and a Penetra- 
tion of Boundary Score based on Ror- 
schach responses. Data indicating satis- 
factory scorer agreement are presented 
but there is no information as to the re- 
liability of the scores. It is mentioned 
that three samples of students each gave 
median B scores of four. However, later 
in the book each of three other student 
samples are reported as having median 
B scores of two and a normal control 
group a median of three. Such fluctuat- 
ing medians could betoken unreliability 
of the measures. With response totals 
controlled, the B score was found to be 
significantly related to two out of the 
five Rorschach factors studied; namely, 
frequency of whole responses and F+ per 
cent. This raises the question as to the 
independence of the B score from other 
Rorschach scores; i.e., other Rorschach 
scores might also correlate with the 
covariates of the B score. 

With this groundwork, investigations 
of correspondence between B scores and 
other variables were undertaken. (The 
Penetration of Boundary Score was soon 
dropped as not differentiating.) The 
main body of the book contains descrip- 
tions and interpretations of studies 
which, but for a few exceptions, are all 
correlational in nature. Chi Square and 
rank order correlation coefficients (rho) 
are the only statistics used but for the 
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few exceptions. Three sets of studies are 
first described which suggest 1) that 
people with “external” psychosomatic 
symptoms obtain higher B scores than 
do those with “internal” symptoms; 2) 
that high B scorers have higher levels of 
aspiration and more definite attitudes 
toward parents than low scorers while 
low scorers show more prominent in- 
activity tendencies (these were the only 
replicated relations in this set); and 3) 
that B scores show correspondence (or 
lack of it) with ten variables which the 
authors feel are relevant to the validity 
of the body-image basis of the B score. 
Interpretations of these, and possibly 
other studies, serve as a basis for what 
amounts to a complex of descriptive 
hypotheses or “definitional transforma- 
tions.” These are referred to as seven 
“modes of behavior" called “self-steer- 
ing behavior.” They have to do with 
“+. getting ahead, being effective, €x- 
pressing tension directly, standing up 
for [one’s] own view of things, and being 
able to establish standards.” Many 
studies follow which show that B scores 
are related in the appropriate direction 
with multifarious scores which the 
authors construe as reflecting the traits 
of the hypothetic self-steering person. 
Next a long series of studies are re- 
ported which in the main show some 
correspondence between B scores and in- 
dices of various traits or group classifi- 
cations. These studies have to do with 
such factors as values, occupations, Case 
history backgrounds, behavior in groups; 
differences among neurotics, psychotics 
and controls, response to psychotherapy 
family patterns, sex differences, cultural 
differences, site of cancer, and physio- 
logical reactivity. $ 
The B score seems to have a Midas- 
like quality; it correlates with or dis- 
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criminates everything it touches. Thus, 
as we move through the succession of 
studies, B gains attributes or defini- 
tional meanings and at the same time 
undergoes an interpretive metamorpho- 
sis. Taking a few of the reported empiri- 
cal relationships at their face value, we 
could say, for example, that if a person 
has a high B score the probability is 
better than chance that he is a model of 
self-direction and stability with out- 
standing social skills and love of com- 
municating with humanity, or a rigid 
arthritic who can’t express anger out- 
wardly, or a hospitalized neurotic, or a 
psychosomatic or cancer patient with 
“external” symptoms, or even a psy- 
chiatrist or clinical psychologist. 

What have the authors done with 
such contradictions? Nothing new. They 
found their score statistically related 
(albeit weakly for the most part) with a 
variety of classifications or other vari- 
ables. They selected presumed attributes 
of the various classes of subjects that 
were differentiated by B scores and 
Selected attributes which were presumed 
to be reflected in other measures that 
correlated with B scores. Then they 
characterized subjects with high B 
Scores as possessing these selected attri- 
butes, ignoring or forgetting previous 
Contentions in the process. They also 
Went one ‘step further. From corre- 
Spondences discovered between B scores 
and different variables the authors in- 
vented a basic unobservable hypothetic 
attribute which is defined as the basis of 
Variance in B scores. This is the body- 
Image boundary which is a“... repre- 
Sentation of attitudes and expectancy 
Systems which have been projected onto 
the body periphery.” Next the authors 
inferred a vague casual relation between 
this intervening variable and behavior. 


As they put it, “It has been shown that 
the body-image boundary is a guiding 
reference point which continually in- 
fluences the individual’s orientation to 
the behavioral space about him.” In 
spite of efforts to shore up logical and 
empirical frailties with citations from re- 
nowned authors, the circularity of rea- 
soning is apparent enough. 

Psychology is young and some feel 
that this sort of theoretic fumbling is 
forgivable on these grounds. But what 
about the empirical relations? What con- 
fidence can be placed in the reported 
findings? Many. methodological ques- 
tions can be raised quite legitimately. 
Since they require far more space to 
spell out than is available, brief mention 
of a few of the many possible objections 
will have to suffice. Statistical applica- 
tions and inferences are often highly 
questionable at best; i.e., multivariate 
comparisons are made and typically 
only a proportion are reported as being 
statistically significant. When the larg- 
est differences are selected out of a set, 
the probability of obtaining such differ- 
ences is not the same as when the differ- 
ences are found independently (not 
selected out of a set of comparisons). 
Yet, probabilities for individual com- 
parisons are used and this error is re- 
peated throughout the book. In one in- 
stance, it is carried to the extreme of se- 
lecting the one comparison out of 13 
which happened to be a “significant” 
one and using it as evidence for a high B 
attribute. Small mistakes crop up re- 
peatedly in reporting the probability 
values associated with a given chi square 
value. The question is never entertained 
that many of the reported relations may- 
merely reflect a common factor or two. 
Likewise the possibility that interaction 
effects might be found among the multi- 
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ple variables studied is ignored. The data 
are incompletely presented so that it is 
not possible to check the authors’ com- 
putations or whether assumptions rele- 
vant to the applications of chi square are 
met. Furthermore, it would be interest- 
ing to know whether psychologists with 
different persuasions could replicate the 
findings. Nearly every study was done 
by the authors or their students. Al- 
though they borrowed data from many 
sources, they did the scoring and anal- 
yses. 
Aside from such questions, there are 
also many concerning the discriminatory 
power of the B score and its psycho- 
logical usefulness. For example, if an in- 
vestigator wanted to use the B score to 
discriminate between people with “in- 
ternal" versus "external" physiological 
reactivity he should want to know, 
among other things, the proportion of 
overlap found between sample distribu- 
tions of such scores. Such matters were 
not discussed. 

Perhaps some investigators will find 
it helpful to know that B scores and some 
other measures are related, and turn this 
information to good use. In the mean- 
time, we seem to have little choice but 
to agree with the authors that “. . . there 
are only a limited number of things that 
have been said about body-image which 
one can point to as examples of scientif- 
ically verified fact.” H. T. Wahler 


Symposta on CHILD AND ]vvENiLE 
De.inquency. Edited by Benjamin 
Karpman, M.D. Washington, D. C.; 
Station L: Psychodynamics Mono- 
graph Series, 1959. pp. 385. $10, 

The dedication of this book speaks of 
"our doubly unfortunate youth—The 
Troubled and the Troublesome." This 
sentence indicates the spirit of the sym- 
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posia, a true and warm concern for the 
delinquent as well as a concern for those 
who suffer under him and a rigorous and 
honest inquiry into the professional's 
understanding and methods of dealing 
with youth who have those problems. 

The symposia were presented at the 
American Orthopsychiatric Association 
Annual Meetings. Benjamin Karpman 
as the chairman not only selected out- 
standing authorities to discuss thesub- 
ject, but helped to focus the discussions. 
His summaries at the end of each Round 
Table contribute to the clarity of the 
presentation as a total. For the reader 
the final chapter, "Synthesis," written 
by Dr. Karpman is especially valuable: 
it tries to bring out a definition of delin- 
quency, an attempt at the «: tablishment 
of diagnostic types, psychodynamics, 
etiology, and finally some suggestions for 
treatment. 

The book—fortunately—does not 
present a slick or one-sided definition 
or explanation of delinquency. The spirit 
of the participants is well expressed in 
one of the papers by Melitta Schmide- 
berg, when she states: “. . . we are bound 
to recognize that now we have only 
reached the beginning of a beginning. 
There are so many fundamental ques- 
tions still unanswered; our etiological 
and clinical theories are still very rudi- 
mentary” (p. 240). € 

In spite of this caution each partici- 
pant brought to the discussions impor- 
tant new material which should be in- 
corporated by everyone working with de- 
linquent youngsters. The more this 
knowledge enters practice, the more 
complicated probably will be the matter 
of diagnosis and treatment. Yet it will 
be more effective, since it will be based 
on knowledge, not theories. Louis A. 
Lurie, for instance, presents several 
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papers in which he stresses the impor- 
tance of organic factors, such as brain 
disease and endocrine dysfunction. Some 
of his case material shows startling re- 
sults through treatment based on such 
organic findings. His colleagues do not 
object to the fact that such cases exist 
and must be found, but they object to 
considering organic factors as the sole 
cause of delinquent behavior. Most of 
them find in the delinquent an early lack 
of human identification, but it is not al- 
ways clear why this occurred. Studies of 
“planned-for’’ children showed early re- 
jection (contrary to what is usually as- 
sumed), and studies of children placed 
early in institutions showed some chil- 
dren developing psychopathic personal- 
ities, while others did not. No easy gen- 
eralizations could be made. Most of the 
participants could agree to David M. 
Levy's statement that—different from 
other disturbances with which psychia- 
try is mostly concerned—the defect lies 
"within a social relationship," and in 
very early childhood. Karpman in one of 
his summaries therefore concludes that 
education of parents might be the most 
important factor in prevention of delin- 
quency, 

In relation to treatment three major 
means stand out: First, the importance 
of the use of the parent-child relation- 
ship. Leo Kanner points out that suc- 
cesses usually occurred where parents co- 
Operated. This unfortunately is fre- 
quently impossible, because of the in- 
Capacity of the parents—for various 
Teasons—to do this. Therefore, the 
Second method, treatment through 
Placement in a group: 


Dr. Rabinovitch considers that di- 
Tect psychotherapy is ineffective, even 
Impossible, because of the incapacity to 
form relationships, absence of neurotic 


conflict and lack of motivation. He re- 
minds us again that Bender has found a 
directive for a treatment approach in 
the child’s tendency to mirror the social 
behavior of others. The best results come 
from placement, in the latency years, in 
a protective, non-punitive group where 
the child can gradually learn to imitate 
the patterning of those about him (p. 
86). 

Third, treatment must include the 
“community at large,” since social envi- 
ronmental factors play a large part. 

Karpman closes his discussion by 
stating that the symposium “has shown 
the close relationship between psycho- 
dynamic social and cultural factors, and 
that no single approach to the problem 
of delinquency can be expected either to 
explain its causes or treat its symptoms” 
(p. 364). 

This is the broad result of the discus- 
sions intensified by pertinent case ma- 
terial. Beyond this the book contains 
many exceedingly valuable attempts at 
study and explanation of delinquency 
which hopefully will be continued, as 
for instance Hyman Lippman’s attempt 
at a truly differential diagnosis, Karp- 
man’s insight into sex delinquency, 
Hulse's call for more investigation into 
early superego formation. 

This is an exceedingly stimulating 
book and should not only be read by 
those dealing with delinquents, but 
should be used in teaching of psychia- 
trists, psychologists and social workers 
to gain a wide and undogmatic perspec- 
tive on the problem of delinquency. 

Gisela Konopka 


Ricut-Lert DISCRIMINATION AND 
Fincer LOCALIZATION: DEVELOP- 
MENT AND ParHoLocv. Arthur L. 
Benton, Ph.D. New York: Hoeber, 
1959. pp. 185. $7. 
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Right-Left Discrimination and Finger 
Localization presents a synthesis of the 
literature pertaining to ‘various aspects 
of these and other types of performance 
as they occur in normative and develop- 
mental studies and in pathological con- 
ditions. The broad significance of such 
aspects of behavior in a variety of fields 
such as pediatrics, mental deficiency, 
special education, neurology, and psy- 
chology impresses itself on the reader 
as the material unfolds. 

A major focus throughout the mono- 
graph is on measurement and methods 
of investigation in their relation to diag- 
nosis, description, and the development 
and clarification of knowledge. The need 
for objective, rigorously defined methods 
of observation is brought home ‘re- 
peatedly in descriptions of the work of 
numerous investigators interested in 
right-left discrimination and finger local- 
ization over the past three quarters of a 
century. The author feels that the great 
diversity of irreconcilable viewpoints 
stems largely from the multitude of 
divergent and unrepeatable methods of 
observation employed by these investi- 
gators, 

Dr. Benton reports studies done by 
himself and his associates which utilize 
as many as 128 different items to elicit 
several aspects of right-left discrimina- 
tion and finger localization. With such 
standardized procedures both normative 
and developmental features of these 
types of performance are specified and 
Comparisons are made among the re- 
sponse characteristics shown by different 
groups such as mental defectives, people 
with brain injury and “normals.” 

Several studies by the author and 
other investigators provide evidence 
which suggests the hypothesis that dis- 
turbances in symbolic understanding 
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and formulation accompany most types 
of right-left disorientation and that im- 
pairment of language function is an es- 
sential determinant of finger agnosia. 
This formulation appears to be more 
parsimonious and amenable to objective 
study than efforts to account for such 
behavioral defects in terms of disturb- 
ance of the body schema. The hypothesis 
that certain behavioral deficiencies are 
dependent upon impaired symbolic pro- 
cesses raises other logical questions. One 
concerns localization of brain damage. 
Studies designed to determine the loci of 
cerebral lesions that lead specifically to 
right-left disorientation and finger ag- 
nosia have received considerable atten- 
tion but have resulted in equivocal con- 
clusions. Should Dr. Benton’s hypo- 
thesis hold up under rigorous tests, it 
could be deduced that in cases exhibiting 
such symptoms lesions might be found 
in any cerebral area which is essential to 
symbolic processes. 

The clinical literature generates the 
conclusion that neither right-left dis- 
orientation nor finger agnosia occurs as 
an isolated phenomenon but that they 
are associated with a variety of other be- 
havioral deficits such as mental deterior- 
ation, autotopagnosia, agraphia, dis- 
turbances in writing, calculation, and 
reading,” inability to“draw figures oF 
otherwise organize elements into larger 
units, visual disorientation, and color 
agnosia. All of these defects, if rigorously 
defined and systematically studied, 
might prove to be more conceptually 
manageable as aspects of impaired sym- 
bolic processes than as the more conven- 
tional parietal-symptom complex oF 
some loosely defined syndrome. Possible 
concurrences among behavior defects 
then become clearly matters of empirical 
study. As the author states, there 
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are“... no obligatory combinations of 
deficits." 

This monograph bears a deceptively 
simple title. The large number of re- 
ported observations and studies, the 
methodological problems involved, and 
the moot or uninvestigated questions 
that emerge from such a seemingly cir- 
cumscribed topic indeed present broad 
challenges to investigators in several 
areas of neurology, psychiatry, and psy- 
chology. This work, however, is certainly 
not a mere bombardment of confound- 
ing material. It is a compendium of case 
studies, clinical observations and im- 
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pressionistic conceptions and empirical 
investigations and hypotheses. The clear 
exposition of equivocal findings and as- 
sumptions and unexplored problems 
offers a wealth of stimulating ideas for 
research and thought. The methodologi- 
cal deficiencies of past work are brought 
to light and techniques of systematic, ob- 
jective behavioral analysis are demon- 
strated. Finally, in this volume Dr. 
Benton, his associates, and many others 
clearly exemplify the types of benefits 
which may evolve from the stimulation 
of interdisciplinary research. 
H. Y. Wahler 
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NOTES AND COMMENTS 


1961 ANNUAL MEETING 


The American Orthopsychiatric As- 
sociation will return to New York for 
its 1961 Annual Meeting, which will be 
held at the Statler-Hilton Hotel, March 
23, 24 and 25. The Chairman of the Pro- 
gram Committee is Alfred M. Freedman, 
M.D., and Mortimer Schiffer is As- 
sistant Chairman. The May 15 deadline 
for submitting abstracts to the Program 
Committee (announced in the January 
issue of THE JouRNAL) has been extend- 
ed to May 23, 1960. 


1960 ANNUAL MEETING 


The 37th Annual Meeting held in 
Chicago was very successful. The pro- 
gram, from the Presidential Session 
through the papers, symposium, round 
tables and workshops, was well at- 
tended and the comments were ex- 
tremely favorable. It appears that it was 
one of our most successful programs so 
far as content is concerned. Of course, 
most of the credit for this program rests 
with our Program Committee and Cen- 
tral Office. They did an outstanding job. 

The registration was excellent, with 
457 members attending and 3224 non- 
members registered. 

Much credit should be given to our 
Arrangements Committee and other 
local committees for publicizing the 
Meeting and informing as many in- 
terested people as they did. I am sure 
this contributed a good deal to the large 
registration, There were a number of 
Outstanding visitors from foreign coun- 
tres present, and one entire evening 
m was given to the lecture by 
E psychologist from the So- 

nion, The attendance at this par- 


ticular lecture was excellent and the 
interest of the audience was quite high. 
Among other foreign visitors were: 
Judge David Reifen of Israel, Dr. 
Emanuel Miller of England, Dr. D. Arn 
Van Krevelen of The Netherlands, Mrs. 
Kirsten V. Rasmussen of Denmark, 
Dr. Carlos Nassar of Chile, Dr. Rogelio- 
Diaz Guerro of Mexico, Mrs. Dolores 
La Caro of Puerto Rico. 

Our business meetings had little dif- 
ficulty this year in getting a quorum, 
and the committee reports and other 
business carried on indicate that the 
Association is moving along in an excel- 
lent way. Certain issues came up at the 
business meeting which had to do with 
the by-law changes; these will be in the 
mail in the near future for all the mem- 
bership to examine, and decide how they 
wish to deal with them. 

Twenty-four of our members have 
become eligible for life membership and 
their names were read and certificates 
given, or sent to those who were not 
present. 

In moving around the program rooms 
and talking with many members and 
nonmembers, | had a chance to hear 
firsthand comments about different as- 
pects of the program. All seemed. ex- 
tremely satisfied and pleased with it. 
"There were a few comments such as: “It 
is too bad that there weren’t more work- 
shops,” “Many of the workshops seem 
more like round tables than workshops.” 
From these and other comments, it is ap- 
parent that we should consider clearer 
definition of different aspects of our pro- 
gram. As far as negative comments are 
concerned, the ones I heard had to do 
with the housing facilities and the fact 
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that many who thought they had regis- 
tered early enough to get into the de- 
sired workshops found to their amaze- 
ment that they were already closed. 

Our Dutch Treat Cocktail Party and 
Dance seemed to be its usual success 
and everyone I saw there appeared to 
be enjoying themselves, The crowd lin- 
gered on even after the music stopped 
and the allotted time ran out. 

The Committee and Board meetings 
which preceded the general meetings 
were excellent. At the Board meeting 
we managed to move through a heavy 
agenda, with time for discussion and 
time for decisions, so that we wound up 
all of our Board work at that time and 
it was not necessary to have another 
Board meeting during the program time. 

I believe the meeting was a real suc- 
cess and it will encourage all of us to 
look toward next year’s meeting in New 
York, I hope as many of our members as 
possible can attend that meeting. 

W. Mason Maruews 
President 


The following were awarded Certifi- 
cates of Life Membership at the 1960 
Annual Meeting: Cornelia D. H. Allen, 
Winifred W. Arrington, Willa M. Bre- 
land, Mary A. Clark, Paul J. Ewerhardt, 
M.D., James D. Jackson, Norvelle C. 
LaMar, M.D., Mary B. Laughead, 
Harry B. Lee, M.D., Jean W. Macfar- 
lane, Ph.D., Sybil Foster Mullin, Rich- 
ard H. Paynter, Ph.D., Gerald H. je 
Pearson, M.D., Doris F. Perry, Bertha 
C. Reynolds, Theodore R. Robie, M.D., 
Paul L. Schroeder, M.D., David Shakow, 
Ph.D., Groves B. Smith, M.D., Char- 
lotte Towle, Anna Belle Tracy, Ralph 
P. Truitt, M.D., Carl F. Ulrich, M.D., 
and Mary W. Van Hyning. 


At the 1960 Business Meeting the fol- 
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lowing officers were elected: William $. 


Langford, M.D., President; Gisela Kom 
opka, D.S.W., Vice-President; Soll Good- 
man, M.D., Secretary; Fritz Redi, 
Ph.D., President-Elect. New Directors 
are W. Mason Mathews, Ph.D. (ex 


officio), Gladys L. Anderson, PhD, J 


Franklin Robinson, M.D., Joseph Wein- 
reb, M.D., Henry H. Work, M.D., and 
Robert A. Young, Ed.D. 


Members of the Nominating Com 
mittee for 1961 are Eliot H. Rodnick, 
Ph.D., Chairman; Emily Faucett, Reg- 
inald S. Lourie, M.D., Margaret Moul- 
ton, Donald Shaskan, M.D., Agnes C. 
Thenaud, Robert I. Watson, Ph.D., and 
W. Mason Mathews, Ph.D. (ex officio). 


DIGESTS OF ANNUAL MEETING PAPERS 


A compendium of Digests of Papers 
presented at the 1960 Annual Meeting 
of the American Orthopsychiatric Asso- 
ciation is available from the AOA 
office, 1790 Broadway, New York 19, 
at $2 per copy. A few copies of the 
Digests of Papers presented at the 1959 
Annual Meeting are also available at $2 
each. The 1959 and 1960 Digests may 
be purchased together for $3.50. Checks 
should be made payable to the American 
Orthopsychiatric Association, Inc. 


GENERAL 
Announcement is made of an ar- 
rangement with the Institute of Con- 
temporary Russian Studies, Fordham 
University, under which the Russian 
Scientific Translation Program (Divi 
sion of Research Grants, National Insti- 
tutes of Health, Bethesda 14, Md.) will 
distribute, free of charge, copies of the 
ICRS Medical Reports to persons and 
organizations currently on the Pro 
gram’s mailing list. Published monthly, 
the ICRS Medical Reports attempts t° 


"available to English-speaking 
reports on current research in 
ed areas, as published principally 
FK Soviet medical periodicals. The ma- 
rial is in summary form. 

An arrangement has also been made 
preby the National Institutes of 
th, through its Russian Scientific 
lation Program, will distribute to 
Cooperating libraries, at no charge, se- 

sted biomedical publications issued by 

t Osteuropa-Institute of the Free Uni- 
ity of Berlin. 
F Samuel S. Herman, Director of the 
Russian Scientific Translation Program, 
Would appreciate comments regarding 
fie publications. 


— The 1960 Mental Health Campaign 
Of the National Association for Mental 
Health, which began April 15, will con- 

hue through the month of May. The 
NAMH, with more than a million mem- 

$ and volunteers, is the largest na- 
al citizens" group dedicated to fight- 
E illness. Please give gener- 
y: 


Organization of the Institute for the 
S tudy of Crime and Delinquency (605 

ocker-Anglo Bank Building, Sacra- 
to 14, Calif.) has been announced 
Richard A. McGee (Director, Cali- 
hia Department of Corrections), pres- 
t. The purpose of the Institute is to 
ate and conduct research in the cor- 
ect onal field, with emphasis on inquiries 

ch cannot be undertaken by public 
cies. Funds for the International 
ey of Correctional Practice and Re- 
&arch, the first project of the Institute, 
nave been granted by the Ford Founda- 
The Survey will be conducted in 
Phases: 1) collection and annota- 
of ideas, references, and informa- 
E tion concerning current practice and re- 
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search in the correctional field; 2) anal- 
ysis and organization of this informa- 
tion into a systematic total statement 
of research efforts and strategy in cor- 
rections; 3) organization of a correc- 
tional rescarch symposium to exchange 
ideas and evaluate significant trends in 
correctional practice and research; 4) 
publication of a final report. Communi- 
cations should be addressed to Clyde E. 
Sullivan, Ph.D., Project Director, 300 
Mercantile Building, 3082 Center St., 
Berkeley 4, Calif. 


Dr. Benjamin Pasamanick, Professor 
of Psychiatry and Research Director of 
the Columbus Psychiatric Institute and 
Hospital, Ohio State University, is the - 
Cutter Lecturer in Preventive Medicine 


for 1960 at Harvard University. He is — 


the first psychiatrist appointed to the 
lectureship, which was established in 
1909 in the will of the late Dr. John” 
Clarence Cutter. : 


The M. Robert Gomberg Memorial 
Committee will hold a conference on 
June 2 and 3 at the New York Academy 
of Medicine to honor the late Dr. Gom- 
berg, who was Executive Director of the 
Jewish Family Service, for his warm, 
vital leadership in the development of 
family theory and therapeutic practice. 
The committee has arranged an inter- 
disciplinary conference on theoretical 
and practical developments in family 
research, diagnosis and treatment. Par- 
ticipants include Nathan W. Ackerman, 
M.D., Gregory Bateson, Frances L. 
Beatman, Marjorie Behrens, Leonard 
Cottrell, Ph.D., Iago Galdston, M.D., 
Hope Leichter, Ph.D., Henry Lennard, 
Ph.D., Celia Mitchell, Sanford Sher- 
man, and Lyman Wynne, M.D. The 
meeting is free to professionals. Tickets 


HH 


from Jewish Family Service, 33 West 
60th St., New York 23. 


An association of those interested in 
the study of the psychological aspects of 
the etiology and pathogenesis of cancer 
is being formed. The first meeting will 
be held in Amsterdam, Holland, August 
11 to 13. Details from Lawrence LeShan, 
Ph.D., Trafalgar Hospital, 161 East 
90th St., New York 28. 


The Elizabeth McCormick Memorial 
Fund (155 East Ohio St., Chicago 11, 
Ill.) will consider applications for grants 
for doctoral research in social work. 
Doctoral projects must be concerned 
with children or services for them. There 
is no deadline for such applications. 
Write to Donald Brieland, Ph.D., Exec- 
utive Director. 


The Devereux Foundation, Institute 
for Research and Training, Devon, Pa., 
offers Traineeships in Rehabilitation 
Counseling and Predoctoral Internships 
in Counseling Psychology, with em- 
phasis on emotionally disturbed or in- 
tellectually retarded children, adoles- 
cents and young adults. Write to Dr. 
Henry Platt, Director of Psychological 
Training. 

The George Peabody College for 
Teachers, Nashville, Tenn., announces 
United Cerebral Palsy Scholarships for 
educators who wish to pursue doctoral 
study in any area of education for ex- 
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ceptional children. This program is spon. 
sored in cooperation with the Southern 
Regional Education Board; however, 
persons outside the region are eligible 
for admission. No one will be awarded 
a scholarship without an aptitude test. 
Application may be made at any time 
and study begun in any quarter. De 
tails from Lloyd M. Dunn, Coordinator, 
Education for Exceptional Children, 
Peabody College. 


The Cook County Graduate School 
of Medicine (707 S. Wood St., Chicago, 
Ill.) announces a course in Neuromuscu- 
lar Diseases of Children with Special 
Emphasis on Cerebral Palsy, to be 
given by Dr. Meyer A. Perlstein, June 
20 to July 1. Further information from 
John W. Neal, Registrar. 


The 1960 Annual Workshop in Pro- 
jective Drawings will be conducted at 
the New York State Psychiatric Insti- 
tute, New York City, by Emanuel F. 
Hammer, Ph.D., and Selma Landisberg, 
M.A., July 25-28. Details from Miss 
Landisberg, 166 East 35th St, New 
York 16. 


The formation of the National Fam- 
ily Life Foundation (225 West 57th St; 
New York 19) has been announced by 
its president, Philip R. Mather of Bos- 
ton. The over-all purpose of the Founda- 
tion is the strengthening of family life 
in America. 


PRESIDENT, 1960-61 
WILLIAM S. LANGFORD, M.D. 


The new President of our Association is a psychiatrist who has been 
particularly identified with the goals and purposes of AOA. He has been 
active in the Association as Treasurer (1952-57) and most recently, as Chair- 


man of the Policy and Planning Committee. He has had the opportunity of 
"studying the history and organization of the Association and of looking to 
the demands which the future will bring. In his own practice and research 


he has been a proponent of interdisci- 
plinary cooperation, and during most 
of his professional life has, in his work 
With pediatricians, carried out the 
T earliest concept of an orthopsychiatric 
team—the psychiatrist, the pediatri- 
Gian, the social worker and the 
psychologist. 

Dr. Langford was born in New 
Jersey in 1906. His undergraduate 
education was at Harvard University 
and his medical education at the Col- 
lege of Physicians and Surgeons, 
Columbia University. During his in- 
ternship at St. Elizabeth’s Hospital, 
Washington, D. C., he became inter- 
ested in psychiatry. After a year of 
pediatric training at Babies Hospital ; 
at Columbia, he was given a Rocke- b orn VC. 
feller Fellowship in Child Psychiatry 
with Dr. Leo Kanner at Johns Hop- m. 
kins Hospital and a traveling fellowship to visit other centers of pa sy- 
chiatry, In 1935 Dr. Langford became Director ot the Pediatric Psychiatric 
- Service at Babies Hospital, where he has continued except for his three years 
in the Army. In 1942 he became a diplomate of the American Board of 
Psychiatry and Neurology, in Psychiatry. He entered the Army Air Corps 
NNI 1943 and, with the rank of Major, was an instructor in Neuropsychiatry 
cat the Army Air Force School of Aviation and took part in the research on 
Psychiatric casualties. P ; 

Dr. Langford returned to Columbia and in 1953 became the first child 
Psychiatrist to be made a full professor of psychiatry in a University. In 
1955 he was appointed Attending Psychiatrist at the New York State Psy- 
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chiatric Institute, and also Attending Pediatrician at Van ilt Clinic, 

During the years at the College of Physicians and Surgeons, |r. Langford 
has been concerned with teaching, service and research, and th scope of his 
interests in psychiatry is wide. With Drs. Riley, Day and Greeley he re- 
ported studies on familial dysautonomia; he carried out “A Pilot Study of 
Childhood Accidents” under a grant from the Metropolitan Life Insurance 
Company; he has been especially interested in anorexia nervosa, hyper- 
kinetic children, and in reading and language disorders. Among his publica- 
tions is the chapter on “Disturbances in Mother-Infant Relationship Lead- 
ing to Apathy, Extra-Nutritional Sucking and Hairball” in £70: ional Prob- 
lems of Early Childhood. 

In addition to his activities in the American Orthopsychiatric Associa- 
tion, Dr. Langford has been President of the Academy of Child Psy chiatry, 
1957-59, a Vice-President of the Association for Research in Nervous and 
Mental Diseases in 1954, an active member of the Group for th Advance- 
ment of Psychiatry since 1948, and editor of the Quarterly ow ‘of Child 
Behavior. He has been active in APA, the New York Academy © Medicine 
and the American Pediatric Society. He is also a trustee of tiv Barnard 
School for Girls and a Director of Branch 30 of the New York Y «CA. 

Lest it seem that our new President concentrates on professiona’! activities 
only, let us hasten to add that he has other engrossing interests—particularly 
fishing, the cultivation of ferns, and oil painting. However, Bill 1s probably 
most famous as a teller of tales, factual and fanciful, which both make a 
point and relieve the tensions of serious discussion. He is a man of humor 
as well as of broad vision, experience and ability—all very important char- 
acteristics for the President of Ortho. 


Maset Ross 
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DIRECT STUDY OF CHILD-PARENT INTERACTIONS 
WORKSHOP, 1959 
RICHARD Q. BELL, Pz.D., Chairman* 


1. THE STRUCTURED SITUATIONAL TEST: A METHOD FOR 
STUDYING FAMILY INTERACTION IN SCHIZOPHRENIAT 
NORMAN GARMEZY, Ps.D., AMERIGO FARINA, Pu.D., AND ELIOT H. RODNICK, Pu.D. 
Department of Psychology, Duke University, Durham, North Carolina 


N THE search for pathogenic influences in schizophrenia many investi- 
gators have turned to the study of the early family milieu of the patient 
in an effort to learn more about specific attributes of that “intrafamilial 
environment” which might (at least in part) account for the developmental 
immaturity, profound withdrawal and personality regression so character- 
istic of the adult schizophrenic patient. These studies share a common 
premise. Infancy and early childhood are viewed as critical formative periods 
for the acquisition of patterns of ideation, affect and identification which 
are the precursors to adult adjustment. Parents’ child-rearing attitudes, 
home atmosphere and family role structure in combination presumably set 
the configuration of the child’s social and emotional responses and sex-typed 
behaviors, his capacity to deal effectively with frustration and anxiety, his 
modes of need expression and need satisfaction and his methods for coping 
with conflicts arising out of incompatible needs for aggression, dependency, 
autonomy, affiliation and the like. rs 
What characterizes these studies of the early family environment of the 
schizophrenic patient? Most are postdictive attempts to recreate, through 
Tetrospection and verbal report, the family structure of those formative 
tarly years. Parents (15, 22), relatives and friends (24), and the patient 
himself (9, 12, 19) have served as primary informants for many of these 
Studies. The techniques used to secure data from these respondents have 
hot been found wanting in variety either. Case history methods (11, 13, 18, 
23), depth interviews (19, 22), highly structured interview schedules (6, 12), 
scaling procedures primarily involving the measurement of child-rearing at- 
titudes (5, 7, 9, 15), and psychotherapy with concomitant observations 
(1, 2, 8) have all been employed with varying degrees of effectiveness. To 
this list must be added recent experimental-laboratory studies (20) utilizing 
Pictorial stimuli which depict parent-child interactions. In these experiments 
Variations in task performance have been related to specific stimulus con- 
* Laboratory of Psychology, National Institutes of Health, Bethesda, Maryland. — 
E paper is part of a project supported by a research grant (M-629) from the National Institute 
ental Health, 
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tents, suggesting a differential reaction sensitivity to cues which may be 
rooted in early family experiences. 

In most of these studies (except for the latter category), the investigator 
must rely on the informant's report of significant early events to reconstruct 
a picture of the patient's childhood and his home milieu. To what extent 
can we be confident of the validity of such reports? A brief appraisal of 
factors which may influence accuracy of recall would suggest caution. The 
combination of subject matter (typically incidents or attitudes related to 
child rearing) and situation (evaluations conducted during the period of the 
son's hospitalization and, typically, in the institution in which he is hos- 
pitalized) frequently enhances the informant's defensiveness. Guilt stem- 
ming out of feelings of responsibility for the illness and subsequent hospital- 
ization of the son may accentuate the arousal of defenses, thus necessitating 
justification of earlier actions, suppression of information, or active repres- 
sion of traumatic events. 

Other considerations which may also influence the adequacy of retro- 
spection include such factors as nonmotivated forgetting of earlier experi- 
ences, the influence of social desirability factors and stereotyping of answers 
to questionnaires and attitude scales, and social class differences as these 
relate to the respondent's verbal facility. 

Finally, to these factors one must add the influence of personality attri- 
butes and value orientations of the informants. Commenting on the mothers 
of schizophrenic patients Tietze has noted: 


[The] mothers as a whole found it difficult to delve into the past as memories were 
evoked touching on their own problems and conflicts, stirring up anxiety... » By far 
the larger number [of mothers] .. . appeared docile and submissive, smiling yet not 
laughing, their fleeting smile often changing to a frozen grimace. Their friendliness and 
effervescence were superficial and they tended to hide their anxiety and keep the inter- 
viewer at arm’s length. .. . There was a lack of genuine warmth; these mothers “co- 
operated” to the letter with the psychiatrist . . . they went, however, only through the 
motions—of themselves they gave little . . . (22, pp. 56-57). 

F The mothers’ description of the prepsychotic personality of their children shows how 
highly they prize “‘normality” and “goodness” and how inseparable these two concepts 
have become in their minds. . . . 

Being afraid of their own unconscious, the mothers could not afford to see people the 
way they were; they unconsciously blocked out what did not fit into the conventionally 
expected with the result that they saw only the outer shell and not the whole (22, P- 60). 


Certainly neither this observation nor Lidz’ description (14) of the fathers 
seen by his research group as “self-centered,” “eager for prestige” aP 
holding "exalted concepts of themselves” can give one comfort that the 
reports of parents of schizophrenic patients do remain inviolate under the 
press of personal needs. 


The purpose of this paper is to present data obtained from a study of 
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ents of schizophrenic patients in which a technique was employed—the 
wuctured situational test—to circumvent many of the difficulties which 
ve been described. This method involves the observation of actual be- 
in response to uniform stimulus situations. The situations which are 
pt open-ended, provide for a wide range of behavior variation and disguise 
hat is being measured. This last point is particularly important in view 
fthe reported defensiveness of parents of schizophrenic patients. 
Cronbach, in commenting on the virtues of the situational test, has stated 
that it: 
... makes possible the observation of characteristics which appear only infrequently 
normal activities—characteristics such as bravery, reaction to frustration and dis- 
ity. A single situational test may reveal more about such a trait than weeks of field 
servation. Second, the subject’s desire to make a good impression does not invalidate 
the test. In fact, just because he is anxious to make a good impression, he reveals more 
‘about his personality than would normally appear. ... The third advantage of the 
‘Situational test is that it comes closer than other techniques to a standardized measure 
"of typical behavior. Some tests place great reliance on the objective results, whereas 
Others are used more as a basis for clinical and impressionistic evaluation. In either case 
test observation gives a better basis for comparing individuals than observations in 
different subjects are seen in different situations (3, pp. 414-415). 
Strodtbeck (21), in studying influence and power relationships in marital 
mers, utilized a situational test to measure dominance patterns. This was 
complished by asking each marital partner individually to make judg- 
ents about their acquaintances; the husband and wife were then brought 
gether to decide jointly upon an evaluation. Dominance patterns were 
ted in the congruence between common choices and the specific judg- 
Ments of each individual. Apparently, situational tests such as these also 
show considerable reliability over time (16). 
Recently, Farina (4) has used a procedure somewhat similar to Strodt- 
"s to study the social interactions of parents of schizophrenic and normal 
tients. His major interest focused upon the variables of dominance and 
conflict behaviors which have been deemed to be important in the family 
ole patterns of schizophrenic patients. More specifically, Farina was inter- 
Sted in investigating a reported association between sex of the dominant 
t and the degree of social adequacy manifested by the schizophrenic 
tior to the illness. Rodnick and Garmezy (20) have reported evidence 
g a relationship between maternal dominance and poor premorbid 
ustment (greater seclusiveness, asociality, and asexuality) of patients on 
€ one hand and father dominance and greater social adequacy (successful 
8 and marriage patterns, multiple friendships, etc.) of the schizo- 
mic son on the other. 
Tina studied 36 sets of parents, divided into 3 groups of 12 couples 
Parental groups were based upon the status of their hospitalized bio- 
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logical sons. One group had schizophrenic sons who had always madea 
marginal sociosexual adjustment! (referred to as “Poors’’), while the sd 2 
phrenic sons of a second group had made an adequate social adaptat 

prior to the psychosis (“Goods”). The third group comprised sets of pare 
whose sons had never shown evidence of mental illness and were hospitaliz 
for tuberculosis (“Normals”). In all families the parents were living togetht 


and had lived as a family unit with the son during his childhood a 
adolescence. 
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YIELDING - (MAX) — ^ YIELDING- (MIN) 


Fic. 1. Yielding behavior as an indicator of dominance in parents of schizophrenic and normal pi 


tients. The terms "maximum" and "minimum" simply refer to the fact that occasionally alt E 
solutions were presented by parents, which varied along the dimension of pressure for conformity be 


havior by the child. When this occurred, "minimum" and "maximum" yielding scores were computer. 
based upon these variations in pressure. 


Initially, the parents were seen individually, and subsequently toge E 
and were presented on each occasion with a series of 12 hypothetical sity 
ations involving difficulties with or misbehaviors by a son.’ In the ind 
vidual session the parent was asked to indicate how he or she would hand 
the specific situation. In the joint session they were asked to decide how 
they, as a couple, would deal with the problem. The investigator implied that 
modifications of the individual solutions were possible. 

Two of the hypothetical situations employed were these: 


Your husband (wife) has punished your ten-year-old son for something he did. As he 
walks by now you hear him mumble a nasty description about his father (mother). 
* The reader interested in a discussion of the : ichotomi? 
" kp correlates of the scaling procedure used to dic : 
n may find the original work of Phillips (17) and the later discussion of Rodnick and Garmezy © 


SH e y . t. 
Eas Situations, which were adapted from a previous study by Jackson (10), are available upa 
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Your twelve-year-old son gets home from school, He throws his books down, telling 
you that what you have been teaching him is wrong and that he’s not going to listen to 
you any more. 


High fidelity recordings were made of all sessions, and from these taped 
protocols a series of measures were obtained suggestive of dominance be- 
havior and extent of conflict between the parents. As indices of dominance 
Farina included the number of times in 12 situations (for the joint inter- 
action) one parent spoke first and last relative to the other, the frequency 
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Fic. 2. Frequency of interruptions as an indicator of conflict in parents 
of schizophrenic and normal patients. 


With which one parent passively accepted the other's solution, the total 
length of time each parent spoke relative to the other, and a rather interest- 
ing measure of “yielding” behavior. For this latter measure parental solu- 
tions were ordered along a dimension of pressure to force the child to conform 
às suggested by Jackson (10). The “yielding” score indicated the extent to 
Which a parent relinquished his or her individual solution in the direction 
Suggested by the spouse in the interaction session. 

In Figure 1, the yielding measures of dominance are presented to illustrate 
the findings of the experiment. Mothers of good premorbid patients yield to 
fathers; the reverse is true for the poor premorbid group. Normal parents 
arrive at common solutions which closely approximate their individual 
choices. For all indices of dominance, Good and Poor groups differed from 
each other at better than the .01 level of significance. 

Measures of conflict included the frequency and duration of simultaneous 
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speech by each parent, the number of interruptions by each parent, the 
frequency of disagreements and aggressions, and the number of situations 
for which the parents failed to arrive at a common solution. 

Figures 2 (Interruptions) and 3 (Disagreements and Aggressions) present 
graphic evidence for greater conflict in Poors relative to the other twe 
groups. In terms of conflict behavior the Good group shows a somewhat 
greater degree of conflict than the Normal group. Poors, however, show a 
far greater and more significant frequency of conflict interactions. For 9 out 
of 10 indices, extent of conflict was least in Normals, greatest in Poors, and 


intermediate in Goods. 
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Fro, 3. Frequency of disagreements and aggressions as an indicator of conflict 
in parents of schizophrenic and normal patients. 


In Summary, the data demonstrated the following relationships as char- 
acteristic of the three groups of parents: 

Good premorbid parent group. The father is strongly ascendant—far more so than is 

true of the Normal group; the mother is weak and submissive. There are signs of overt 


discord, but these are of a lesser magnitude relative to Poors, although greater than the 
Normals, 


Poor Premorbid Parent group. The mother is dominant; father is submissive. Striking 
Patterns of conflict and discord are apparent, 
Normal control parent group. There is a shared pattern of authority with a minimal 


trend toward maternal dominance. There is little indication of conflict between parents- 


Sime enough, in this experiment Farina also used other procedur" xi 
€ ild-rearing attitude scales and responses to questions about speci 
ecision-making policies) to ask the parents directly about the dominant? 
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p in the family. Intergroup comparisons based upon such direct 
failed to produce differences in dominance patterns. For all 
a cultural stereotype of father dominance was asserted. It is possible 
nsiveness, stereotyping, and social desirability factors may all have 
to distort these verbal self-report measures. The situational test, 
rr, effectively disguising the primary purpose of the study, produced 
data which are congruent with the clinical and experimental literature. 

A caution must be observed. The situational test obviously is not the cure- 
for the difficulties involved in studying family interaction. Subtle content 
ts may be restricted by the structuring assigned to the stimulus situa- 
tions. But this is not an inherent restriction of the procedure. Listening to 
the taped recordings, one can perceive the variations in intensity of expres- 
‘gion and affect, the veiled hostility, and the sparring of the participants. The 
‘tse of methods of content analysis for comparable types of interaction situa- 

ions may tell us more about areas of sensitivity and disturbance in families 
of schizophrenic patients. 

What is missing from the research we have described is the patient. 
scognizing the heightened sensitivity of the patient to cues of censure and 
roof (20), one hesitates realistically to bring together patient and parent 
for experimentation in a nontherapeutic setting. Nevertheless, the study of 
parent-patient interaction is a necessary future step. The decision to embark 
pon such research will, however, require appropriate institutional safe- 
guards. TThe investigator in this area should possess an amalgam of clinical 
maturity, experimental sophistication and breadth of experience in psycho- 
E It is in this experimental area of the systematic study of parent- 
‘Patient interaction that the collaborative efforts of the sophisticated psycho- 
therapist and the equally sophisticated experimentalist may prove most 
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"XEHAVIOR of individuals, as an area of investigation, has intrigued re- 
P) search workers from the beginning of time. The significance of studying 
parent-child interaction has become increasingly important as research has 
‘revealed the effects of interpersonal relationships on the behavior of the 
growing child and his family. 

“One of the difficulties in an approach to the investigation of human be- 
havior arises from the segmentation of the individual or group so that only 
“parts or units of behavior are evaluated. Fragmentation of behavior, while 
tributing to the total body of knowledge, lacks the substance of integra- 
ion and differentiation which is a vital force in the total functioning of the 
individual. There is a real need to develop methods for evaluating behavior 
that include the total impact of the relationship between the uniqueness of 

the individual and his environment. 

Some of the earliest knowledge of human behavior was gained through 
“diary records of infant behavior, usually recorded by one or both parents 
tho were the experimenters. These accounts were valuable in that they 
descriptions of behavior over a period of time, providing clues or sug- 
tions as to the nature and developmental aspects of growth. They were 
the behavioral records of one child and as such could not be considered 
- Tépresentative of a larger sample or population. The question of biased record- 
ing was ever present. The primary purpose of these diary records was to 
“describe behavior rather than to determine its cause. : ; 

— Because of the subjectiveness of recording observations and the difficulties 
‘of evaluating them, observation as a scientific approach to studying human 
ction was all but discarded. : Z 
With the present increasing emphasis on feelings and attitudes as im- 
Portant aspects of interpersonal relationships the observation method has 
Bained new importance. Direct observation has a unique contribution to 
make to the study of human behavior, for through it the dynamic qualities 

Of interaction can be studied. 

elationships between people are not static—they grow and mature as 

dividuals gain insight and understanding of each other. Experiences 

Successful and unsuccessful interaction with others tend to alter behavior, 

Particularly the behavior of the growing child. Becoming a socialized person 

; * Journal Paper No. J-3818 of the Iowa Agricultural and Home Economics Experiment Station, 
$, Iowa. Project No. 1299, 
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is a slow and lengthy process in our society. Frequently the early stages of 
social development are forgotten by the individual, and while he may 
honestly try to recall his thoughts, feelings and attitudes, it becomes vir- 
tually impossible for him to do so. 

On-the-spot observation gives an opportunity for the research worker to 
evaluate interaction as it is taking place. Provided some of the difficulties 
inherent in the observation method can be eliminated, or at least controlled, 
observation promises to yield valuable new insights into the behavior of 
families as they work, play and grow together. 

With the revival of interest in observation as an evaluation device for 
interaction there arise numerous problems inherent in the method itself. The 
primary problem in observation is concerned with the quantification of be- 
havior. Units of interaction must be defined and categories of behavior so 
constructed as to encompass both verbal and nonverbal interaction if a reli- 
able picture of the individual’s behavior is to be obtained. A second concern 
arises with the training of observers and achieving reliability of observed 
behavior. Finally, the problem of an appropriate statistical model for evalu- 
ating the observed units of behavior must be considered. 

Sound research technique requires that the research worker have a 
theoretical basis for the problem he chooses to investigate. Frequently à 
problem originates from some incidental observations of the researcher— 
usually some behavior or pattern of behavior that he has seen repeated fre- 
quently in a variety of situations. Working with these "clues" he attempts 
to develop a rational theory to explain their existence. The next step is to 
test his theory under controlled conditions with a representative sample. It 
is at this point that he must decide on the design which is most appropriate 
for the hypotheses being investigated and on the method which will yield 
the most valid and meaningful data. : 

If the researcher chooses to use observation as a method for collecting his 
data two approaches are open to him. He may take a record of the behavior 
and at some later date develop categories from which he derives scores, Of 
he may develop appropriate categories for his theoretical framework and 
record the observed behavior in the categories as the behavior is in progress: 
Regardless of the approach, the central problem is concerned with develop- 
ing categories that tend to define the variables to be tested. 

Bales (1) at Harvard has developed a method for categorizing interactions 
of small groups as they experience face-to-face contacts. Bales’ system © 
mutually exclusive categories, which he has called interaction process 
analysis, was designed to organize the observation of social interaction. The 
12 categories are divided into 3 major areas: social-emotional area, positives 
task area, neutral; and social-emotional area, negative. The positive 2? 
negative social-emotional areas are related to the affective phase of soc! 
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n jon; the task area, neutral,refers to the cognitive and conative aspects 
‘interaction. Scoring is done in three dimensions: by categories, by attri- 
ution, and by unitization. Attribution is the relationship between the in- 
Wividual who initiates the act and the individual who receives it (who-to- 

whom relationships). Unitization pertains to the act or unit scored. 

— Bales’ primary concern with interaction process analysis was with the 
pattern of group problem-solving as it was reflected in the behavior of the 
individual group members. His observers recorded small group interaction 
while it was taking place. The problem to be solved was usually a highly 
structured situation and the individuals who comprised the group had no 
previous knowledge of or experience with each other. 

It was only a matter of time until other research workers saw in Bales’ 
interaction process analysis the possibilities of investigating interaction 
among family members. Strodtbeck (8) studied husband-wife interaction by 
fecording their responses on a tape recorder. The couples were asked to 
make independent evaluations of shared experiences and then to reconcile 
any differences in their interpretations of these experiences. The taped proto- 
cols were then analyzed, using interaction process analysis, to determine the 
nature of the decision-making process. Results indicated that joint decisions 
of husband and wife are related to the amount of participation in the inter- 
action situation and to the power elements in the role differentiation of the 
cultural organization to which the husband and wife belong. 

Using the same technique of recording and analyzing interaction, Strodt- 
beck (9) investigated the family as a three-person group including father, 
mother and teen-age son. Problems for the group to work on were so con- 
structed as to provide situations in which the father and mother were in 
agreement, the father and son were in agreement, and the mother and son 
Were in agreement. Thus, one of the family members was always in dis- 
agreement. 

By organizing Bales’ categories into indices, four support types of cate- 
gories were developed: solidary, contending, dominant and conflicting. 
Strodtbeck found that the person who talked the most tended to win the 
Most decisions and the least-speaking person tended to win the least. How- 
ever, the least-speaking person did not seem to lack support from the other 
family members. He concluded that decision-making power 15 associated 
with high participation in the family but when the two most active members 
are in conflict stability is not necessarily low. : 

Bishop (3), using a different type of categorization, has studied mother- 

ild interaction as it is related to the social behavior of the child. Preschool 
children and their mothers were observed during two 30-minute "free-play" 
periods under controlled conditions. Behavior of both mother and child was 
recorded at 5-second intervals and the behavior assigned to categories repre- 
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senting facilitative and inhibitory behavior. In general the results tende 
indicate that when the mother exhibited behavior considered as direc 
interfering, criticizing and suggesting control, the child responded in at 
hibited, noncooperative or negative manner. 
An equally important approach to observation of direct interaction di 
not always involve the construction of a categorical system prior to ob 
vation of the actual behavior. Ultimately, of course, some system of quan 
fication must result but behavior can be recorded objectively without thet 
of predetermined categories. Barker and Wright's One Boy's Day (2) is 
classic example of this type of observation. Raymond was a 7-year-old 
living in Midtown. For 14 hours of one day he was under constant obs 
tion by 8 different observers. Barker and Wright made no attempt 
analyze the causal factor of Raymond's behavior but submitted this doe 
ment as a description of what one 7-year-old did from the moment he awo 
in the morning until he was tucked in bed at night by his mother. y 
Gardner and Pease (5), as part of a larger research program, are in th 
process of investigating the responses of two-year-old children to certain & 
trolled stress situations. One such situation is called the Stranger Relati 
ship Test. When the investigators leave the room the child's mother t 
him that she must leave for a minute but that she will be right back. 1 
child is then left in the room alone. In 15 seconds a woman, previously 
known to the child, enters the room and sits down for 45 seconds. At! 
end of this time she asks the child if he would like to go and find his mother 
"They then leave the room and find the mother, who is waiting outside. 
During this 60-second interval the experimenters jointly record the be 
havior of the mother and child, the child alone in the room, and the chil 
with the stranger. A one-way vision mirror is used, and as one observer 
ports the behavior the other records. Frequent checks by the recorder are 
made on the reported behavior. A 
s If this type of observation is to yield meaningful data certain rules ori 
sights into objective recording need to be understood by the observers. Sin 
individuals bring to any situation a multitude of personal experiences 
which they interpret present behavior, observers need to be aware o 
differences between this personal interpretation and the observable fa 
However, if only behavior which might be recognized by everyone is. 
corded and the impressions or interpretations of the observer are igno 
much valuable information about interaction is lost. 
a = retaining both types of information is to recognize Í 
pb a: A m record it. The observational record can be divided 
Bonis o lei aiming to facts and one to interpretation. As the obser 
an attempt is made to describe behavior that is actually 


(facts) and interpretation of this behavior. For example, an observer re 
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the behavior of four-year-old David as he greets his mother at nursery 
school. The observer sees that David and his mother hug each other and 
records: "David and his mother are very affectionate.” This gives little if 
any information about what actually happened between David and his 
mother but rather is an interpretation by the observer of what was seen. Ob- 
jective recording would show: “David went over to his mother and put his 
arms around her. He puts his hands on either side of her face and gives her 
a kiss. David's mother hugs him and takes his hand as they go out the gate." 
Interpretation by the observer might include: “David likes to kiss his mother. 
He is very affectionate.” This type of recording requires skill in being aware 
of the activity under observation and of value judgments inherent in cer- 
tain words and phrases. 

Regardless of the type of observational approach, i.e., observation based 
on a previously determined categorical scheme or on a diary recording, ob- 
servers need to be trained so that they understand the function of the cate- 
gories or the level of objectiveness of the diary record. The importance of 
observer reliability cannot be overemphasized, for their scores or recordings 
represent the raw data by which specific hypotheses will ultimately be tested. 

One method of training observers which seems to hold promise is the use of 
motion pictures. The particular advantage is that the behavior can be viewed 
many times without altering the interaction situation. In a study by Brady 
(4) in which she investigated the interaction of brothers, an attempt was 
made to establish observer reliability by first training the observers in the 
use of interaction process analysis through a filmed sequence. 

. For a little over a month observers met three times a week to score the 
interaction seen in the motion picture. At the end of this training period it 
was found that observer reliability, determined by chi square; when tested 
on a film not previously seen resulted in probability levels varying from 2 
to .7. The pair of observers having the highest reliability were then trained 
in live sessions and probability levels between 7 and .9 were obtained. How- 
ever, when these observers continued to score live sessions the probability 
levels were variable and inconsistent. Brady felt that some of the incon- 
sistency of performance between observers might be accounted for by the 
fact that additional skill in scoring was being acquired at a different rate of 
competency by each observer. 5 1 

Howell (6), using Bales’ technique, studied the interaction between stu- 
dents and preschool children as a measure of the effectiveness in attitude 
changes of college students enrolled in a basic child development course. She 
used the pair of observers previously employed by Brady. Although live 
training sessions were initiated, Howell experienced difficulty in establishing 
consistent levels of reliability for the observed behavior. f 

If there is justification in drawing tentative conclusions from these studies 
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it might be suggested that when precise and definite categories of interaction 
are used in live sessions, training of observers needs to take place over a 
relatively long period of time. It is interesting to note that in both studies 
when the observer reliability was calculated using the broader areas of posi- 
tive, neutral and negative interaction rather than the 12 more specific cate- 
gories, probability levels were consistently in the neighborhood of .7 and .& 
This suggests the question of finiteness vs. grossness in developing a cate- 
gorical scheme. 

The problem of the effect of the observer or observers on the interaction 
situation deserves some consideration. There can be little question but that 
the intrusion of the observer alters the interaction situation. Recognizing 
this, it is possible for the research worker to minimize this effect by using 
observation screens or booths or by so constructing the interaction task as to 
take advantage of the additional stress produced by the presence of the 
observer. 

In some instances the observers can be so much a part of the environment 
that the subjects show little effect from their presence. Barker and Wright 
felt this was the case in their account of Raymond and his eight observers. 

An example of taking advantage of the presence of an observer can be 
illustrated by a study in progress at Iowa State University (7). As part of a 
larger study mothers bring their year-old children to the Child Development 
Research Laboratories to undergo certain psychometric tests and develop- 
mental and anthropometric measurements. The test situation varies in length 
but usually takes an hour and is terminated by the anthropometric measure- 
ments, which most year-old children resist strenuously. Immediately follow- 
ing the physical measurements the mother dresses the child on a table 
approximately the size of a card table. She is instructed to keep the child on 
the table and to go about the dressing procedure as she normally does. Dur- 
ing this time a motion picture record is made of the interaction between the 
mother and her child. There is little doubt that the mother reacts to the 
presence of the camera and behaves differently under this artificial stress 
situation than she does in the privacy of her home. However, the purpose of 
the recording is to observe mother-child interaction under stress. The camera 
and operator act as additional pressure to the situation and are a consistent 
force from test to test. 

Filming of parent-child interaction is a promising type of recording that 
eliminates many of the disadvantages of live observation. It provides an 
opportunity for the experimenters to review the interaction without altera- 
m a the oe and gives a documentary record of behavior. It allows 

ysis at a later date without loss of data. The interaction behavior may. 


be looked at in terms of a variety of variables without the contamination © 
observer interpretation. 
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Filmed sequences have their limitations, for the camera can record only 
that behavior which it sees. All the activity on the periphery is lost, some 
of which can be extremely meaningful. The effect of the actual filming on 
the subjects cannot be eliminated but it can be minimized. An experimental 
room can be equipped so that the camera and operator are housed in an area 
not observably a part of the room, and while the subjects know they are 
being filmed the actual filming is not obvious to them. 

It seems appropriate to end this discussion by suggesting some types of 
information pertaining to parent-child interaction that can be appropriately 
investigated through the observation method. Studies of parent-child inter- 
action under stress conditions could yield information as to the stability of 
the parent-child relationship, and the patterns of behavior employed in meet- 
ing such situations. Decision making, as a variable of investigation, might 
reveal information as to how parent and child differentiate their roles in the 
family, how the dependent-independent relationship of the child is estab- 
lished, and how the strength of the parental or child role is determined. 
Guidance is an important aspect of family responsibility, and knowledge of 
how parents pass on family and cultural values could give insight into the 
developmental pattern of the socialization of the child. 

It would seem that research centered around parent-child interaction 
would give fruitful new insights into the development of personality and the 
structure of family living and would be of value not only to clinicians, 
research workers and social caseworkers, but to parents and educators as 
well. 
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f Paine is a report on a research project! which began in 1952 with an in- 
vestigation of the general nature of communication. Our approach 
centered around the Logical Types of Russell and Whitehead (3), and we 
therefore analyzed our data in terms of levels of communication. We noted 
then that even the lower mammals communicate at multiple levels—they 
play and indicate they are playing. Our interest in schizophrenia developed 
when we observed that the schizophrenic consistently confuses his levels of 
communication by qualifying what he says in an incongruent way. We 
then posed ourselves the problem of what sort of learning situation would 
induce an individual to manifest an incongruence between his levels of com- 
munication, and from this came Bateson’s hypothesis of the double bind 
(1). He suggested the schizophrenic must have been raised in a learning 
situation where he was constantly required to respond to messages of dif- 
ferent levels which disqualified one another. For example, his mother might 
have said to him, “Come and sit on my lap,” in a tone of voice which indi- 
cated, “I wish you would disregard what I say and not always be so obedi- 
ent.” The child would have to respond, could not leave the field, and would 
be punished if he commented on his impossible situation. This a priori de- 
duction led us to investigate what actually happens in the family of the 
schizophrenic, and we are presently observing the interaction in such 
families. 

Our emphasis is not upon the ideas, beliefs, or attitudes of family members, 
but upon their patterns of responsive behavior as they interact with one 
another, We approach the family of the schizophrenic as a system which 
differs from many other possible kinds of family system, rather than as # 
family with something wrong with it in contrast to a “normal” family. 

* Project for the Study of Schizophrenic Communication, directed by Gregory Bateson. The staff 
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Meruop or CoLLECTING Data 


observations of this type of family take place in a therapeutic setting. 
Serve families containing a schizophrenic member as they participate 
apy sessions where the total family is brought together as a group. 
ie sessions are recorded on tape, and at least one film is made of each 
y interacting in a loosely structured situation. Our approach is intensive 
ither than extensive, the sample consisting of about ten families seen over 
griod of time and another ten seen in more brief observation. Patients 
jn age from 12 to 40 years and come from various socioeconomic 
ounds. 
To study the responses of family members t 
üght together. This seems particularly impor 
sar to behave rather differently when seen ind 
M express himself in one way when seen in an interview alone, and quite 
erently when spouse and child are present. Similarly, if they are seen in 
"initial interview they do not behave as they would after long-time ob- 
ation when their interaction has become more intense. A useful aspect 
z-term observation is the opportunity to validate hypotheses. When 
tain pattern is observed, it can be seen to occur again and again and 
becomes predictable. & 
ipproaching the family through observation of family therapy ions 
For one thing, it is doubtful if 
hout becoming involved in 
parents and child are brought together implies 


o each other, they must be 
tant since family members 
ividually. Mother or father 


the family situation. When a therapist. 


rit provides to introduce ideas into 
way and so we 


es a comment, the family respon: 

about that uniqueness. 

e occasional use of film permits more exact study of body movement 
f kinesic expression 1s illustrated 


as well as words and voice. The importance o 
by the patient who would not speak to his mother when she wore dark glasses. 
ways she qualified her statements with her eyes could only be captured 


How THE DATA ARE CLASSIFIED 

e like to say that we classify the data within a framework of communi- 

ns theory, but unfortunately there is no communications theory ade- 

te for our needs. Therefore, we are building such a theory. The usual 

ychiatric terminology is inadequate for our purposes. Psychiatric theory. 
r confines itself to what is happening inside a patient or describes the 

vidual rather than his interaction with other people. 


nt 


rs 
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Currently we are approaching family data by hypothesizing that t 
members of any one type of family will be limited to certain ways of 1 
within a total possible range. The potential range of behavior when 
father, and a child are brought together might be described as follows: 

a) If a family of three is brought together in a room, the members must 
inevitably communicate with each other. Although it seems obvious, it is 
particularly important that family members cannot avoid responding, or 
communicating with one another. If one speaks and the other does mot 
answer, his not-answering is responsive behavior. 

b) Each person will not only communicate, but he will qualify his com- 
munication. Whatever one says must be said in a tone of voice or with a 
body movement or in a context which indicates what sort of statement itis. 
A man can smile and smile and murder while he smiles, and both levels of 
message must be taken into account when describing human behavior. If we 
simplify the complex behavior of an individual, we can say that people com- 
municate at two levels, and that they may qualify their own statements by 
affirming them or by disqualifying them. A man can say he wants to do 
something and affirm his statement by the ways he says it, or may be “unm 
assertive” and say he wants to do something in such a way that he takes it 
back by indicating, “Don’t take seriously what I say.” j 

c) Each of the three people in a room will not only qualify his own state- 
ments; each will also qualify the statements of another. Each may affirm 
what the other says, or each may disqualify the other person’s statements. 
For example, father may compliment mother and she may either accept; 
and so affirm, the compliment, or she may disqualify it by indicating he 
should have offered the compliment at some other time. 

d) It is also possible for two people to communicate directly by each 
labeling his statements as addressed to the other, or one may speak to the — 
other "through" the third person with the knowledge that the second person 
will overhear. 

e) When three people are together, some sort of leadership must take — 
place, even if it is merely who will speak first. Any one of the three may - 
initiate something and the other two may go along with him or counter by 
attempting to take leadership themselves. 

f) It is also possible for the three people to form alliances. Two may form i 
a coalition against one, or all three may ally themselves against the outside ‘ 
world, or one may ally himself with the outside world against the other two 
_ 8) Finally, something will inevitably go “wrong” when three people are - 
in a room together, and there are various possibilities for the family members 
to handle the question of blame. J 

This list of some of the possibilities of a three- 


iviti i person system separates out - 
many activities which occur simultaneously, 


A family member may form an i 
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alliance, but he may at the same time indicate he isn’t forming one, or he 
may take blame but qualify this with an indication that he really isn’t to 
blame or should be given credit for taking the blame. 


Tue Luwrations WirHin Any OnE FAMILY 


Given a potential range of behavior between three people in a family 
system, it becomes possible to look at any one family as restricted to a cer- 
tain range of that potential. In one family, the members will not interact 
in all possible ways, but rather limited patterns of interaction develop. 
These patterns are worked out by the individual family members as they 
interact with one another. From our point of view, each family member 
governs the behavior of other family members by indicating what behavior 
is acceptable and what is not. The rules family members lay down for one 
another as they interact become describable as the rules of the family system. 
For example, when a couple gets married the husband will behave in certain 
ways which are unacceptable to his wife. She may become indignant, or 
weep, and their marriage system may then develop with the exclusion of 
that type of behavior. 

The exclusion of certain types of behavior in any one family makes it possi- 
ble to describe a family as a restricted system. One can observe family mem- 
bers communicating with one another and determine the rules of the family 
system by noting the action which develops when a prohibition is apparently 
infringed. A family member may behave in a way which is not approved by 
others, and their angry responses, or their silences, indicate that that sort 
of behavior is prohibited in this family. For example, father and child may 
form an alliance against mother. She may become “‘upset”’ until they end 
the alliance. This sequence would indicate a family prohibition on overt 
alliances between father and child against mother. In this sense, the family 
is approached as an error-activated system. We are beginning to believe 
that one of the “errors” in the family of the schizophrenic is self-assertive or 
affirmative behavior by the patient. Such behavior activates his parental 
governors to enforce the rules of the system. í 

Essentially our approach is a cybernetic one. The family is seen as a self- 
corrective system which maintains a limited range of behavior by the opera- 
tion of three “governors” setting rules and prohibitions for the system. 

I shall list some of the restrictions and rules which we observe in the 
family of the schizophrenic. These are of the most general nature and some 
of them appear in a gross way while others are more subtle, just as schizo- 
phrenic symptoms are sometimes more clearly manifested than at other 
times. These rules are not meant as a finalized set of statements about these 
families, but as illustrative of the sort of statements it is possible to make 


about observable behavior. 
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a) Although it is possible for someone to say something and qualify it by 
either affirming or denying it, in this type of family the members do not say 
something and affirm what they are saying. If a family member says he 
likes something, he qualifies his statement by indicating he shouldn't be 
showing a preference. At times any person may disqualify his own state- 
ments—when one is sarcastic, or when one is polite when angry, this is hap- 
pening. However, this kind of incongruence between levels of message is a 
constant pattern in this type of family. Whenever one finds an exception, it 
usually proves not to be one. For example, a father when being filmed 
stated positively what the family was going to do that week, but a few mo- 
ments later, when the family members had reacted to him, he said he had 
only been speaking because he was supposed to say something when being 
filmed, thus disqualifying his positive statements. 

b) Although it is possible to affirm what another says or negate it, the 
members of this type of family rarely affirm what another of them says. 
Each disqualifies the other person's communication. They don't necessarily 
disagree with what the other says, but they do disqualify the other's right to 
say it or his motives. This general statement covers many contradictory 
descriptions in the literature of the members of this type of family. For ex- 
ample, some reports say that the mother is overprotective and others say 
she is rejecting. She may be both and still be disqualifying her child's com- 
munication. If overprotective she is indicating he isn't capable of what he is 
doing; if rejecting she is indicating he isn't doing what he should. Similarly, 
the father may be vicious and thereby disqualify his wife's communication, 
or he may be passive and withdrawn and thereby disqualify all her at- 
tempts to be affectionate with him. 

c) Inevitably if the family members do not affirm what they themselves 
say, and also disqualify each other's statements, there can be no clear leader- 
ship in this type of family. If one initiates something, he indicates he really 
isn't initiating. If the other opposes him, he indicates he really isn't oppos- 
ing him. The attempt to take leadership, even while denying the attempt, is 
consistently met by a disqualification by other family members. 

d) No labeled alliances are permitted within the family or outside the 
family. Should a coalition appear, if it is called one it disintegrates. For 
example, should mother and father appear to be allied against the child, the 
child has only to say, "You're both against me," and one or the other parent 
will deny it. 

e) Although it is conceivably possible for anyone in the family to accept 
blame, in this type of family the mother is never blamed in such a way that 
she can accept it. When blamed, it is usually in such a way that she can 


easily show that her innocence is obvious. Much of the interaction is devoted 
to her proofs of her innocence. 
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hypothesized rules of the family system become apparent when the 
c analyzes family communication intensively. The verification of 
these statements depends to some extent upon the skill of the observer. Be- 
ire discussing a way we are developing to validate our description with ex- 
mental results, I shall show an excerpt from a film of a family. (The film 


yn.) 
pt The film presented is a ten-minute excerpt from a half-hour film. The family consists 
of parents, a boy of 17 who is the identified schizophrenic, a girl of 15, and a girl of 3. 
“The family is asked to plan something to do together as a group, and then the family 
hembers are asked to speak in turn in response to the question, “Who is in charge in 
this family?” 
© This particular family is unable to reach agreement on what to do together or even 
"to discuss the question, and they have a rather explosive response to the question of who 
isin charge. The boy answers first by pointing to his father and saying “Him.” At this 
Point mother and daughter burst out laughing. The boy then says, **He's the oldest in 
the family, that's all I can say.” It is then father’s turn, and he says he doesn’t know if 
he should deal with the same question, and then he ceremoniously thanks the boy for 
© the compliment. It is then mother’s turn, and she says, “I haven't been listening, I’m 
t y my, perhaps I should have been.” When the turn comes to the 15-year-old daughter, 
“she says that she is the one who is going to decide what kind of turkey to get for Thanks- 
giving and raises the question whether they should have it Thursday or Friday. 
f The film illustrates the confusion in this type of family when they attempt to deal 


“With a particular subject and the conversation disintegrates into continuous disqualifica- — 
tion of each other’s statements. 
— You may have seen the family following the rules and prohibitions I have 
‘described, or you may disagree with me. We would like to be able to make 
Statements about these families which anyone looking at this type of family — 
can verify or refute—without taking a sample of a hundred families. How- 
ever, the material is complex and skill in observation will vary from indi- 


-yidual to individual. - 
We are now planning a series of family experiments similar to the small 
‘group experiments of Alex Bavelas. It is premature to discuss this program, 
“but in essence we are bringing families together in a situation where their 
“communication is restricted. If family members function in daily life within 
- certain prohibitions, then if they are placed in a situation so structured that 
they must infringe the prohibitions, they should have more difficulty with an 
assigned task than another type of family. Or, if they are given a group task 
which is facilitated by following their family rules, then this type of family 
- Should accomplish it more successfully than other types of families. — 
_ To illustrate the type of experiments which can be used, our project 1s 
- currently developing a coalition experiment. The three family members are 


- placed at a round table with partitions so they cannot see each other. In 
tay front of each person there is a counter which adds up an observable score. 
p Also in front of each person there are two buttons. The button on the left 
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represents the person on the left, and the button on the right represents the 
person on the right. The buttons are labeled. A person gets a score when he 
chooses the person on the left or right at the same time that person is choos. 
ing him. That is, if mother presses father’s button at the same time that 
father presses mother’s button, both their counters begin to add up a score. 
The counters all work at the same speed. One person can make a score only 
in coalition with another, and when two people are in coalition they score 
equally but the third person does not score at all. 

Parents and child are placed at this table and play this game for two- 
minute rounds. During the first two rounds, they press their two buttons 
without knowing if someone is pressing their button unless their counter 
begins to go. Then they know they are in a coalition and scoring. The last 
two rounds are played with indicator lights which go on when anyone presses 
a button. With these lights, any person knows who is choosing him and so 
he can easily form a coalition by pressing that person’s button. 

According to the hypothesis about this type of family, if placed at this 
table they should have more difficulty in forming coalitions, and so have less 
total time in coalition with each other, and they should have more unstable 
coalitions and so have shorter lengths of time per coalition, on the average. 

Our preliminary results in setting up the experiment, which are too few to 
. be conclusive, indicate support for the hypothesis. The family of the schizo- 


phrenic tends to spend a greater amount of time not in coalition at all 
than another type of family. 


Tue FUNCTION or SCHIZOPHRENIC BEHAVIOR IN THE FAMILY 


At present our observations of the families of schizophrenics take place 
after a child has manifested a psychotic episode (or in our contrast families, 
has become disturbed or delinquent). Whether the family behaved in a sim- 
ilar way prior to the pathological behavior is unknowable. In this sense it is 
difficult to say that the family interaction “caused” schizophrenia. There are 
two possibilities: (a) If the family is a governed system and the child behaves 
in a schizophrenic way, then schizophrenic behavior is a necessary part of 
that family system. (b) Alternatively, schizophrenic behavior may be the 
Product of a breakdown in a particular family system. The family then re- 
organizes a new system with schizophrenic behavior as a part, and this is 
what we are presently examining. 

From our point of view schizophrenia is an intermittent type of behavior. 
The Patient may be behaving in ways similar to his parents at one moment, 
and manifesting schizophrenic behavior at another. It is our hypothesis that 
the moments in which he manifests schizophrenic behavior are moments of 4 
particular kind of Stress. We suggest that when the patient is staying within 
the rules of his family system, he is behaving "normally." However, when 
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iis required to infringe the rules, and at the same time remain within them, 

dapts by schizophrenic behavior. His infringements of family prohibi- 
ns are likely to occur (a) when two family prohibitions conflict with each 
ier and he must respond to both; (b) when forces outside the family re- 


members. 
o differentiation of the family of the schizophrenic from other types of 
ies is sufficient to argue that schizophrenia is of family origin unless the 
action of schizophrenic behavior in the family is clearly described. We 
no final word on how such behavior is necessary in this type of family. 
ver, we hypothesize that schizophrenic behavior, described as com- 
ation conflicting at all levels (2), is appropriate to à situation where 
must conform to conflicting sets of prohibitions. If family rules are in 
ict, the patient may conform to one rule at one level and another at 
other level, and so manifest conflicting levels of communication. One 
sar result of schizophrenic behavior is the way it incapacitates anyone 
ccusing the patient of infringing prohibitions. He indicates that he is not 
infringing prohibitions by indicating that Ae is not communicating what he 
is communicating at this time and in this place and with this person, and so _ 
he becomes describable as “withdrawn from reality.” 
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A PSYCHIATRIC DAY TREATMENT CENTER AND SCHOOL 
FOR YOUNG CHILDREN AND THEIR PARENTS* 
RUTH L. LaVIETES, M.D.,t WILFRED C. HULSE, M.D.,t ano 
ABRAM BLAU, M.D. 
Child Psychiatry Division, Department of Psychiatry, Mount Sinai Hospital; and Godmothers’ 
League Day Treatment Center and School, New York, N. Y. 
ESPITE the varied facilities in New York City, none is available for 
the child whose emotional difficulties necessitate his exclusion from 
school and who is not suitable for residential placement. Would a combina- 
tion of special schooling, psychotherapy and treatment of parents be effec- 
tive? Could these children continue at home and in the community if special 
services were available? While residential treatment is undoubtedly neces- 
sary for certain children, questions arise about the wisdom of removing 
young children from their families, for in the final analysis, children must 
adjust to a home and the social community. Perhaps in a special school many 
advantages and fewer of the disadvantages of residential placement could 
be achieved, and additionally, the cost would be lower. 

In September 1956, we initiated a new psychiatric service, a Day Treat- 
ment Center and School which combined psychiatric treatment of child and 
parents with a therapeutic school. It was planned for the youngest school- 
age child as a pilot project to ascertain if it had more to offer such children 
than either a clinic or a residential program. In this paper, we describe this 
facility as it evolved in the first two years of operation, with clinical ex 
amples of its special function, and assess tentatively its value for the 27 cases 
admitted and for the 17 who were treated for one year or more. 

The Godmothers' League Day Treatment Center and School was initiated 
following a survey and recommendation made by the Federation of Jewish 
Philanthropies of New York City. The private philanthropic Godmothers' 
League previously operated a nonsectarian shelter for infants, a function 
now better served by foster homes. For medical and psychiatric responsi- 
bility, a clinical affiliation was arranged with the Mount Sinai Hospital. 
pilot program for 20 children and families was planned. It was also to be 
training resource for child psychiatry fellows, social workers and teachers, 
with an opportunity for research in child psychiatry and special education. 

The premises are a four-story modern elevator building in a residenti 
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ind business area of Manhattan. The building includes four classrooms, two 
iy therapy rooms, a gymnasium, and a roof outdoor play area. Three class- 
s have bathrooms attached, and one play therapy room and one class- 
m have a one-way viewing mirror and one-way sound for outside observa- 
In addition, there are eleven offices, a waiting room, a large audi- 
rium, and kitchen facilities. 
"The responsibility for the clinical program and staff rests with the Child 
Psychiatry Division of Mount Sinai Hospital and its Psychiatrist-in-Charge 
.). The program is organized as one of the units of the Child Psychiatry 
Division and is in direct charge of the Clinical Director (R.L.L.), who is also 
athe staff of the Mount Sinai Hospital. The Associate Attending Psychia- 
(W.C.H.) gives direct clinical supervision bimonthly. The staff attends 
a regular weekly conferences of the Child Psychiatry Division, and senior 
‘child psychiatry fellows have part of their training at the Center. The Board 
"of Education of the City of New York joined the program a year after its 
"inception and assigns three of the five teachers in the program. 
£i budget totals approximately $100,000 a year, contributed mostly by 
"private funds raised by the Godmothers' League. The Board of Education 
"pays three teachers and the half-time education supervisor and provides 
“classroom supplies. State funds ($20,000) are received from the New York 
State Department of Mental Hygiene, and a contribution ($4,000) comes 
—from the Greater New York Fund. Fees from patients, based on a sliding 
"scale according to income, contribute a small part ($5,000). 
The staff consists of 22 full-time and part-time professional members, 4 
‘Secretaries, a cook, and a housekeeping couple. The full-time Executive 
- Director, a social worker, is in charge of administrative functions regarding 
“personnel, building and grounds, relations with the Godmothers’ League 
.— Board of Directors and the community, and their liaison with the clinical 
- program. The Clinical Director (half-time), a psychoanalytically trained 
— child psychiatrist, is responsible for intake, psychotherapy, and the clinical 
— therapeutic aspects of the school program. She supervises the staff indi- 
‘vidually and as a group, and coordinates the total program. Four part-time 
- Child psychiatrists give a total of 26 hours a week for individual psychother- 
_ py, either of parents or children. Three second-year child psychiatry fellows 


in training each spend one afternoon a week at the Center. The social service 


department consists of a casework supervisor, one part-time and two full- 
School of Social Work. One 


time workers, and a student from the New York 
chologist (half-time) tests and observes children and parents. There are 
full-time teachers and one half-time education supervisor. A part-time 
atrician gives about two hours per week, examining children and super- 


ing public health aspects. : 
Integration and supervision are maintained by the constant informal com- 
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munication of a staff located in one building, by conferences, and by 
plete recording. In addition to meetings of each discipline and direct sy 
vision of all professional personnel by the Clinical Director, there are var 
interdisciplinary meetings. There is a monthly team conference of all pe 
sons (psychiatrist, psychologist, social worker, teacher) involved with 

particular family. Three weekly conferences are attended by the whole sti 
At general staff meetings once a month, case or didactic material is pre: 
regarding the current caseload. Approximately two to three times a 
in rotation with other units of the Child Psychiatry Division, case ma 
is presented over three to four sessions at the weekly conferences of the 
Psychiatry Division at Mount Sinai Hospital, chaired by the Psychia! 
in-Charge. Integration between the Board of Education and the Centel 
maintained by meetings between the Clinical Director and the supervi 
from the Board of Education, and by conferences with the teachers. 


InTAKE AND DiAGNOsTIC STUDY 


Youngest school-age children (5 years 8 months to 8 years) resid 
any borough of New York City are eligible. The Center is nonsectarian 
the sliding fee scale is from $50 to $5,000 a year. Children with severe s 
difficulties, excluded from school or with exclusion threatened, are acce 
The family situation must be relatively intact and the child must be able to 
fit into a group of five or six children. Children are selected whose treatab 
(and whose parents’ treatability) holds promise of their being able to 
to a regular school within three years of their admission to the prog 
Subsequently, outpatient follow-up care is continued. The psychiatric 
nosis as such does not determine admission, although children with epil 
primary mental retardation, manifest organic brain damage and sever 
autistic children are excluded. Intake statistics for the first two years of 
eration are presented in Table 1, and intake diagnoses are given in Table 

Detailed diagnostic studies are done to establish suitability. After i 
screening of the parents by the Chief Social Worker, and of the child by t 
Clinical Director, they are seen individually in psychiatric interviews 
evaluation as individuals and as a family group. Simultaneously, a so 


TABLE 1. INTAKE STATISTICS 


Number of inquiries 232 
Number of applications sent out on basis of possible suitability 87 
Number returned 71 (82%) 
Of applications returned 

Accepted 

27 (38 
Withdrew 4 reek 
Rejected 


40 (56%) 
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TABLE 2. DIAGNOSIS OF ACCEPTED CHILDREN 
Personality disorder (with immaturity, behavior 

disorder, anxiety, learning retardation, etc.) 16 
Psychosis (childhood schizophrenia) 11 


worker sees both parents for a casework history. The child’s group reactions 
are observed for a month in the classroom in which a suitable opening exists; 
the daily period is brief at first and is increased gradually to a full day. The 
psychologist tests each parent and the child, and the pediatrician evaluates 
the child. Thus, for about a month, the parents and child are studied in- 
tensively by the team of psychiatrist, social worker, psychologist, teacher 
and pediatrician, and an initial diagnosis and intake decision is made at a 
team intake conference. The familial dynamics are discussed, and treatment 
assignments are made to teacher, psychiatrist and social worker according 
to their needs while planning psychotherapy, teaching or casework. 

The extended diagnostic period exposes the parents to the demands re- 
garding time and cooperation. Some parents seek merely school placement 
and are surprised by the participation required. The emphasis during the 
diagnostic period on mother and father as well as child introduces our spe- 
cial approach and thinking, even before formal therapy begins. Conse- 
quently, some parents withdraw during the diagnostic period because of 
unwillingness or inability to become involved. Those who remain are strongly 
motivated, though not always for the healthiest reasons. 


TREATMENT PROGRAM 


The comprehensive family treatment program by the team has a dynamic 
psychoanalytic orientation and consists of individual psychiatric and group 
treatment of all members as well as special schooling. Each case represents 
three patients, the child and both parents. Though it is accepted that most 
psychopathology in children is the outgrowth of disturbed interrelation- 
Ships between the parents themselves and the child, one is not always able 
to formulate treatment accordingly. In our Center, we attempt to under- 
stand the psychopathology within the family setting and to treat each 
member so as to bring about an alteration both in individual personality 
structures and family interrelationships. The intensive quality of the thera- 
Peutic program depends not only on the number of hours of treatment, but 
on the spirit of the Center. Because of the small number of families, the 
physical setting, the great deal of time that fathers, mothers, children and 
often other siblings spend on the premises, and the consequent interrelation- 
Ships, the program becomes very important to each member of the family. 

€ positive community of the Center temporarily replaces the larger out- 
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side community from which they have been rejected, and the therapeutic 
and school programs become a significant part of their lives. 

Each parent is in individual treatment, either psychiatric or casework, a 
minimum of one session per week. Each child is seen individually either by a 
psychiatrist or a caseworker from one to three times weekly, except for a few 
not yet ready for individual sessions. One case is being treated by a psycholo- 
gist. In addition, all mothers are in counseling groups of five or six with 
a social worker. Moreover, milieu therapy exists in the atmosphere gener- 


ated by the intimacy and the high ratio of professional personnel to pa- 
tients. 


The treatment program is continued on an outpatient follow-up level 
after discharge to the community school. Many children are able to return to 
school before they or their parents are able to stop treatment. The following 
are examples of different levels of therapy, 


Individual psychotherapy of a child. C.E. (Case 6), aged seven, was withdrawn, de- 
pressed, and suicidal. He was preoccupied with abstract inventions, speculations about 
space, and had temper tantrums at minor frustrations. Mr. E. was obsessive and com- 
petitive toward his son, using all their contacts together to prove that he was smarter 
and therefore more deserving of dependency care from Mrs. E. Mrs. E.'s manner prom- 
ised warmth and pleasure, but actually she was detached and almost completely in- 
capable of either emotional or intellectual communication with others. In psychiatric 
therapy, the boy, preoccupied with distances and mechanical contrivances, attempted to 
turn his world into a big machine to avoid painful emotional relationships. By a positive 
relationship and interpretations of the machine concepts as a defense, the psychiatrist 
was able gradually to bring him to accept the human quality of the world around him, 
and to a greater readiness to deal with it rather than to defend himself against it. (A 
psychiatrist was selected for this child to focus especially on his internalized problem and 
to bring unconscious conflicts to his awareness.) 


Casework treatment of a father. Six-year-old E.N. (Case 1) was phobic, depressed, and 
had severe separation anxiety. Both Mr. N. and the child were terrified of the mother, 
an infantile, narcissistic woman who had severe tantrums when she did not get the 
excessive maternal care she demanded from her husband and child. Mr. N. was fearful, 
impotent, stuttering, and guilty, In casework treatment, his strengths, such as his under- 
standing, insight, capacity for action, and flexibility, were brought to his attention. BY 
reducing his conscious guilt, he began to see his wife as she was, and to feel more justified 
in his criticism of her. He learned to stop using his daughter to appease his wife, and 
rather to ally himself with the child to withstand the onslaughts of Mrs. N. Both father 
and daughter grew in their individual strengths and ability to handle the mother, and 
she in turn received comfort and support from their strengths in place of the demonstra- 
tion of weakness which she had previously extracted from them. (Casework was selected 
for Mr, N. because it was felt that his position in the family and his ability to help his 
daughter might be strengthened through conscious understanding of himself and his 
relations within the family, without exposing the unconscious roots of his difficulty. 


3 
Even so, his sexual impotence cleared up during casework ther apy, altho g 
dealt w ith directly +) 


Xs: counseling Sor mothers. Mrs. W. (Case 14) buried hostility and aggression be 
neath an overfriendly verbose exterior, Her son, aged Seven, was aggressive, impulsive, 
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sd uncontrollable, In individual sessions Mrs. W. presented herself as a charming friendly 
pn who had no idea why she should have such a difficult child. She constantly inter- 
her successful conventional life as evidence of her being unrelated to any of her 
Son's difficulties. However, in group sessions with peers, her antagonism was harder to 
Ww. ide. Other mothers became angry at her and her child, whom they saw as similar in 

their aggressiveness; they pointed up this similarity as well as their observations in the 
E and elsewhere that she encouraged her child's defiant behavior. Although she 
1 "was extremely resistant at first, improvement occurred as the process of confrontation 
XT , and she was forced to face in the positive supportive group setting the fact 
that she was using her son as an instrument of her own aggression. 


THERAPEUTIC EDUCATION PROGRAM 


In this setting of the school as an integral part of the treatment program, 
‘the teacher is an important member of the team. Cognizant of the psycho- 
ithological dynamics, he can connect it with the child's behavior within 
‘the classroom. His work with the child is guided both by his skill as an edu- 
" eator, and the knowledge of the child derived in part from the other disci- 
plines. Since each teacher has no more than five children, there is a better 
‘Opportunity to observe and investigate the intellectual, social and inter- 
| personal problems of the child, and also to work out individual methods of 

teaching and handling. 

Children attend classes from 9:30 A.M. to 2:30 P.M., or less if necessary. 
“The lunch hour is considered part of the therapeutic day, and the teacher 

eats with the children. Sometimes there are two teachers to à class of eight 
or nine children. The groups have thus far been arranged according to levels 
‘of ego function, in an attempt to have as homogeneous a group as possible 
"(whether this is the most desirable grouping is still under study). 
_ About a year after the start, the Board of Education entered the program. 
es Tt is customary in New York City for the Board of Education to provide 
| Special independent schooling in institutions (such as psychiatric hospitals 
Or residential treatment centers). However, the relationship in our Day 
"Treatment School needs special consideration. The teachers have full aca- 
demic responsibility, but there are therapeutic aspects in the classroom 
— Situation which have to be considered a clinical fanction. Two of the five 
- teachers were additionally employed to increase the ratio of teachers beyond 
- the Board of Education standards because this was considered necessary 
- for our program. This new way of functioning, together with the fact that 
| We were attempting an experimental combination of educational and clini- 
_ tal disciplines, led to some difficulties on which we are still working. The per- 
sonality characteristics necessary in the special teachers, the group process 
versus the individual process, and the primacy of emotional growth versus 
E academic learning are controversial issues. Such issues, while creating some 
_ Problems, provide interesting differences of opinion with which to work. 
The Board of Education represents the usual community approach to a 
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child, sick or healthy. A psychiatrically oriented group therefore would have 
to differ on some basic issues and would bring up the question of which atti- 
tudes should have preference in dealing with disturbed children. 

In this kind of educational program, each child receives a special curricu- 
lum and individual attention, with greater tolerance for his deviant behav- 
ior, and the classroom plays a multiphasic role in that it is integrated in a 
psychiatric setting. The following are examples of how dynamic under- 
standings enter into the teaching program. 


M.P. (Case 13). Mrs. P. identified the child with the hated maternal grandmother 
from birth, She fought with the child constantly, vacillating between violent rages and 
guilty appeasement. Her technique of giving and feeding was to jam food into the child’s 
mouth. The girl at seven years was an almost complete nonlearner. All learning, indeed 
all personal contact with others, was seen as forced feeding to which she reacted with 
skillfully developed techniques of avoidance, rage and efforts to frustrate the adult. 
For a year and a half, the child lived through a sort of demand feeding schedule with the 
teacher before she was ready to respond to organized academic teaching. Innumerable 
varieties of defensive resistances against receiving were displayed and were worked 
through in the classroom and in individual psychotherapy, before she could begin to 
separate the “bad” mother and “bad” food from the teacher and learning. 


J.L. (Case 8). Mr. L., a seemingly well-functioning man, channeled his aggression 
into somatic symptoms, Mrs. L., charming, efficient, and active in community affairs, 
was in reality aloof and detached as a defense against hostility toward her own mother. 
The boy, aged six, was withdrawn and would freeze into immobility at any aggression 
occurring in his presence, His learning was impaired by his detachment and intolerance of 
the ordinary give-and-take in a group of children. In the group, the teacher helped him 
to discover that another's hostility, and later his own, was not necessarily destructive. 
He had heretofore been exposed only to people who made a great point of controlling 
their own angry feelings, considering it extremely dangerous to express them. The 
teacher encouraged his exposure to group emotions and even to her own, and at the 
same time gave him a great deal of physical and emotional contact of which he had been 
deprived. By her lack of anxiety about anger, she helped him to decrease his appre- 


hension. His intellectual capacity improved gradually as he was able to accept emotional 
interaction, 


E.H. (Case 10). The parents of this six-year-old girl were engaged in a sexual battle 
which they acted out primitively, Mr. H. being pressuring and violent, and Mrs. B 
frightened and avoiding. Each of them manipulated the child in and out of bed and 
bedroom to further their own ends. The child was a nontalker and a nonlearner; her only 
words were garbled versions of sexual or excretory terms. Attempts to communicate with 
her were met by seductive posturing, giggling, and pretended innocence. She denied 
knowing anything to avoid admitting what she really knew, The teacher disregarded 
her seductive activities, gradually insisted on verbal communication while refusing 
to accept the child’s pretence at ignorance (which had been highly satisfactory to the 
mother), and encouraged attention to the real skills of rote learning. In time, con- 
siderable learning of concrete subjects, such as reading, writing, spelling and arithmetic, 


took place. She gradually became verbally communicative and had a vocabulary of 
several hundred words. 
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TRAINING AND RESEARCH 


Without goals of training and research, this expensive project could not be 
justified. While we have made only a beginning in the initial two-year pe- 
riod, considerable promise is apparent and it is felt that there will be major 
development. 

Child psychiatry fellows in training in the Child Psychiatry Division of 
the hospital have been spending three hours weekly at the Center. Certain 
features not found in other parts of the hospital program are available here. 
These include observation of the school as a part of the milieu of a disturbed 
child, the opportunity to work with a group of highly motivated fathers and 
mothers, intensive teamwork, and participation in long-term intensive work 
with children. Because of the small number of families, and the Clinical Di- 
rector’s familiarity with all cases, supervision takes place on a more direct 
level than is possible in many other supervisory situations. 

The social workers have an opportunity to study and treat family prob- 
lems in a setting with many variables controlled and focused on the special 
problems of the psychiatrically sick young child. The long-term teamwork 
also brings them into intimate collaboration with teachers and school prob- 
lems in addition to members of the usual other disciplines. 

The psychologist has a unique opportunity to study psychologically all 
family members and to correlate various elements. This also adds dimen- 
sions to the individual psychological pictures, and periodic follow-up psycho- 
logical tests of parents and children further enhance the study. It may be 
possible in the future to afford psychology externs some opportunity to par- 
ticipate in this program. 

Few programs embrace teachers in a team as does this one. Considerable 
difficulty in recruiting suitable teachers had increased our awareness of the 
lack of organized specialized training for teachers of disturbed children. 
Teachers have an opportunity at the Center to understand as completely as 
is possible how the child’s development and family interrelationships are re- 
flected by the behavior of the child in the classroom. The teacher then can 
gear his teaching techniques to the individual needs of the child, rather than 
following fixed procedures. Another feature is the opportunity, rarely af- 
forded teachers, to study their own emotional reactions to children and how 
these affect the teaching process. Because of the small setting and the 
teacher's intimate relation with the pupil, emotional interactions are set up 
which can benefit both teacher and child. Our teachers have the satisfaction 
of working closely with clinical disciplines in which there is a mutual inter- 
change allowing better understanding and growth. 

The stimulation of our own development through work with these special 
problems and research are also definite goals. We are learning in many areas 
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—for instance, how concepts formulated at intake have to be changed later, 
The relation of the parents’ psychopathology to that of the child shows a 
variety of aspects, as the less sick children often have the sickest parents and 
vice versa. The tentative prognosis established at intake docs not follow 
through in many cases because seemingly sicker children may do better in 
treatment than others. Indeed, we are now experimenting by taking chil- 
dren with more severe symptomatology than originally. The differentiation 
of two groups—one less sick than the other—seems to offer a special oppor- 
tunity for a research design in that a comparative study can be set up with 
one group as a sort of control of the other, These and other factors are being 
studied and will be reported. 


Discussion 


To assess a new community service, one must consider how that type of 
patient would have been handled previously. Our cases can be separated 
into two groups, moderately and severely sick children, both with difi- 
culties in school adaptation. The first group might have gone to an outpa- 
tient clinic where treatment might or might not resolve the emotional prob- 
lem with eventual return to school, These cases include the school phobias, 
various learning difficulties, and the child with infantile or aggressive be- 
havior. The disadvantage of treatment in a clinic for these cases is that their 
education is delayed and that secondary complications develop due to pro- 
longed school absence. Few clinics can integrate teaching with therapy, and 
later, education occurs largely without benefit of psychiatric guidance. 

The second group, the severely sick children, could have been referred to 
a residential treatment center, because they tax the community’s facilities 
or the family disturbance demands separation. A residential center seems 
advisable for many such children, but disadvantages are the artificiality of 
separation from parents, the lack of parallel growth of child and parents 
under treatment, and the removal of the child from the community to which 
he must return. Other drawbacks are the high cost of care and the reluctance 
of some parents to accept separation. 

Among our special problems are the development of special classroom 
techniques and the integration of the clinical and educational services. Many 
questions remain and the answers will probably take considerable time and 
research. Should the primary orientation within a group of disturbed chil- 
dren be the group or the individual? A classroom is traditionally a place for 
group activities. How much group emphasis is practicable for a disturbed 
child? Should the teacher move from one child to another in order to at- 
tend to individual needs, or are the children expected to be helped through 
the group? What is the valid role for the teacher in a group of disturbed 
children? Traditionally the teacher has encouraged a respectful distance 8° 
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that the children see him as an authoritarian on both educational and dis- 
ciplinary levels. Is this traditional approach best for disturbed children, or 
should the teacher be able to feel free to use more tolerance or mothering 
rather than strict emphasis on formal learning? Does the mothering role con- 
flict with the pedagogical one? How fine a line should be drawn between the 
functions of a teacher and that of a special therapist? While obviously the 
teacher cannot be expected to "treat" like a psychiatrist, there are widely 
overlapping areas in which a teacher’s role resembles that of a therapist in 
endeavoring to strengthen ego functions. How much knowledge of thera- 
peutic and dynamic concepts should a teacher acquire to be able to serve in 
this setting, and does such knowledge interfere with his ability as a teacher? 
How much regression should be permitted? If a teacher exerts pressure on 
children to function at the highest level of which they are capable, they are 
often able to respond for limited periods, even though inner tensions may 
mount. Is it desirable for the emotionally ill child to experience severe ten- 
sion to achieve certain goals in formal learning, or group activity, or should 
the teacher wait until the child's ego develops sufficiently to function at 
higher levels without undue pressure? Questions arise regarding the degree of 
structure in routine activities and time allotments during the school day. 
Do these children need more or less structuring than the healthy child? 
The proper grouping of the children for maximum teaching effectiveness 
from the viewpoints of both the individual child and the teacher is a chal- 
lenging problem. Homogeneous groups work out well for children who have 
fairly good ego controls. However, a homogeneous group of children with 
weak egos is not only extremely difficult to handle, but often has a destruc- 
tive effect on the child who is easily panicked and disorganized by the group. 
It d therapeutically advantageous to organize classes of different levels of 
achievement and progress so that children who improve can be advanced. 
The question arises whether a small group with one teacher or a larger 
group with two teachers functions better. The presence of two adults who 
can support each other and the child during stress periods, the opportunity 
for a child to have two personalities between which to choose, and the dou- 
bling of teacher skills for each class are advantages of one approach. A larger 
group is also preferable for certain activities. Disadvantages include differ- 
ences in teachers’ personalities which result in confusions to some children 
and sometimes in tensions between the teachers. A larger group also seems 
to acquire a tendency, despite the presence of two adults, for a greater degree 
of disorganization and anxiety than smaller groups with only one teacher. 
About five children to a teacher seems to be the maximum load in our setting; 
if sicker children are taken, the proportion of teachers to children will have 
to be increased. 
Since a goodly number of the individual psychotherapeutic sessions are 
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held during the school day, a conflict often arises within the child about 
where he would prefer to be. A desire to participate in what is currently 
going on in the classroom, or concern that other children will get something 
that he will miss, causes occasional problems in individual psychotherapy; 
the reverse also occurs. 

Frequently, destructive relationships among the various parents develop 
because they are often disturbed people who are thrown into much informal 
contact with each other. Friendships and feuds develop both on and off the 
premises and these often exert a harmful effect on the therapeutic process. 
Efforts have been made to diminish informal groupings of parents, but this is 
difficult to achieve. 

While there has been no dearth of applications, there is a shortage at times 
of the type of applicants whom we feel best able to help. Most referrals are 
severely autistic children whose needs seem beyond the capacity of our pro- 
gram. However, as our experience has increased, we have had some success 
with a few children who originally were considered too withdrawn for our 
setting. This has led us now to accept, on an experimental basis, a few more 
withdrawn children. 

While it was felt originally that 20 children and their parents were the 
maximum number that could be treated in our facility, increasing experience 
and skill of the staff have made it possible to plan to serve 25 children and 
families. Furthermore, we now prefer to take children nearer the age of six, 
rather than those close to eight. This applies therapy at an earlier age, before 
certain fixations have taken place, and also reduces the total age span of the 
patient population. Flexibility in the use of staff has increased over the two- 
year period. Whereas in the beginning we tended to have psychiatrists treat 
the children, and social workers the parents, this has changed; we evaluate 
more selectively which discipline is most skilled for each case. 

Finally, it should be emphasized that our program is primarily a medical 
one, and under direct psychiatric supervision. This is determined by the 
affiliation with a hospital, and by the position of the Clinical Director, who 
is charged with direct supervision of all diagnostic and therapeutic proce- 
dures, We have very sick children, many of whom would otherwise be hos- 
pitalized. The use of medication when indicated, and of hospital and labora- 
tory facilities, as well as the high incidence in the parents of psychoses that 


often decompensate, necessitates responsibility by a psychiatrist trained to 
deal with such matters. 


ConcLusioNxs 

After only two years, 
Day Treatment School 
for severely disturbed c 


we have no conclusive answers as to the place of the 
in the community and in the therapeutic facilities 
hildren and their parents. Certain impressions have 
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‘been derived from the 27 families admitted and the 17 who have been with 
us for at least one year (Table 3, pp. 480-481). Eight cases (Nos. 1, 2,3, 5, 6, 
"7, 11 and 13), approximately half, would have ordinarily been referred to a 
‘child psychiatry clinic; 3 of these had been or were with a clinic at the time 
of referral, but the referring clinic felt that the children and families needed 
a different resource because of insufficient progress. The results have been 
"best in this group; 4 have returned to public school (Cases 1, 2, 3, and 11); 2 
(Cases 5 and 6) have made good progress and will return to school in a few 
months; one (Case 13), while having made considerable progress, retains a 
severe learning problem so that special schooling may have to go on for sev- 
eral years. Case 7, it is felt, should continue at the Center for another year 
to obtain maximum benefit. However, the simple criterion of the return to 
regular school does not convey adequately the progress which has actually 
occurred with these families. They had severe emotional problems (six parents 
are psychotic) and previously made only marginal adaptations; with two 
exceptions (Cases 6 and 11), this situation was reversed so that these 
families now see themselves as independent and goal directed; they have 
acquired greater resources to meet stress. 

Seven children (Cases 4, 9, 10, 14, 15, 16 and 17) would have been or were 
referred to residential centers previously; their prognosis is guarded, though 
2 (Cases 16 and 17) have improved. In the other 5, progress has been suffi- 
cient to assure them a place in the community without the continuous threat 
of removal; one (Case 14) has returned to school; 3 (Cases 9, 10 and 15) will 
be returning within a few months. Two children (Cases 8 and 12) have done 
well enough to remain permanently out of residential centers. In our judg- 
ment, neither would have profited from the usual child psychiatry clinic 
because of the amount of therapy, special education, and family casework 
which they required. 

In judging the progress which an individual child or family has made, the 
starting point must be taken into account. Some who have made consider- 
able improvement are not yet functioning as well as others who have made 
less improvement. Long-range follow-up studies are planned and these will 
determine whether the present tentative conclusions are warranted. Evalua- 
tions have been based on the judgment of the staff, on the opinions of par- 
ents, on repeated psychological examinations, and on the ability of parents 
and children to handle adequately situations in which they had hitherto 
been unsuccessful. 


SuMMARY 


A Day Treatment Center and School is described as a new type of com- 
munity resource for young psychiatrically disturbed school-age children and 
their families, and impressions regarding its first two years of operation are 
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given. Twenty-seven children were admitted; the results in 17 children who 
had a minimum of one year’s service are tentatively evaluated. Our pre- 
liminary study suggests that for certain types of children there was sub- 
stantially greater benefit than could be expected from other community 
resources. The conclusion is that this type of facility provides a necessary 
and often preferable service to certain disturbed children. It also has value 
as a training center for child psychiatrists, social workers, and teachers, as 
well as a resource for research in child psychiatry and special education. 


RESEARCH ON PSYCHOTHERAPY WITH CHILDREN: 
A REVIEW AND SUGGESTIONS FOR FURTHER STUDY* 


CHRISTOPH M. HEINICKE, Pu.D. 
Research Associate, Mount Zion Psychiatric Clinic, San Francisco; Assistant Professor 
of Psychology, Stanford University, Stanford, California 
AND 
ARNOLD GOLDMAN 
Stanford University 


ROM the very beginning of the child guidance movement various at- 

tempts have been made to evaluate the effects of the therapy on the 
child, The most common model for these studies has been to find cases that 
have been in treatment at a given clinic and then to determine whether the 
children had improved completely, partially, or not at all by the end of that 
treatment, or at the point of follow-up study, or both. 

After an extensive review of the literature we selected a sample of 17 
studies similar enough to warrant pooling. In all of these studies some type of 
eclectic psychotherapy was used, and at least three criteria of outcome status 
were employed during the follow-up study. The results are given in Table 1. 
An examination of the median and mean figures at the right will indicate 
that in approximately 80 per cent of the cases the work of the clinics being 
evaluated was either completely or partially successful at follow-up. 


TABLE 1. A SUMMARY OF FOLLOW-UP RESULTS OF SEVENTEEN 
STUDIES SIMILAR TO THOSE DONE BY WITMER AND LEHRMAN 
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% Successfully adjusted — 70 68 65 64 60 56 SS 53 53 5 si so 48 30 30 24 22 S3 45 
% Partially improved 19, 16 132 122 20 anes $22.31 24 28 43 20 SA 48 28 34 
% No improvement P o xdi one 1 HOM a 24 27 50 22 30 20 21 
N q0 57 34359 27 25 650 30 197 339 705 196 29 30 30732500 — 4010 


* Presented at the 1959 Annual Meeting in a Workshop on “Methodology of Follow-up Studies of 
Outcome of Therapy,” Robert S. Wallerstein, M.D., Chairman. c 

This paper was begun while the senior author was à fellow at the Center for Advanced Study in the 
Behavioral Sciences, and was finished as part of research on psychotherapy being conducted in the De- 
partment of Psychiatry, Mount Zion Hospital, San Francisco. This research was initially financed by 
the Rosenberg Foundation, San Francisco, and more recently has received support under a grant, 
M 2943, from che National [nsótute of Health, U. S, Public Health Service. 
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Although Table 1 already excludes some studies which did not meet the 
above broad criteria of comparability, we further eliminated 7 studies for 
one or more of the following reasons: 1) The author did not ensure that in 
the majority of cases the follow-up study involved direct contact with the 
child or his family; 2) the author's use of the criteria of evaluation was at 
times difficult to assess and was not comparable to studies by Lehrman and 
Witmer on which we shall focus later; 3) the sample was extremely restricted 
in terms of the type of case being studied, e.g., all delinquents; and 4) there 
was some question as to whether the type of help given could be called psy- 
chotherapy. If we recompute the mean and median for the remaining 10 
studies (6, 7, 11, 17, 24, 32, 35, 41, 43, 45), weobtain the results given in Table 
2. It can be seen that the mean value differs but the median values are simi- 
lar. Whether we prefer to accept the sample of 17 or of 10, those working in 
the clinics might well feel satisfied with the over-all results. 


TABLE 2. AVERAGE VALUES ON FOLLOW-UP RESULTS OF TEN STUDIES 


Outcome Status Median Mean 
% Successfully adjusted 55 57 
% Partially improved 26 24 
% No improvement 16 18 


Yet the question arises whether these children would have changed as 
much without therapy. Favorable environmental influences or the normal 
maturational processes might be associated with experiences which lead to 
the disappearance of the difficulties. 

We shall discuss this question by presenting and interpreting what we feel 
to be the two best studies available in the literature. We shall then examine 
certain issues, such as the notion of evaluating therapy and the use of control 
groups, and finally we shall briefly outline some of the alternatives that are 
open to one in this field of research. 

One way to tackle the question of whether or not the improvement so 
uniformly reported in the studies here reviewed could be a function of factors 
other than therapy is to note whether the same degree and quality of change 
occurs in a group of children equivalent in all respects except that they did 
not experience therapy. 

Following a previous review by Levitt (25)—and we are very much in- 
debted to this author—we have used in this paper the results of two studies 
in which control groups were employed. One of these studies was reported bY 
Witmer and Keller (48) in 1942, and the other by Lehrman and others (24) 
in 1949. In each case a comparison was made at the point of follow-up be- 
tween a group of children seen in child guidance clinics and another grouP 
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gntrol) who were referred to such a clinic, but who for various reasons did 
[pursue the treatment. Lehrman and his co-workers found that at the 
year follow-up the children who had received treatment had a signifi- 

y higher incidence of successful adjustment ratings and a lower incidence 

of partially improved ratings than the children who had not received treat- 
nent. These authors conclude that “the positive effect of the treatment 

"which the 196 children had received was established beyond a doubt.” 
"Although Witmer is not nearly so positive in her concluding remarks 

about the effect of therapy, she does think the experience is likely to be an 

"auxiliary factor . . . which can come into effective operation under certain 

cumstances.” 

Given this minimal agreement that therapy is likely to be of some im- 
tance, we asked ourselves how the data of the respective authors could 

combined to arrive at the best possible assessment of their conclusions. 


TABLE 3. FOLLOW-UP EVALUATION FOR CONTROL AND TREATMENT 
GROUPS AS DETERMINED BY LEHRMAN AND WITMER 


Control Treatment 


ee s 
Lehrman Witmer 1933* 


Criteria of Evaluation 


a enna 
Lehrman Witmer 1942 


| % Successful 32 48 50 53 
T. % Partially improved 38 30 24 20 
——. % No improvement 30 22 26 27 

N 110 50 196 197 


* In condensing Witmer's original five-point scale to a three-point scale we followed her example and 


P. ouped ratings A with B and D with E (47). 


In attempting this we found that the figures for the treatment group used 
by Witmer in 1942 were based on cases studied by Shirley and others (42), 
- who, in turn, took them from cases that were closed as either successfully 
- adjusted or not improved. That is, for some reason cases closed as partially 


- improved were not included in the follow-up study. Our expectation that 


such an omission is likely to affect the results at follow-up is borne out by the 


"fact that Witmer’s 1942 treatment results differ significantly not only from 
rman's treatment group but also differ from a carefully executed study 
equals 8.43; p <.02). We there- 


E reported by Witmer (45) in 1933 (chi square 
_ fore decided in our comparison to substitute Witmer's 1933 treatment results 
- for those used by her in 1942. In "Table 3 we present these and Lehrman's 
3 ‘Tesults, 
= Weare aware that by using the Witmer 
= those of 1942, we are sacrificing what ma 


1933 treatment results rather than 
tching was done in relation to the 
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control group. That this matching was in fact not very adequate is indicated 
by Witmer herself when she says: “All in all, then these are not equivalent 
cases with respect to significant factors.” 

Further justification for using the Witmer 1933 treatment results derives 
from the fact that they do not differ greatly from the modal set of figures 
derived in Tables 1 and 2. It should also be noted that the two sets of control 
group results do not differ significantly (x*=3.89; p <.10). 

With these various considerations in mind, we now combined the results 
reported by the two authors. They are given in Table 4. 


TABLE 4. COMBINED FOLLOW-UP EVALUATION OF TREATMENT 
AND CONTROL GROUP RESULTS AS PRESENTED 
BY WITMER AND LEHRMAN 


Criteria of Evaluation Treated Groups Control Groups x" P 

96 Successful 52 37 9.95 «.001 

% Partially improved 22 36 11.68 >.001 

% No improvement 26 28 .05 «.80 

Over-all results 13.95 >.001 
N= 393 160 


It will be recalled that Lehrman and his co-workers found that the treated 
groups had a significantly greater number (at the .01 level) of cases in the 
successful category and fewer (significant at the .01 level) in the partially 
improved category than the control group. Very simply stated, the analysis 
presented in Table 4 merely says that their findings are sustained when the 
results on which they are based are combined with the other published con- 
trol and treatment group pair, namely, that presented by Witmer. 

Examining Table 4 further, we note that if we add the cases that show 
any sort of improvement, we get 74 per cent for the treated groups and 73 
per cent for the control groups. Although we would caution that the distinc- 
tion of partial improvement and successful adjustment is likely to vary from 
clinic to clinic, we do think this distinction may have a special meaning in 
terms of attempting to evaluate whether or not therapy facilitates recovery. 
Before discussing this and certain methodological issues we should like to 
present some findings on the relation of the status at closing to that at follow- 
up. 

A comparison of the status at closing and at follow-up. Again taking what 
we have felt are the two most adequate studies available (Lehrman; and 
Witmer, 1933), in Table 5 we present the comparison of the results of the 
two treatment groups at closing and at follow-up. The figures for the follow- 

up are of course those we have already presented in Table 4, first column. 
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tistical analysis indicates that the percentage in the successful cate- 
. gory increases significantly from closing to follow-up, while the percentage 
dn the partial improvement category decreases. That is, a greater proportion 
of the children are judged to be successfully adjusted at follow-up than was 
true at the closing of the cases. In this sense à significant amount of improve- 
ment takes place after the treatment is ended. 

A critique of the Lehrman and Witmer control groups. Although the above 
control groups were the only ones available as of 1957, they nevertheless 


TABLE 5. COMPARISON OF THE LEHRMAN AND WITMER 1933 TREATMENT 
GROUPS AT CLOSE OF TREATMENT AND AT FOLLOW-UP 


So ——— 


a. : Status at Status at E 

Criteria of Evaluation Closing Follow-up x P 
% Successfully adjusted 34 52 15.6 ».001 
% Partially improved 38 22 25.6 >.001 
95 No improvement 21 26 A! «.70 
Over-all 40.9 ».001 


have serious flaws as “controls.” Our main impression is that they differed 
from the group receiving therapy in certain important prognostic respects, 
and that, furthermore, many of the children in the so-called control group 
did in fact receive some sort of help. 

In the Lehrman report the control group consists of cases that had broken 
contact with the treatment agency after a six-week observational period an 
after they had been recommended for treatment. Frequently both children 
and relatives were seen, and although the purpose of the observation was to 
secure a diagnosis and to determine whether the case could be handled by 
the agency, some kind of relationship was established. While we would not 
expect any major therapeutic changes as à result of such a contact, Bronner 
(6) reports that in 25 per cent of her cases, two to three interviews were 
sufficient to result in a favorable career. This is not surprising 1n terms of 
ordinary child guidance experience, where sometimes even the sheer act of 
referral seems to be sufficient to lead to the child's improvement. But the 
nature of the child's and family's difficulty is of course very important here. 

Thus we find that while Lehrman succeeded in equating his treated and 
control groups in terms of age and sex, the groups were nonetheless different 
in terms of the severity of the referral problem and the adequacy of the home 
background. The treatment group contained a significantly greater number 
of diagnoses in the area of psychoneurosis and severe psychopathic cases as 
opposed to the milder behavior disorders. Similarly, the treated group had 
significantly lower ratings in terms of the parental adequacy. We would as- 
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sume (as do Lehrman and his co-workers) that both of these differences fa 
the progress of the control group. 

More generally, we find the following critique included in the Lehrm 
study: “A great danger in the methodology used in this study is that 
group selected for control might not have been a control at all. It so hap 
that the characteristics of the children in the control group were such as 
bias them in the direction of a more favorable outcome than was true of 
treatment group.” 

A similar examination of Witmer’s control group reveals that they also. 
received help and that they were more favorably situated in terms of pa- 
rental background. Witmer indicates “that a small proportion of the (con 


In summary, it would seem that both control groups had a more favorable 
Prognosis, and did receive at least some kind of help. , 

Summary of empirical Jindings. From the above we feel it is legitimate to 
conclude: 1) that the two control groups used in this review had a better 
prognosis and actually did receive some kind of help; 2) that despite this 
"favoring" of the control group at follow-up, the treatment groups showed a 
significantly higher percentage of successful adjustments and fewer partial 
improvements; and 3) that a significant increase in the successfully adjusted, 
and a significant decrease in the partially improved category of the treat- 
ment group is seen after treatment has ceased. 
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motivated to try new modes. At this point, the nature of the child’s current 
developmental phase and, perhaps even more, the support and guidance he 
receives from the environment are of crucial importance. 

For example, if a child has come to the point of giving up stealing and being 
caught as a way of getting attention and at the same time punishing hi 
for his greedy impulses, then it becomes important whether he can in fact 
find ways of gaining love and presents from his parents. As the child makes 
his first move, facilitated by therapy, can the parents give the appropriate 
support to this new sprout? Can the mother perhaps modify her former tend- 
ency to ignore her boy completely at certain times of the day? But even if 
this benign circle can be started, e.g., as the mother can accept him more be- 
cause he is no longer stealing, it will take time before the new integration is 
achieved. Also important, of course, will be whether or not these new trends 
are supported by certain normal developmental processes. Thus in the child 
of five to six, the newer modes of adjusting to conflicts around castration 
anxiety which therapy and a supporting home initiate may well be carried 
further by the normal onset of latency at about this time. 

While we have viewed the therapeutic experience as one which is likely to 
be associated with change, contacts with understanding parents and teachers 
can of course have such an effect in their own right. Such experiences chal- 
lenge old modes of dealing with a conflict and guide the child into more 
realistic and pleasurable outlets. 

Let us now apply this thinking to our findings. Whether a therapeutic 
contact or a series of life experiences can lead to a more adequate adjustment 
depends of course, among other things, on the nature of the original diffi- 
culty. Reactions to a frightening experience may well disappear if the child 
re-experiences them in a less frightening way. On the other hand, even the 
most experienced therapist may simply be another "snooping authority" 
to the toughened suspicious delinquent. Similarly, whether the parent can 
respond to any new moves on the part of the child ought certainly to affect 
the outcome of therapeutic efforts. It is for these reasons that in assessing 
follow-up results we should take account of the fact that the control groups 
were favored in these respects. 

But even if one believes, as we do, that the original difficulty (and here we 
need a total personality assessment) and the nature of the life experiences 
(especially the family ones) are important, one can also believe that the 
therapeutic experience will in many cases either make the beginning of a 
benign circle possible, or at least be a contributing force in the total positive 
developmental push. It will probably never be the sole force—the powers of 
the child and the environment have to interact with it. But it will in many 
cases be that significant increment which in terms of future development may 
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make all the difference. It is in this increment sense that we understand the 
second finding—a more frequent successful adjustment in the treated groups 
at follow-up as opposed to a less frequent partial improvement. 

Among clinicians it has often been reported that many of the most signifi. 
cant changes take place after the termination of treatment. In terms of our 
thinking about trying out new modes, this of course takes time and we would 
therefore expect it to go on after therapy. Secondly, the absence of the thera- 
pist forces the child again to rely more on his parents as well as on himself. 
This again requires time, but we assume that if the therapy is fairly success- 
ful, other things being equal, a benign trend is likely to result. Finally, the 
child’s normal development, say, through adolescence, may change any final 
evaluation. It is in these senses then that we understand the third finding— 
namely, that there was a significant shift from the partial to the successful 
adjustment category in the treatment group after therapy was terminated. 

Evaluating therapy vs. studying the process of therapy. We must admit that 
We are uncertain of the interpretations made above. We find ourselves grop- 
ing for some specific knowledge on the development of individual children 
and how specifically certain experiences, either during or after treatment, 
have affected this development. 

This uncertainty in turn leads us to examine the kinds of questions and 
research models being posed in relation to child therapy. In one case we ask 
the general question: Does psychotherapy with children do any good? Cer- 
tain consequences follow from this query. We ask ourselves further: What is 
therapy? Is a cathartic diagnostic contact therapy? Is providing a construc- 
tive friendship therapy? Where do we draw the line, and if we mix them all 
together how shall we interpret the results? 

Another problem arises in relation to criteria of evaluation. If the basis 
n which they are made is carefully spelled out, certain global ratings might 
be quite useful. But what may indicate adjustment in one case may be mal- 
adjustment in another, Thus, ratings of a certain level of anxiety may in the 
case of a toughened delinquent be a real improvement in the sense of increas- 
ing sensitivity to social demands, but in the phobic child represent the fact 
that certain bases of fear have not been touched. 


rate 87 diagnostic records on the motivation of the parents and the severity 
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he symptoms of the child, and then asked them to sort the cases into 
which they thought remained in treatment and those who did not 
sctors). He found that the defectors and the treated cases did not differ 
terms of the above two variables, and furthermore that the judges could 
‘pot predict which cases would "defect." These findings suggest that the two 
“groups do not differ, but Levitt himself suggests an alternative explanation. 

Temay be that the two groups differ but that “expert clinicians are presently 
“unable to rate motivation for treatment and severity of symptoms with 
adequate accuracy” on the basis of diagnostic and identifying information. 
We feel therefore that the various studies cited do not convincingly show 
that the two groups do not differ in terms of diagnostic and motivational 
variables. 

Another question raised is the reason for defecting. This has been examined 
by Inman (16) and Levitt (29). As one might suspect, even a superficial 
interview reveals many reasons. Both studies indicate, however, that in a 
"certain proportion of cases (35% and 13.3%, respectively), improvement in 

- the child's symptomatology is given as a reason. Levitt (29) concludes from 
this “that the investigator should proceed with caution in using such a case 
fsa control, but it also emphasizes the need for a control group in evaluating 
treatment experimentally.” 

In view of these conflicting results we are inclined to raise what may seem 
= t0 some an arbitrary point. But is not the family and child who waits and 

then pursues treatment likely to be a different family than one who does not 
pursue it? What factors are associated with this difference it is hard to deter- 
mine. We would think that the motivation for treatment and the anxiety 
level are likely to be different. Moreover, Lehrman's study suggests that the 
children are less seriously disturbed and come from more adequate back- 
grounds. It may be that in many cases the children do improve. On the other 
hand, in some cases the waiting period may play into a strong resistance to 
treatment, and ardent efforts at alternate solutions may be attempted by 
the family. 

It is our impression that the carefully designed study of the process of 
therapy is at this point in our knowledge likely to be a more fruitful model. 
À group of us! at the Mount Zion Psychiatric Clinic have recently begun 
Such a study. Rather than making assessments of the patients only at closing 
or at follow-up, we conduct a careful diagnostic assessment at intake, then 
carefully study each session of therapy, note what changes occur in the 

: ild, and attempt to relate these to the therapeutic interaction, relations to 
— Significant figures such as parents, sibs, peers, tutors, etc., and certain im- 

Portant events in the child's life, e.g., accidents. 

! Norman Reider, M.D., Chief; Emmy Sylvester, M.D., Director of Children’s Service; Joseph 


Afterman, M.D.; Marion Bradley, B.A.; Christoph Heinicke, Ph.D.; Leah Kaplan, M.S.S.; and Anneliese 
; Ph.D.; with the following consultants: Anna Maenchen, Ph.D., and Robert Sears, Ph.D. 
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The emphasis now changes. The question is no longer: Does therapy have 
an effect?—but rather: What changes can we observe in a certain kind of 
child or family which can be attributed to involvement in a certain kind of 
therapeutic interaction? Within this very broad question, we can vary the 
nature of the child’s problem, the orientation of the therapist, the experi- 
ence of the therapist, the frequency of the therapeutic contact, the length of 
the contact, the degree of involvement of the parents, etc. For example, we 
may be interested in determining whether boys between the ages of 7 and 10 
who are referred for retardation in reading or spelling of a year or more, show 
different patterns of change if they are seen two or four times a week. Prefer- 
ably each therapist would see an equal number in each group. One would also 
want to hold constant such therapist variables as experience, personality 
factors, and general orientation. Then there are problems of controlling for 
the family background, work with the parents, the amount of tutoring and 
the nature of the schooling. Nor do we overlook the importance of individual 
differences. Yet we feel that by being aware of these factors and at least 
studying them we will learn a great deal about the likely effects of therapy. 

Aside from these problems of design, the problems of collecting and analy- 
zing the data are also manifold when one decides to do a process study of 
therapy. We shall have to reserve this subject for a future paper. Certain 
tasks, however, are made easier. A full knowledge of the nature of therapy 
will help us a great deal in evaluating the meaning of the follow-up data. 
Secondly, by comparing two specific kinds of therapy, the question of what is 
therapy and what kinds of children to use as control groups no longer seems 
as urgent. 

SuMMARY 

In this paper we have reviewed the existing literature on child psycho- 
therapy research. Concentrating on what we felt to be the two best studies 
available, we came to the conclusion that when compared with control 
groups, children who received treatment showed a significantly higher per- 
centage of successful adjustments as opposed to partial improvements. It 
was also noted that a significant increase in the percentage of successfully 
adjusted children occurred after the close of treatment. 

As part of a discussion of these results, we noted the difficulties of a model 
of research that attempts simply to evaluate the effect of therapy, and sug- 
gested instead that in the context of a process approach we pose certain 
specific questions in relation to child therapy. 
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METHODOLOGICAL PROBLEMS OF FOLLOW-UP STUDIES IN 
PSYCHOTHERAPY RESEARCH* 


HELEN D. SARGENT, Pux.D.t 
The Menninger Foundation, Topeka, Kansas 


N PSYCHOTHERAPY research, the importance of follow-up is equaled 

only by the magnitude of the methodological problems it presents. Of its 
importance, little needs to be said. Determination of the major outcomes of 
treatment, as well as the final test of predictions about its future course, 
is possible only after the enduring effects of treatment have consolidated 
and have met the tests of time and the exigencies of ordinary life circum- 
stances. Patients who leave treatment uncertain and discontented with its 
results may realize benefits many months or even years after therapy has 
ended. Other patients who seem markedly improved clinically at the time of 
termination, or who verbalize changed attitudes and new hopes, occasionally 
relapse after the supporting contact with the therapist fades. In many in- 
stances, of course, apparent benefits are maintained, but regardless of im- 
mediate impressions, systematic follow-up years later provides the only 
scientific way of testing the permanence of changes attributable to treatment. 

It is customary to begin discussions of the technical problems of follow-up 
studies in psychotherapy research with a standard set of questions: What 
shall we do about sampling, about controls, about criteria of improvement? 
Soon we run into such apparently insurmountable obstacles that it may 
seem better to switch our interests to research into the effects of drugs (which 
are at least measurable in milligrams, and which show demonstrable physio- 
logical effects, even if the explanation of psychological consequences is still 
obscure). In psychotherapy research, the composition of populations treated 
is determined not by our designs, but by the needs of patients themselves and 
by problems of solicitous and distraught relatives. The sample of patients 
available for intensive follow-up is also hopelessly contaminated by treat- 
ment outcomes disposing former patients to cooperate, or not to cooperate. 
The patient for whom treatment is a closed chapter after the resumption of a 
“normal” life may be inaccessible. Even the deceptively simple question 
“How is the patient now—better or worse?” runs into difficulties. The 


* Presented at the 1959 Annual Meeting in a Workshop on “Methodological Problems of Follow-up 
Studies of Outcome of Therapy,” Robert S. Wallerstein, M.D., Chairman. , 
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phrase "better or worse” involves both social value systems (too broad a 
context for research, however important it may be) and individual treatment 
goals too specific to be much use in the selection of criteria. 

Later in this paper a point of view about some of these problems will be 
stated, together with a description of approaches to follow-up being tried in 
the Psychotherapy Research Project of The Menninger Foundation, but 
before going on it may be worth while to look at the problems of follow-up 
studies on a less abstract level. First, there is the problem of what data are 
available or obtainable when the patient is no longer a patient. This leads 
inevitably into a second problem—the ethical question of the extent to 
which intrusion into the former patient’s privacy is justified, in consideration 
of possible risks involved in disturbing whatever equilibrium has been estab- 
lished. These are problems of data collection. Beyond them lie the problems 
of interpretation. In view of various sources of distortion, how can available 
data be made to yield definitive answers to crucial questions? Must we be 
content with description, fascinating but inconclusive, or is it possible to 
develop a systematic approach within a scientific framework? 


Prostems or Data COLLECTION 


If the three vantage points at which it is most feasible to examine the 
course of psychotherapy—its inception, its termination, and at some time 
thereafter—are compared, it is clear that the follow-up “window” presents a 

i The follow-up aperture is narrower, in that it does not usually per- 
mit intensive study of all aspects of the patient’s problem as at the time when 
the first urgent appeal for help makes the patient and his relatives willing to 
expose almost anything that may be relevant, or at termination when he is 
intimately known not only by the therapist but, in the case of hospitalized 
patients, by many members of the staff. On the other hand, when he has 
resumed his more complex and extended life in his own community, a wider 
though less detailed panorama is visible through the peephole he is willing to 
unveil; and from this broad but hazy view, much must be inferred. Factors 
contributing to this paradox, and placing barriers in the way of sound follow- 
up are the following: 

_The first obstacle is the altered relationship of the patient to the clinic, 
his doctors, and to the person seeking information. At the time of evaluation 
he is either actively asking help, or has been forced into a situation in which 
he expects (even though he may not welcome) searching inquiries about 
personal matters. At the follow-up stage, when he has begun to regard him- 
self again as a normal member of the community, entitled to personal pri- 
vacy, there may be more resistance (conscious or unconscious) to direct ques- 
tioning in sensitive areas. 
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Secondly, even granting a full willingness to cooperate, the effects of selec- 
tive forgetting cannot be ignored. Repression and denial may operate in both 
the patient and in his family and close associates, making it extremely difi- 
cult for them to recall and recount significant aspects of the treatment in 
retrospect, and its relation to the present situation. 

A third obstacle in data collection is the effect of differences in setting, if 
this is other than the clinical one, in which the very fact of the desk, or the 
couch, or the surroundings of treatment, lends a structure to the relationship 
within which communication takes place that is quite different from a home 
visit, the appointment in a hotel coffee shop, or even at the former hospital 
or clinic when the patient returns as a visitor, or as a benefactor of science, 
rather than as a patient. 

Finally, the ideal follow-up requires information from sources other than 
the patient. Yet the patient may quite understandably be reluctant to have 
relatives, friends, employers, or others from whom information might be 
gained, reminded of his former problems. For this and other reasons already 
cited, follow-up studies may have to be content with limited information in 
many cases. 

The patient's feelings in these matters pose, perhaps, as much or more of a 
problem for the clinical researcher than for the patient himself. Patients, in 
our experience at The Menninger Foundation, are more often than not will- 
ing, sometimes eager to cooperate. The interviewer, however, as a clinician 
concerned for the patient's welfare, although motivated by research interest, 
may feel less justified, even guilty about probing, as he did not when working 
within the structure of a diagnostic evaluation, when uncovering techniques 
are the necessary and accepted instruments for diagnosis and treatment 
planning. The experience reported by Arnold Pfeffer in a paper delivered 
before the New York Psychoanalytic Society suggests that for analyzed 
patients, followed up by a method which apparently induces a brief reactiva- 
tion of the analytic relationship, the problem resolves itself. At least, through 
the interpretive use of the follow-up communication, those patients who 
cooperate appear to benefit rather than to be disturbed by follow-up. The 
same may be equally true for patients who undergo less intensive forms of 
therapy, and for patients who cooperate in a diagnostically focused follow-up 
(in other words, follow-up which seeks to duplicate the tests and interviews 
undergone when the patient applied for treatment). But this we do not yet 
know. Caution, at least, is indicated. The surgeon does not reopen wounds 
to see how the healing process has come along, unless there is evidence of 
something amiss needing further intervention. Surgical follow-ups rely upon: 
clinical evidence of success, and it may be that studies of psychotherapy 
should do likewise. 
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PROBLEMS OF DATA INTERPRETATION 


Assuming that data of sorts are at hand, the next question has to do with 
their meaning, in view of various sources of distortion. Those patients who 
are willing to re-establish contact obviously do so not entirely in the interests 
of science, although this is a common rationalization (and consciously often a 
sincere intent), but because the re-established contact fills some remaining 
need or fits in with some preconscious fantasy. Motivation may perhaps be 
considered in terms of a message which the patient wishes to send to his 
former therapist, through the latter’s surrogate, the follow-up researcher. 
This message may range from a lingering resentment to an enduring grati- 
tude, and may represent, in some cases, a wish for further treatment. What- 
ever the motivation may be, it must be taken into consideration in interpret- 
ing “facts” reported. 

The second source of distortion in the interpretation of follow-up data 
comes from the difficulty in separating out the patient’s own role in bringing 
about his present changed life circumstance, as apart from the impingement 
of environment upon him. The psychogenic point of view does not ignore 
the fact that situational factors, if only as conflict instigators or conflict sup- 
pressors, interact with intrapsychic dynamics to produce symptoms and 
behavior. Even in analytic cases, partly because of factors which operate to 
select patients for this form of therapy from among individuals whose prob- 
lems stem largely from neurotic conflict within the psyche, the fortuitous 
removal of a key figure or a shift in external circumstance occurring at a 
crucial stage may have important repercussions in treatment. 

In psychoanalysis, as in other modes of therapy, especially for hospitalized 
patients, adjunctive supports and environmental controls may be used 
concomitantly. After the termination of treatment, however, how is the 
change in life circumstance to be assessed? Psychotherapy itself may be con- 
sidered a situational factor, but of a special kind—one least amenable to the 
neurotic maneuvers which have, via the repetition compulsion, embroiled 
the patient in tangled and traumatic circumstances in the past. Other cir- 
cumstances, however, are less proof against manipulation, more susceptible 
to choice. The unhappy marriage may be less a misfortune than a symptom 
of masochism, for example; the occurrence of a new job opportunity may 
stem from new-found capacities rather than from a lucky spin of fortune’s 
wheel. 

Finally, how can the effect of the follow-up study itself be assessed? To 
what extent does renewed interest in the patient’s individual personal prob- 
lems play a part in the view of his life which he reports? Obviously, in a brief 
contact, he does not and cannot tell all. In what ways is the selection from 


his store of experiences and memories affected by the very invitation to stand 
off and look back? 
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METHODOLOGICAL PROBLEMS 


The problems touched upon are only a few of those which cloud the view- 
ing lens at follow-up. All of the questions raised can, perhaps, be reduced to 
two: 2 

1. How can available data be processed and interpreted in a manner to 
meet the canons of objective scientific research? 

2. How can follow-up studies be designed to yield information to bear not 
only upon obvious changes in adjustment, but upon the problems with which 
psychotherapy has been most concerned—not only adaptation, but adaptive 
potential, and its intrapsychic basis in resolution of conflict, growth of in- 
sight, reorganization of defense structure, etc. ? 

These two questions seem to demand answers which are essentially in- 
compatible, thus forcing a choice, on the one hand, between methods by 
which an electronic computer can extract statistically significant results and, 
on the other, descriptive studies which preserve the full range of clinical 
material interpreted in clinical terms, but which offer no means for refining 
or testing any specific hypotheses. 

In the Psychotherapy Research Project at The Menninger Foundation 
we have refused to make this choice. We have, rather, set as one of our aims 
the development of methods appropriate to the character of clinical material, 
but which at the same time, we hope, will make possible a systematic analysis 
in terms of the interaction of relevant variables. Toward delineation of the 
latter we have directed our first attention. 

Such a compromise is not a popular one. Its formalities are suspect by 
many clinicians, while experimentalists are disturbed by its lack of “neat- 
ness." One of the first obstacles encountered is a paradox rooted in the mores 
of social science: Constructive skepticism is the required attitude toward 
theory until proven. Experiments, as we all have been told, should be cast 
for the purpose of demolishing rather than proving theory. The same first 
principle is not, however, commonly applied to method. Here orthodoxy, not 
skepticism, is the rule. To doubt an established method or procedure is to 
commit treason or, at least, to tamper with method is regarded by many as 
unsportsmanlike, like changing the rules of a game to win a victory. The 
paradox disappears, however, by recognition of the difference between the 
scientific method itself and its specific procedures, or between methodologi- 
cal concepts and their implementation." ewe 

One of the best examples of confusion between concept and technique is 
the problem of "control." Broadly defined, control in research refers to all 
procedures introduced to make sure that factors which may play a part in 


1 A number of current methodological concepts have been re-examined in another paper as yet 
unpublished (1), 
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results are properly weighted to permit generalizations to be made. In social 
science, however, the term refers also to a number of standard techniques 
developed in psychometrics, attitude research, and classical experimental 
psychology in which they are more appropriate than in psychotherapy re- 
search. In educational research, for example, the relevance of such factors as 
age and IQ are already established in relation to reading readiness, and the 
essential difference between one method of instruction and another is not 
difficult to define. Hence such factors can be “controlled.” In psychother- 
apy, the questions of which variables in personality and pathology are per- 
tinent to prognosis, and of how to define essential differences between one 
mode of therapy and another are themselves answerable only by research 
studies which have yet to be carried out. 

In the spirit of identification with scientific method, but unawed by any 
of its particular rituals, we have regarded our pilot study of 42 cases as a 
“tooling up" phase. By “tooling up” we mean not only instrument construc- 
tion, but the adoption and testing of rules and the working out of a rationale 
for procedure. The following are a few of the principles to which we are com- 
mitted, and which have direct implications for follow-up. 

1. The principle of naturalistic method. In the natural sciences there are 
some phenomena which cannot be manipulated and some that should not be. 
The movement of planets cannot be reproduced at will or moved to the 
laboratory for study, even in a day when satellites are almost in mass pro- 
duction. Normally functioning organs in living human beings cannot be ex- 
cised for dissection. Little would be learned about their natural processes 
if they could be, because the examination procedure would distort or destroy 
the very functions we wished to study. The naturalistic method adapts itself 
to such strictures, 

2. The principle of control at the level of analysis rather than at the level of 
data gathering (2). In the naturalistic approach, control (in the sense of 
holding constant, or allowing for conditions which may influence the effects 
under scrutiny) may be applied by means of multivariate classification, and 
postaudit selection of samples from natural variations. The only require- 
ments are rich data sources and explicit definition of relevant categories. In 
the fields of communications research and information theory, highly spe- 
cialized analytic systems, such as content analysis and concepts of transac- 
tionism, have been developed and applied to psychotherapy research and 
may eventually prove useful. In our work, we have chosen more simple and 
global categories, and more gross methods of quantification, which seem 
more appropriate to the nature of our data at this stage. 

In practice these first two principles—naturalism and second level con- 
trol—permit considerable procedural variation at the operations level, since 
comparability in classifiable characteristics, rather than in selection of ‘“‘sub- 
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jects,” is called for. Thus, the basic design should be flexible enough to make 
use of whatever the instance. An aim of our project has been to develop 
instruments suitable for converting to systematic judgmental categories any 
type of data, regardless of subjectivity, bias, or context, ranging from the 
notes of adjunctive therapists and nurses, to reports of casual contacts on 
street corners, to the interpretive comments of experienced psychoanalysts 
(3:Parts II, III). For example, at Initial Study we use the regular source 
material from clinical evaluation and treatment recommendations. At termi- 
nation and follow-up we deviate from routine practice only to the extent of 
duplicating, as nearly as possible, the Initial Study sources—interviews with 
the patient and relatives, and psychological tests, which in clinical practice 
are not ordinarily repeated at the end of treatment. At follow-up, our pro- 
cedure calls for bringing the patient and, if possible, a significant relative 
back to Topeka. Follow-up studies can, however, be conducted under a 
variety of circumstances when necessary—as a visitor in the patient's home, 
in an appointment at a hotel, in a fortuitous encounter on a street corner, or 
even without the patient, using relatives as informants after the patient's 
death. In one instance, a paranoid patient of ours was willing to cooperate 
only under conditions set by herself—the presence of a third party. For 
therapeutic reasons it was decided not to pursue the contact, but through the 
correspondence and telephone calls around the subject of her participation, 
enough data were supplied to make possible the assessment of most of the 
variables on which information is regularly sought. 

Such variations imposed by practical or therapeutic necessity are made 
possible by instruments specifically designed for second level control as speci- 
fied above. These instruments, or forms as we call them, utilize the first and 
most fundamental method of science: careful description and systematic con- 
ceptual classification. For use at all stages of the psychotherapy research 
(beginning, end, and follow-up) three basic forms have been devised which 
define in clinical theoretical terms three sets of variables to be observed and 
assessed: These are the patient, situational, and treatment variables de- 
scribed in previous reports (3, 4). These conceptual categories serve as 
"sieves" through which all available data are sifted and sorted to bring out 
contrasting and comparable factors relevant to change in preselected dimen- 
sions. The resulting systematic analysis lends itself to comparative judg- 
ment, to the construction of profiles for individual patients on the basis of 
ordinal methods of quantification, the testing of predictions tied to explicit 
assumptions, and, of course, to intensive qualitative scrutiny and interpreta- 
tion. its 

3 and 4, The third and fourth principles are closely related. The third is 
the principle of the scientific “as if? on which principle number 4, which as- 
serts the reality of psychological constructs, depends. According to the latter 
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principle, the data of clinical judgment, as well as of behavior, are accepted 
as “primary” (3:Parts II, III). The “observation” that a patient is low on 
anxiety tolerance and has little insight is given equal status with the observa- 
tion that he is restless, prone to strange posturing and loud talking—observa- 
tions made by eye and ear. The usefulness of interpretive observations will 
rest, of course, upon demonstration of the reliability (that is, agreement) of 
judgments, and upon the validity of derived predictions. 

We are quite aware of the epistemological issues surrounding the distinc- 
tion between sense impressions and inferences from them. It is well, however, 
to be equally cognizant of the fact that positions other than the positivism 
which dominates social science today are not only defensible but possibly 
more productive, and that in science the test of any set of assumptions is 
their fruitfulness, rather than a priori rational status in any philosophical 
system. (This point of view takes its slogan from Vaihinger, and is closest to 
the scientific realism of A. C. Benjamin, Whitehead, Langer, and others.) 
To take the “as if" position that judgments about psychological states may 
be taken as the measure of something “real” does not imply lack of interest 
in the inferential process as such. We are, as a matter of fact, sufficiently 
interested to have included in our own program several substudies, one on 
inferences from tests, another on assumptions underlying predictions. How- 
ever, we find it useful to separate the process of inference from its product, 
and in Follow-up Studies (in Initial and Termination Studies as well) we are 
concerned not with how we know, but what we know. 

At follow-up these principles bear directly upon problems of data inter- 
pretation already mentioned. If what we wish to know is not simply what 
the patient is currently doing, but about the intrapsychic states and poten- 
tials which were the basis for initial treatment recommendations, and the 
primary concern throughout treatment, then external events per se are not 
enough at follow-up, any more than at previous stages. Conversely, the 
data of dynamics, without supplementary situational information, are not 
enough at Initial Study. Material relating to all variables is needed at all 
stages. At follow-up we need, of course, the facts of the patient’s life, as many 
as can be obtained, But we regard the study of events and behavior as an 
investigation which runs parallel to the study of intrapsychic change, just 
as in physical medicine clinical observation of the disappearance of arthritic 
pain is accompanied by x-ray examination of changes in calcification. In 
the assessment of psychotherapy results, the clinician is the x-ray plate upon 
which intrapsychic change is registered. Readings provided are amenable to 
some of the most respected objective techniques in social science, once their 
admissibility as evidence is granted. 

_ 5. The status accorded to clinical judgment as a datum in our research 
is the corollary to a fifth principle which influences our approach to follow- 
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up. This latter is the principle of relevance in the choice of criteria. The princi- 
ple dictates that a search for interactions among a number of possibly rele- 
vant variables is preferable, at this stage of our knowledge, to the a priori 
choice of criterion measures. The fact that situational and behavioral data 
are most readily available at follow-up, and that these have bearing at least 
upon social values as to what constitutes improvement, accounts perhaps 
for their almost universal use in follow-up studies as criteria of change rather 
than as covariants. Also, events and behavior have the merit of being “ob- 
jective” (a fact which always adds to the security of research workers). Yet 
we are all aware of the fact that no one-to-one relationship exists between 
intrapsychic conditions and external manifestations at any given time. Con- 
forming behavior on a job may cover internal chaos, may represent the giv- 
ing up of more promising ambition, or it may indicate the achievement of 
better occupational adjustment. Divorce may signal a new-found capacity 
to become free of a neurotic and destructive relationship, or it may manifest 
a wide range of conflict solutions, regressive or pathological in nature. In 
our design, therefore, situational factors are rejected as criterion measures, 
but are regarded as covariants to be studied for interaction with patient and 
treatment variables in determining change. Only in this way can they be 
factored out to permit conclusions about the effects of treatment alone. 

6. The principle of psychosituational interaction (4: Part IL). Reference has 
already been made to the difficulties of distinguishing between the impact of 
situations upon patients and the role of patients in bringing about situations. 
We meet this problem by avoiding an arbitrary separation, and by defining 
situational variables as factors judged to be important in the /ife space of the 
individual patient. (The concept of psychological life space is not new, but is 
an extension of both Lewinian and psychoanalytic concepts.) 

A vignette from one of our follow-up studies may be considered in rela- 
tion to possible research approaches. 

Mrs. X, aged 28, unable to conceive a child of her own, came to treatment after an 
attempt to adopt a baby had culminated in rage impulses toward the child, panic, 
hospitalization, and return of the infant to the placement agency. When her husband’s 
business brought the couple to Topeka, she took advantage of the chance to seek help. 
Initial study revealed that she was the oldest of three siblings, born 11 months apart 
to an alcoholic, probably psychotic father, and to a stable, kind, but strict and rigid 
mother. The core neurotic problem was seen as centering about intense oral deprivation. 

When the patient and her husband were brought to Topeka for follow-up, three years 
after a two-year analysis had been terminated by the husband’s transfer to an eastern 
city, the pair brought with them a two-year-old adopted child whom the patient dis- 
played proudly, especially to her former therapist. At the behavioral level we know the 
fact of the adoption, the intactness of the marriage, and that the patient has applied to 
the agency for another child. From her own report we learn that she finds gratification 
in her role as mother and that now, instead of withdrawing in shame as she formerly did, 
she engages in neighborhood and community social activity. She stated also, however, 
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that she received counseling from a pastor at her husband’s instigation, “stormed 
heaven” with prayers for help, and takes Dexamyl. She becomes irritated at the child 
and acknowledges times when she feels like saying to the little girl: “I could kill you, 
you little monster.” Added to the follow-up data is a letter expressing gratitude and a 
sense of achievement as the plane flew “over” Topeka, the scene of her struggles with a 
problem which she feels has been mastered. In interviews, however, she described her- 
self as much helped but not “cured.” 


This abbreviated sketch, abstracted from richer clinical material, is in- 
cluded here to suggest several different research attacks: 

1. The large-scale objectively oriented study can utilize only a portion of 
the material to enter checks on scales such as “disappearance of sym ptoms,” 
“family and marital adjustment,” “interpersonal relationships,” and so on. 
According to such categories the case would undoubtedly be rated as “‘suc- 
cessful.” 

2. From the clinical-theoretical point of view, the meanings of events re- 

ported are at least as important as their occurrence. How “successful” is the 
adoption? Does it stem from the resolution of conflict over the maternal role 
with its reactivation of infantile conflicts in relation to her own mother? Is it, 
on the other hand, a defensive and neurotic solution of a counterphobic sort? 
To what extent have the conflicts over the role of being a mother, and in 
relation to her own mother, been worked out in the analysis? What was the 
effect of factors outside treatment, such as the pastoral counseling and re- 
moval to a new community to begin again, or to what extent did treatment 
enable her to find and make use of such resources? What part does the pres- 
ent reality of established motherhood play in the psychic economy? 
: 3. Such questions may be answered with a considerable degree of unan- 
imity among clinicians working within the same theoretical frame of refer- 
ence. Many descriptive, exploratory studies stop here, and may be, none- 
theless, of empirical and theoretical value. Additional procedures must, how- 
ever, be built into research designs if the validity of theoretical assumptions 
underlying data interpretation is to be tested. For example, formal predic- 
tions were made in the initial study of the case described. It was predicted 
that, as a consequence of treatment, the patient would become able to adopt 
a child and might even be able to bear her own. It was predicted, also, that 
fulfillment of the mother’s role would become possible only through ex- 
tensive characterological change. The first prediction was confirmed; the 
latter, though open to question, for this very reason leads into important 
areas of further inquiry. 

4. Even more systematic advance planning is needed, if research goals are 
set beyond individual case analysis, with reference to theoretical postulates, 
to encompass the derivation of statements about differential effects of vary- 
ing treatment interventions upon patients of varying character and pathol- 
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ogy, living under circumstantial impacts having varying effects to limit or 
enhance the effectiveness of treatment. For such purposes, variables must 
be defined and methods devised for collecting judgments to make possible 
the contrasting of patients with one another along numerous relevant dimen- 
sions. Eventually, we may know enough about “‘situations,” defined as the 
product of external and intrapsychic factors, to use these as criteria along a 
scale which assigns appropriate values to such hard-to-assess outcomes as 
socially adaptive pathology and symptom-free ineffectualness; to potentials 
for adjustment, as well as to its current picture. For the time being, the 
search for differentials and intercorrelations among relevant variables seems 
crucial. 

At the operations level, we use the following procedures. A research form 
of the social history in three parallel editions, for use at Initial Study, 
Termination and Follow-up, is used to record history material and clinical 
observations culled from the complete clinical record and supplementary re- 
search contacts. An instrument which we call Form S is used to appraise situ- 
ational factors in terms of such psychological variables as support, stress, 
conflict instigation, opportunity, need-appropriateness and mutability, as 
these are judged to have impact upon the patients. A Changed Circumstance 
Check List is used to record a fairly exhaustive list of environmental altera- 
tions, together with judgments about the patient’s role in bringing them 
about. What we will have, then, when follow-ups on 42 pilot cases have been 
completed, will be assessments of each patient on approximately 70 patient, 
treatment, and situational variables, which can be studied for interaction 
in relation to an almost unlimited number of hypotheses with regard to their 
intercorrelations, together with rich clinical data which can be analyzed 
longitudinally by both quantitative and qualitative methods of analysis. 

Preoccupation with methodological questions necessarily delays “find- 
ings.” So far, reports from the Psychotherapy Research Project of The 
Menninger Foundation have been largely concerned with approaches and 
methods. In a way, this seems pretentious without proof that the methods 
"work." Our hope and conviction is, however, that results will be more 
soundly based over the long stretch if we look to our equipment. We hope 
also, in describing our methods at this early stage, to enlist others to join 
us in trying them out. The conquest of inner space, too, may involve the fir- 
ing of some duds. But one thing is sure: without a new look at methods, and 
new orbits for thought, no effective reconnaissance ballistics will be de- 
veloped. 
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ARLY memories, like any other personal document, may be collected 

and studied not only for their overt, factual content, but for what they 
tacitly reveal of the personality of the informant (12). There has been a grow- 
ing interest in the potential value of including a procedure of this kind in the 
psychological and psychiatric examinations of a patient (3, 5, 13). Thus far, 
however, no attempt has been made to extend this method to its use by the 
social worker in her interviews with a patient's relatives, even though it 
seems likely that parents' memories of a patient will be as revealing of sig- 
nificant factors operating in the patient's formative interpersonal matrix as 
are the memories the patient himself retains about his early experiences. The 
present paper is intended as an illustration of the multidiscipline use of early 
memories to study the interpersonal matrix out of which salient aspects of a 
patient's ego-identity may have evolved.! 

This presentation is based upon material discussed in a workshop held at 
the Annual Meeting of the American Orthopsychiatric Association in March 
1958.? The workshop task was to study the feasibility of inferring interlock- 
ing identity patterns of a patient and his parents from the perception all 
three had of the patient as a child, as revealed in the form and content of 
their recollections of him. 

Three sets of memories were gathered in the course of an outpatient diag- 
nostic evaluation of a 24-year-old man. The patient’s own early memories 
were obtained by the psychologist, and the parents’ memories were ob- 
tained by the social worker. The memories were elicited not in free-associa- 
tive fashion, but in response to a set of specific questions put to the patient 
and his parents. The patient was asked for: his earliest memory; his next 
earliest memory; his earliest and next earliest memory of his mother; earliest 
and next earliest memory of his father; most striking early memory; and 
anecdotes which were commonly told about him by the family. The parents 
were asked for their “most striking” early memory of the patient; the “most 
characteristic" early memory; and any other memories of him which "stand 
out." All memories were recorded verbatim. It was made clear to both the 

1 This work with early memories forms part of the Psychotherapy Research Project of The Men- 


ninger Foundation, but the memories analyzed in this paper are not those of one of. the Project cases. 
The Project was initially supported by the Foundations' Fund for Research in Psychiatry and is cur- 


rently supported by The Ford Foundation. 3 ns ; 
2 Workshop on “Role Perception and the Patterning of Interpersonal Relationships," Martin May- 


man, Ph.D., Chairman; Robert Langs, M.D., recorder. 
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patient and relatives that specific incidents and anecdotes were wanted, not 
rambling or fragmentary impressions. Thus, three sets of stories about the 
patient were gathered—stories which could be analyzed for style, structure 
and thematic content, much as is done with Thematic Apperception Test 
stories. 

In advance of the workshop meeting, participants were sent these early 
memories and were asked to draw “blind” diagnostic inferences concerning: 
1) the character structures of the patient, his mother and his father; 2) the 
nature of the intrapersonal and interpersonal forces which may have been 
significant factors in the patient’s formative interpersonal matrix; and 3) 
the resultant enduring relationship-predispositions which have become im- 
portant facets of the patient’s adult character structure. The examinational 
and historical data were presented to the workshop members only after they 
had discussed and reconciled their inferences, uninfluenced by the clinical 
data. The consensus of inferences derived from the memories is presented 
below, followed by a summary of other clinical and examinational data. 


Tue Use or EARLY MEMORIES As A PROJECTIVE TECHNIQUE 


Psychologists have long been interested in the idiosyncratic features of 
childhood memories (2, 4), but not until recently has there been any at- 
tempt made by psychoanalytically oriented psychologists to examine early 
memories for what they reveal tacitly about an informant’s character struc- 
ture (6—10).* 

The use of early memories in this fashion rests upon a working hypothesis 
established in psychology by Bartlett in his classical studies on remembering 
(1), namely, that one remembers selectively from the moment an event 
enters awareness to the moment of its recall. Events are sifted through an 
apperceptive screen, so to speak, so that some facets of the experience are 
accentuated and others minimized or ignored according to the individual's 
unique perceptual biases. Recollections bear the stamp of an individual's 
selective recall, and represent his often highly personalized reconstructions of 
his experiences. 

When one asks a person for recollections of early events, one finds that 
the anecdotes elicited are surprisingly limited in number and stable in com- 
position. Moreover, it often seems that these anecdotes are offered by the 
person as if they were peculiarly self-representative. Our experience with the 
clinical use of an early memories inventory seems to justify the assumption 
that early memories are selected and edited unconsciously according to one's 
personal dynamics, and can be used as a source of inferences regarding 

; ? Ruth Munroe rightly credits Alfred Adler with having been the first to use early memories system- 
atically as a diagnostic procedure to identify some of a patient’s dominant unconscious relationship- 
predispositions (11). The diagnostic yield was limited by Adler’s explanatory concepts, but his suggestion 


that we analyze early memories for their thematic content, much as we now do Thematic Apperception 
Test stories, was in itself an important contribution. 
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tacit, ingrained preconceptions of self and others; one's incorporated 
repertoire of transference paradigms; and some of the determinants which 
may have led to the development of these character patterns (8, 9). 

This paper illustrates the use which can be made of three sets of memories 
obtained from the members of one family in analyzing the character struc- 
ture of a young man and its intimate links with the identity patterns and 
character traits of each of his parents. In presenting this analysis our pur- 
pose is not to establish the validity of the method, but only to illustrate its 
potential richness and value in multidiscipline clinical psychiatric studies. 


THREE Sets or EARLY MEMORIES, AND THE INFERENCES 
Drawn FROM THEM 


Mother's Memories 
Story 1 


(What memory of your son has remained 
with you most firmly or most persistently?) 
When he was about two years old his father 
was going downtown in a hurry to get some 
seed. His daddy took him everywhere with 
him. Bill always wanted to go with his father 
and Daddy always wanted to take him; he 
was proud of him. When they got downtown 
Bill said he wanted an ice cream cone. Daddy 
said, “No, I'm in a hurry. You sit in the car 
and I'll be right back." Daddy dashed over 
to a store just a few doors away to get the 
Seed and Bill got out and began phiying 
around the car. He was near the traffic and 
several people came along and began talking 
with him. While they were all gathered 
around him Daddy came back, and they 
said, “What a darling little boy,” and then 
somehow a photographer got in on it; I don't 
know how this happened. It's a little village, 
you know, with a little paper, and Bill was so 
Cute that somebody took a picture of him, 
and that evening his picture was in the paper, 
and it said, “This cute little brown-eyed W. 
boy." And the story was in the paper. (Told 
by the mother, but recalled and enjoyed by 
both parents.) 


Story 2 


(What memory of your son seems es- 
Pecially characteristic of him?) I always 
think of him as being such an angel, always 
helping. He’s such a hard worker. I remember 
when he was a little over three years old he 


Inferences 

Story 1 

This first anecdote is revealing in both its 
style and its content. The mother is appar- 
ently warmly invested in both the father and 
the son, but the investment is not without 
direct personal satisfaction. She places special 
stress upon the attentive consideration the 
son could command, and is particularly 
pleased with the image of Bill as someone 
who can act on his own initiative. But most 
important to her seems to be Bill's winning 
ways which bring him the admiring attention 
of the neighbors and make him a front page 
attraction. 


Story 2 


The mother stresses her son's being “‘an 
angel,” always helping, being a hard worker, 
and being self-reliant. She seems grateful 
that he made so few demands on her. There 
is a striking reversal of roles here; he helps 
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Mother's Memories 
Story 2 (continued) 
stood on a chair beside the stove and cooked 
himself an egg for his breakfast while I 
bathed the baby. He always was so self- 
reliant; he never seemed to need help. 


Story 3 

(Other memories which stand out for 
you?) He never did talk baby talk. He 
helped me serve coffee when he was two 
years old, to friends. Everyone adored him; 
he was so cute. He never spilled things; he 
always did it so carefully, 


Story 4 


When he was about four years old, one 
day he had done something, I can’t recall 
what it was at the moment, but he came over 
to me and said, “Mother, is that good?" I 
said, “Yes, that’s good, Bill," and then he 
asked, “But Mother, is it good as a child 
would do it, or asa grownup would think it is 
good?" I said to him, “Honey, it’s good as a 
child would do it.” Poor little fellow, I felt so 
sorry for him, 
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Inferences 
Story 2 (continued) 
her and he helps himself. One begins to sense 
that she needs such support. She tells us 
nothing of Aer helping Aim. 

Apparently Bill went far toward intro- 
jecting his mother’s expectations of him. 
Looking at him through her eyes we see him 
trying to fill the role of the independently 
active, self-responsible, mother's helper. We 
are left to wonder how much self-submer- 
gence accompanied these attempts to keep 
his mother happy. 


Story 3 

It seems important to the mother not 
only that Bill helped her, but that he madea 
good appearance, that he pleased the guests, 
was careful, neat, self-controlled, almost a 
miniature adult. Bill's “helpfulness” here 
seems more clearly a sharing by him in her 
maternal functions. Despite the apparent 
good feeling between them, one again won- 
ders about the burdensomeness of her tacit 
expectations of him, particularly if she en- 
couraged so extensive an internalization by 
him of her own values and needs. 


Story 4 


The distinction which is so sharply drawn 
by the child between being childish and being 
an adult, between being adequate and inade- 
quate, good and bad, implies a perception by 
him of those things which matter so much to 
the mother. One senses that she not only ex- 
pected him to do better, but that she also ex- 
pected him to be able to cope with the pain- 
fully deflating truth that he was not yet the 
man he would like to be. 

How hard he tried, and how hard it 
proved to win her unqualified admiration! 
And how much stress was put on being grown 
up, being a man! The mother presents an 
image of Bill as someone who wanted to 
achieve according to adult standards, to 
please her in adult terms, She deflated him, 
but in a way which encouraged him to go on 
trying; he did not fail, and yet he did not suc- 
ceed in pleasing her. 
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Synthesis of inferences from the mother's memories. The mother speaks 
about her husband and son with pleasure, and without any intrusive demand 
for attention in her own right as so often occurs in the early memories of 
close relatives. She presents a picture of herself as a mother who is warm, 
interested in her son, but far from overprotective. We see her making many 
"realistic" demands upon her son, and get the impression that the relation- 
ship rested heavily upon the appreciation with which she rewarded the boy's 
ability to look after himself and help her in her own chores when she was 
burdened with the task of looking after the younger sibling. We see him 
learning to please her by doing things as she would do them and even carry- 
ing out those functions which were most appropriately hers (cooking, serving 
food), a role which contrasts with the father’s image of the boy engaged in 
more masculine activities. (See the father’s memories, below.) 

In idealizing her son’s self-sufficiency, the mother reveals one of her im- 
portant values. Clearly, she admires strength, initiative, poise and control 
in men, and tells her stories in such a way as to highlight these qualities in 
her son. From very early on, it seems likely that she was molding him accord- 
ing to this image, encouraging him in various ways to be the helpful, self- 
responsible boy who would become a man with inner strength upon whom 
women like herself could rely for help and support. But, as one notices how, 
in all of these incidents, it is the son who is expected to do the giving, rather 
than the mother, one begins to wonder whether her demands upon him may 
not have stemmed from needs of her own not appropriate to a mother-child 
relationship; that is, whether her own need to be looked after has not 
blocked in some significant ways her freedom to support, nurture and baby 
her own first child. This conjecture is consistent with the indications we 
get that it is very important to her to please others, win favor in the eyes of 
others, and do nothing which might prove embarrassing before others. Here 
too, one senses a need for love which may well have exerted a subtle warping 
influence in the way she filled the role of a mother. 

However burdensome these demands may have been on the son, the 
mother must have been sufficiently loving to have provided the boy with 
more than enough incentive to try to meet her expectations. We get the 
image of him not only as doing what she would have him do, but of extend- 
ing himself to new achievements, and seeking out ways to give to her and to 
please her. She does feel the pathos of his unsuccessful attempt to please her, 
“not as a child would do it,” but misses the implications this has for their 
relationship, She does not sense the degree of unfulfilled striving which seems 
his lot in so many of these stories. 
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Father's Memories 

Story 1 

(What memory of your son has remained 
with you most firmly or most persistently?) 
When Bill was about seven or eight, one day 
we went fishing. I used to take him fishing. 
From the time he was big enough to go along 
we'd go up in the country for a day's fishing 
trip and take food along with us. This time 
we had forgotten the box of food, left it at 
home, but we brought the other things with 
us, including the pan for warming things or 
cooking over an outdoor fire. We decided to 
cook fish to eat and I said to Bill, Let's cook 
this one." He had caught the biggest one. 
And he said, “Oh no, I'm going to take it 
home to Mother." And nothing could have 
talked him out of it; he would rather go 
hungry. (Told with warmth and pleasure.) 


Story 2 

(Most characteristic memory?) When he 
was in high school the coach gave him re- 
sponsibility for keeping track of the towels 
the team used. He was proud of this responsi- 
bility and did a good job of it; but the kids 
didn’t turn in the towels always, and if Bill 
reported this, the coach didn’t back him, 
And this, Bill simply could not understand; 
it was incomprehensible to him, I talked with 
him about it and said, “Look, Bill, if the 
coach isn’t willing to back you, this isn’t 
what he really wants, Why don’t you roll 
with the punch?” But Bill couldn’t do this 
and was unhappy because he felt no sense of 
accomplishment in it, 


Story 3 


(Other memories which stand out?) Bill 
always worked in the summer and always had 
good jobs because he was such a good worker, 
Sometimes Bill worked for me. I hired him at 
the same rate I paid other workmen. One 
day when Bill was working he came to me 
and said, “You know, Dad, there are three or 
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Inferences 

Story 1 

The choice of this particular anecdote and 
the way in which the story was told, suggests 
that the father is a man very much given to 
masculine pursuits, who wanted to introduce 
his son to masculine interests and achieve- 
ments. Moreover, he seems to have prized 
independence and assertiveness: a man 
should be able to go camping, look after him- 
self, be adaptable, “catch the biggest fish,” 
and should have the courage of his convic- 
tions. The son is accepted by the father as a 
person in his own right. 


Story 2 


The father and son do not understand 
each other; their values clash. We are pre- 
sented with an image of the son eagerly ex- 
tending himself to do well, trying to win 
favor with father and coach, and unable to 
appreciate the effect his efforts have on the 
people involved. This attitude departs widely 
from the father's concept of how a man 
should act if he respects the personal in- 
tegrity of himself and others. 

One senses that Bill's behavior conforms 
more with the image of “mother’s little 
helper" than with father's model of how a 
man should behave. Although Bill finds his 
way into masculine roles, he carries out these 
roles in a style consistent with an ego ideal 
based more upon the mother-son than the 
father-son relationship. 


Story 3 


We see the son eagerly extending himself 
todo well, and unable to appreciate the effect 
his efforts have on the people involved. 

The father acts on, and expresses the be- 
lief that relationships should maintain self- 
other differentiation, with no transgressions 
by one on the rights, privileges or functions 


Les 
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Father's Memories 
Story 3 (continued) 


four of those guys that really aren't doing a 
good job. They aren't giving you an honest 
day's work." I told him, “Well, Bill, that 
may be so. That sometimes happens, but you 
know, I am not sure it is the thing for you to 
do to be talking about the people you are 
working with; they are your co-workers. 
Maybe you should think I can handle that.” 


Story 4 


(Other stories which came up subse- 
quently as "characteristic" of Bill.) He was 
always doing more than his share and always 
feeling that someone else gets the credit for 
things. Or always trying to take on a lot. For 
example, job plus job, plus job; then this be- 
comes too much for him, and he begins crab- 
bing about it and feels that "some charming 
person gets the credit." This has happened to 
him a number of times. 


Story 5 


Bill always worked hard and accom- 
plished things. As a youngster he was very 
busy with 4-H Club work. He carried several 
Projects, and won all the honors for the dif- 
ferent projects. There were a lot of records to 
keep, and he was good at this. I remember 
sitting by the hour beside him and helping 
him, but he always did them himself. 


Story 6 


Bill was always a good talker. When he 
was in high school he was master of cere- 
monies for a Kiwanis Club luncheon once, 
and he was very good. That boy could always 
think and speak well on his feet, and that's 
Something few people can do. Everyone 
thought he was very good. 


Inferences 
Story 3 (continued) 


of another. The son’s attitude somehow 
clashes with the father’s respect for the per- 
sonal integrity of all parties to a relationship. 


Story 4 


Again we see a divergence in the ways in 
which father and son deal with interpersonal 
encounters, We are given our first hint that 
Bill's drive had had a voracious and an in- 
satiable quality to it. It is noteworthy too 
that Bill felt “some charming person always 
gets the credit." Bill, whom everyone else 
finds a charming, likable person, tended to 
see “charm” as the most direct way to win- 
ning approval. 


Stories 5 and 6 


The father here expresses some of the 
values which were conspicuous in the 
mother's memories: self-reliance, the ability 
to perform well before an audience, and the 
ability to please others. In addition, the 
father indicates his belief in hard work, ac- 
complishment and the winning of “all the 
honors." At the same time, Bill's need for at- 
tention and acclaim keeps pushing him to do 
more and more. It is reasonable to conjecture 
that behind this drive is the nagging fear that 
otherwise he would disappoint and fail his 
parents. 


Synthesis of inferences from the father's memories. The father presents him- 
self here as a man who really assumes the responsibility of being a father to 
his son, but without fanfare. They share experiences closely. The father al- 
lows the boy to participate, to contribute and to make his own decisions. 
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Bill can be independent and yet close. The father suggests without imposing, 
and without making unwarranted demands. He advises, but leaves it to Bill 
to work things out for himself. 

The father carries and transmits a well-defined masculine ideal to his son. 
The stories convey the father’s belief that each man (and his son insofar as 
he is a budding man) has the right to make his own choices, and then to 
stand his ground. The father stresses, however, that one must adapt oneself 
realistically to each new situation. He clearly placed much value also on the 
son’s earning his way and maintaining an unassuming integrity. 

It seems likely that the son incorporated at least some of this masculine 
ideal. In the very first story we get an image of the boy’s strong attachment 
to his mother around the theme of impressing her with his successful mascu- 
linity; he wanted to give her his big fish, just as he wanted to please her in 
Story 4 of the mother’s memories. 

Looking at the patient from the father’s impressions of him, we see that 
his eagerness to please has some sticky and inflexible qualities. The father is 
a bit puzzled by this; he can see the appropriateness of doing a good job and 
doing what the job calls for, but does not quite grasp the son’s insistent wish 
to please and his inability, therefore, to “roll with the punch." The father 
depicts Bill as overdoing it when he sets about trying to please others, and 
hints that Bill’s wish to please ends in recurrent disappointment of what may 
well be insatiable bids for love. 


Patient’s Memories Inferences 


Story 1 


(Earliest memory?) My mother turned 
the hot water on instead of cold water in the 
sink, (?) She used to bathe me in the sink and 
she got the wrong water faucet, the hot water 
instead of the cold, (Other details ?) I seem to 
remember telling her she turned the wrong 
faucet on, but I don’t know whether I was 
able to talk or not. They said I had a large 
vocabulary at that time, I don't know. .. it 
seemed I was trying to get her not to turn 
that faucet on. (?) Just an honest mistake, It 
burned of course. (Age at the time?) That I 
don’t know. I imagine between one and two, 


Story 2 


(Next earliest memory?) It was the time 
my father left me in a car and he went into 


Story 1 


Even as an inarticulate infant, he sees 
himself as taking over for the mother the care 
of himself. He pictures himself as someone 
who even in infancy was not a defenseless, 
anaclitic, trusting child, but rather as some- 
one who needed to look after himself. The 
mother is represented tacitly as a thoughtless 
woman who fails to care for him adequately. 
The latent feeling is one of reproach against 
the mother for her failure, and at the same 
time a reaction formation against that re- 
proach: It was “just an honest mistake.” 

We also get an indication of the emphasis 
placed on cleverness with words. (See father’s 
memory #6 and mother’s memories #1 and 


#3.) 
Story 2 


The story expresses the child’s wish to 
stay with his father and his feeling hurt, 
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Patient's Memories 

Story 2 (continued) 

a store. And I got out and ran away. (Why?) 
I don’t think I ran away; I got out and 
wandered away, The only thing I remember 
is the way I wanted to go in the store with 
him and he wouldn’t let me, so I got out and 
wandered away. I remember the police 
picked me up. No! from the newspaper article 
I know the police picked me up; I don’t re- 
member it. (Other details?) The car being 
closed up. I don’t remember getting out of 
the car. The only part I remember is being 
closed up in a car and wanting to get out of 
the car. (Feeling tone?) Kind of hurt he 
didn’t take me. (Age at the time?) About two 
years old. 


Story 3 


(Earliest memory of mother?) Not too 
clear what my earliest memory is. I’m just 
not... (Patient goes on to indicate that he 
cannot recall any specific early memories of 
mother or father. As he thinks about it it 
seems to him that they were ‘‘always there, 
kind of like God.”) 


Story 4 


(Most striking early memory?) I think 
the time we set fire to the creek bed behind 
the house. I was about five years old. No one 
has talked about that much, I stole those 
matches out of the kitchen. Another kid kept 
striking the matches and touching them 
where the grass looked the brownest. We got 
quite a good spanking about that. (Details?) 
I got a good spanking, a real good one. 
(Feeling tone?) I was real sorry I had done it. 
Even before I got the whipping. (Thought of 
before?) Oh yes, Once in a while. It’s kind of 
a family joke. 


Stories 5 and 6 


(Anecdotes told about you by the family?) 
That’s hard. I’ve been away from them so 


5815 


Inferences 
Story 2 (continued) 


thwarted, shut away and left to his own de- 
vices. He felt rejected but did not take re- 
jection passively; he acted to alter his un- 
pleasant circumstances. Striking, too, is the 
discrepancy between how the patient ex- 
perienced this incident and the pleasure with 
which the parents reported what we may 
presume to be the same incident: for him, 
loneliness, deprivation and suppressed re- 
proach take away the pleasure of having 
acted on his own. 

Again, his expression of reproach and re- 
taliation (“‘so I ran away") are followed by a 
quick suppression of the aggressive impulse 
(“I didn’t run away, I wandered away"). 


Story 3 


Much pain and conflict must underlie his 
relationships with both parents for him to 
block out to this extent his childhood images 
of them. Yet he adds, “They were always 
there, kind of like God.” The ego is repre- 
sented as somewhat engulfed in the parent- 
child relationship. If the parents were felt as 
being so omnipresent, have they perhaps re- 
mained too influential as ego-ideal (superego) 
figures, from which his ego never succeeded 
in gaining sufficient freedom? 


Story 4 

He subscribes to the superego dictum 
that he obey the parents, that he be a well- 
mannered boy. Yet one might also infer, 
from the fact that this became a family joke, 
that boyish independence was looked on 
with favor by the parents. In this respect, 
ego-ideal promptings may conflict with 
superego proscriptions. 

He flouts authority in his normal boyish 
mischievousness. But he is not so bold as to 
set the fire himself; and then he gets the 
punishment he feels he deserves, from par- 
ents who mete out the punishment which his 
own superego called for. 


Stories 5 and 6 


He expresses trust in the warm, welcom- 
ing attention he will get when he goes home, 
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Patient's Memories 
Stories 5 and 6 (continued) 


long. You should ask me after I get back 
from my visit: they’ll bring them up again. 

When I changed school in second grade. 
We went to another town. I walked into the 
school, found the second-grade room, told 
the teacher I was in the second grade and had 
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Inferences 
Stories 5 and 6 (continued) 


and yearns for this belongingness: “I’ve been 
away from them so long." 

Again, he is the active, accomplishing, 
successful person. He presents himself in 
these incidents as at one with his ego ideal, 
fully identified with the values held out to 


been first in my last class, and where was the 
first chair in this room? I just took over. 

Dad tells about the first fish I caught in 
the High Sierras. He heard me hollering. I 
hooked him and started running. I pulled him 
right up over the bank and kept on running. 
I sure didn't let him get away. 


him by his parents, 


Synthesis of inferences from the patients memories. It is striking how dif- 
ferent in quality are the patient’s last three memories from his first three. 
The self as a distinct person emerges sharply in Story 4, around the themes 
of assertiveness and accomplishment. The first three memories hint at some 
of the feelings and problems which underlie the boy’s wish to comply with 
parental values, ideals and pressures, all of which have been more or less 
fully incorporated into his own ego. At this deeper level we find him express- 
ing a sense of loneliness, tacit reproach, at times almost a sense of bleakness. 
Yet at the same time he does not allow the reproach to come to expression, or 
even into awareness. Instead he resorts to the device of doing what he can 
to set things right, counting on himself to do what is necessary to overcome 
the disappointments and hurts which he rather stoically takes for granted. 


SUPPLEMENTARY CLINICAL Data‘ 


Presenting problem. Bill W, a 24-year-old married engineer, came to the 
clinic seeking help for feelings of depression, a general sense of inadequacy, 
and fatigue. He had had no previous psychiatric treatment. His symptoms 
were precipitated abruptly six weeks before when his wife left him and asked 
for a divorce. They had been married for four years, and although there had 
been some difficulties in the marriage and one brief separation, the patient 
was shocked at this “unexpected” turn of events, For several weeks he had 
hoped and worked for a reconciliation but without success. He grew increas- 
ingly depressed, cast about for help and advice as to what he might do, and 
then, quite abruptly, decided to see a psychiatrist. 

The mother, a college graduate and an aesthetic, sensitive and abortively 
creative woman, always felt herself to be less adequate than her husband 


à t We are indebted to the examining psychiatrist, Dr. Herbert C. Modlin, for permitting us the use of 
his observations and Case Summary. 
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and his family. She said that she was never quite as good a housekeeper as her 
sisters-in-law and could never manage things as well as they did. Her mother 
had died when Mrs. W was only ten, and she went to live with relatives 
while her brother stayed with her father. She said, without apparent rancor, 
that her father "gave me away. In some families it is only the boys who are 
important." This identification of herself with the less valued position of the 
female seems to have been one of the factors which led her to give so much 
extra attention to the patient's sister, who was three years younger than he, 
and sickly from birth. 

It seemed that the two key people in the mother’s life have been her 
father and her husband. The two presented striking contrasts. The father 
was an artistically sensitive, exuberant, egoistic musician, whom she admired 
for the amount of fun he was always able to have. However, her account of 
him was subtly reproachful for his failure to love and look after her, and for 
his general unpredictability. Her husband, on the other hand, was described 
as quietly dependable, solid, a man with integrity and strong family feeling. 
He was intelligent, had high business principles, was highly respected, and 
“his stability always impressed me." The mother chose in her husband a man 
on whom she could always lean, and she admired his manly, hard-driving, 
quietly confident self-sufficiency, qualities which she missed in her father. 

The patient's father was of medium height, muscular, tanned, and wore 
tweeds with distinction. He was quiet, yet not a retiring person. When he . 
spoke of the children or the family activities, it was with obvious pleasure 
and warmth. 

Mr. W left college to take over the family business when his father died. He 
insisted on founding an independent firm of his own as well; it seemed im- 
portant to him that he get ahead in his own right. He managed both busi- 
nesses with considerable success, and became a firm protagonist of the family 
values of thrift, independence and integrity. 

Despite his vigorous, practical and busy life, the father brought not only 
warmth but also psychological sensitivity to his relationship with his son. 
Many of his observations about the patient showed more genuine apprecia- 
tion of Bill’s problems, feelings and inner conflicts than the mother seemed 
to have. It was the father who told us that the patient “just doesn’t like 
himself” and that “he wants to be accepted; always doing things for people.” 
It was the father who observed that Bill had difficulty in “sizing up people 
and that he always ended up disappointed, particularly with the girls he 
chose; they always had to be the prettiest in the class but were never girls 
with whom he could develop stable, enduring relationships. Despite these 
somewhat critical observations, the father's attitude throughout was essen- 
tially kindly and sympathetic. / 

The patient was a tall, handsome man who appeared slightly younger than 


518 EARLY MEMORIES AND RELATIONSHIP PARADIGMS 


his age. He was likable, winsome, sincere and open, all of which made him 
seem somewhat boyish. He related himself to the examiner as a confidant 
and friend, ready to do anything he was asked to do and demanding nothing 
for himself. He was acutely distressed and intensely preoccupied with the 
loss of his wife, felt hurt rather than angry with her, and blamed himself for 
what had happened. Both parents, on the other hand, believed he was too 
critical of himself concerning the failure of the marriage, and supported his 
decision to seek psychiatric help. While they saw the marital conflict as re- 
sponsible for the immediate illness, they said that Bill had been lonely and 
unhappy for a long time and needed help. 

The patient had always been an attractive, intelligent, active child. He 
was praised often for these qualities, but as he recalls it, he was recognized 
not for any intrinsic lovableness, but only for some unusual performance. He 
was a hard worker, made good grades, did well in 4H work. In high school 
he was active in arranging school parties and other social affairs, and later 
became active in civic theater work. He graduated from college with honors. 
But despite these successes, and notwithstanding the fact that he seemed to 
get along well with his colleagues and went out of his way to do things for 
others, he never seemed to relax and enjoy himself. 

The patient married when he was 20. He recalls that he had always looked 
forward to having a wife and family of his own. From the start, however, the 
marriage was not a happy one. He attributed his wife’s growing loss of 
interest in him to her mother’s active efforts to break up the marriage, and 
tried to win over his mother-in-law by doing things that would be “nice” 
for her. When the wife left him he wrote many letters, pleading, promising, 
cajoling, but to no avail. 

Early in the marriage the patient developed a striking psychosomatic 
symptom. On every occasion of his wife’s absence from home, even if only 
for a few days’ visit with her parents, he became nauseated and vomi ted, to 
an extent which sometimes required that he be hospitalized. His wife would 
be summoned, and as soon as she returned, the vomiting stopped as quickly 
as it had started. Medical studies were consistently negative. This symptom 
recurred when his parents left him before the evaluation came to an end. 

In most of his relationships, the patient seemed to be striving ceaselessly 
to ward off the possibility of his being left in the lurch. He was ingratiatingly 
eager to Please. He was quick to warm up to all those he came in contact 
with in the evaluation, and was so obviously in pain and so open about his 
need for help that he drew a quick sympathetic response from those who 
worked with him. 

What was perhaps most striking about this man when one reviewed the 
way in which he presented himself was his cheerful outgoing eagerness to do 
things for others. Although the estrangement from his wife was apparently 
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final, he was still thinking of gifts he might take not only to her but to his 
mother-in-law, and of achievements which would please and impress his 
father-in-law. In much the same way, he thought about favors he might do 
for the examining physician and social worker. And yet it was in the very 
selflessness of such efforts that one could see the neurotic core of this be- 
havior; his givingness was not simple generosity but rather a need to win 
people by doing things for them. One quickly sensed the essentially childish, 
“hungry” quality of his ingratiatingness with older adults. 

The dual image we get of this patient from his early memories—of some- 
one who, on the one hand, is a lonely, neglected, unhappy and subtly re- 
proachful child, and who, on the other hand, exerts himself with a masculine 
thrust to be successful and get ahead—was amply confirmed on the other 
projective tests. On the Sentence Completion Test, it was apparent that Bill 
was intensely invested in thoughts of achievement, success and effectiveness. 
He seemed to try to sustain a fresh, lively hopefulness in order to blot out of 
awareness his loneliness and hunger for the love and support of others 
which was so significant a wellspring of his life. Yet the strain and the vul- 
nerability of this reaction formation were also apparent in some of his re- 
sponses, and took more definite form in a number of the personal images 
which emerged on the Rorschach test from a deeper level of fantasy. There 
was ample evidence on all of the tests of both his sense of deprivation and 
his latent expectation that he could not really count on others for nurtur- 
ance and support but rather must take the initiative to ensure an adequate 
supply of attention and love. His hard-drivingness was in one sense a step 
toward adulthood while at the same time, at a deeper level, it represented his 
childish attempt to give the parents what they wanted. The Rorschach and 
Thematic Apperception Test presented much evidence to confirm the infer- 
ence that this man’s surface masculinity is not supported by deeper identifi- 
cations. A numberof the themesindicated a tendency toidentify himself with 
women more than with men, particularly with women as superego figures. 

The patient’s hunger for supportive contacts was expressed perhaps most 
poignantly in the image which came to mind when he was asked to visualize 
something in response to the word yourse/f. He saw: “The same picture I 
have always had, as an entertainer. There are thousands of people around 
and I'm entertaining them. And I don't want to quit because the only thing 
that is keeping them there will stop, and I'll be alone again. I feel as if I 
could go on forever, and the only reason they're staying is because they are 
amused and entertained. 1t seems like someone in the audience says some- 
thing and I lose my poise and they all leave anyway." The patient reveals 
here the sense of tenuousness and urgency which have dominated his rela- 
tionship with others, and suggests that he has always been vulnerable to the 
acute depressive reaction which followed the loss of his wife. 
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Conctusion 


This study grows out of the assumption that a set of early memories can 
mirror for us an individual’s early relationships as he may have experienced 
them at the time his personal identity was most open to the formative influ- 
ence of others. The aim of the paper, and the workshop on which it was 
based, has been to show how early memories may serve as a source of in- 
formation about transference patterns carried into, and often re-enacted in, 
each new personal encounter. If we extend this analysis to include a study 
of important dyadic relationships, and examine the meaning of each rela- 
tionship for each of the participants in it, we extend considerably the scope 
of observations relevant to our diagnostic objective. 

Most of the conclusions which may be drawn when the three sets of early 
memories are analyzed as projective test data, could perhaps have been 
arrived at as well from the clinical data alone. The value of diagnostic test- 
ing is not necessarily that it provides new data, but that it facilitates the 
total diagnostic process. The diagnostic procedure contributes significantly 
even if it offers no more than does the staining process in cytology, whose 
only function is to make more easily apparent the structures inherent in 
the material being studied. 


REFERENCES 

1. Bartier, F, L. Remembering: A Study in Experimental and Social Psychology. New 
York: Macmillan, 1932, 

2. Berman, L. A. The Projective Interpretation of Early Recollections. Univ. of Michigan 
doctoral dissertation, 1959. 

3. Curss, S. Utilization of Childhood Memories in Psychoanalytic Therapy. J. Child 
Psychiat., 2:187-193, 1951. 

4. Dupvcna, G. J., and M, M. Dupycua. Childhood Memories: A Review of the Literature. 
Psychol. Bull., 38:668-682, 1941, 

5. ErsNsTEIN, V. W., and R. Ryerson. Psychodynamic Significance of the First Conscious 
Memory. Bull. Menninger Clin., 15:213-220, 1951. 

6. FaiEDMAN, A. Early Childhood Memories of Mental Patients, J. Child Psychiat., 2: 
266-269, 1952, 

7. Lisperman, M. G. Childhood Memories as a Projective Technique, J. Proj. Tech., 21: 
32-36, 1957. 

8. Mayman, M. Early Memories and Abandoned Ego States. Southwestern Psychological 
Assoc., April 1959, 

9. Maymay, M., S. Surru, and G. Haron, Early Memories and Relationship Paradigms. 
Unpublished, 30 pages, 1958. 
Pe ts ache H. H. Early Recollections as a Projective Technique. J. Proj. Tech., 22:302- 

j . 

11. Munnos, R. L. Schools of Psychoanalytic Thought, New York: Dryden Press, 1955. 
ia je Murray, H. A., et al. Explorations in Personality. New York: Oxford Univ. Press, 


13. Savi, L. J., T. R. Snyper, and E, SHEPPARD. On Earliest Memories, Psychoanal. 
Quart., 25:228-237, 1956, 


THERAPY WITH SCHIZOPHRENIC PATIENTS* 


IAN ALGER, M.D. 
New York, N. Y. 


HE purpose of this paper is to present some conceptions on the nature 
of schizophrenia, and to describe some activity which the author has 
found to be therapeutic. Material from the course of treatment of one pa- 
tient will be presented, not to establish the validity of the approach used, nor 
to prove the correctness of any theory advanced, but rather to better demon- 
strate the techniques used, and to better clarify the concepts behind them. 
Dan was first seen two years ago. At that time he was acutely psychotic, 
excited and confused, feeling that people were trying to control him, and 
fearing that he was going to lose control of his vital processes, stop breathing, 
and die. At the time of the first interview in the office, he said that he was 
disturbed and needed help; but in a few minutes, he locked the outer door 
of the office, and confided that his wife was really ill and needed hospitaliza- 
tion. 

Before continuing the story of this first interview, some facts about Dan’s 
history will be added in order to improve the perspective. At the time he was 
first seen, he was 29, and was living with his wife and baby daughter in an 
apartment in New York. He had been married two years previously, while 
he was completing postgraduate work in psychology, and since the birth 
of his daughter six months before, he had been working at his first profes- 
sional job. His home had always been in New York City, where his mother 
and father still live. He has one sibling, an older brother, whom he described 
as brilliant. He always looked up to his brother, and marveled how he was 
able to get his own way with his parents, mainly by open defiance. The pa- 
tient said he himself had always been his mother's favorite, and attributed 
this in part to his own passivity and compliance. His brother, however, did 
have a schizophrenic break during his final year at college, and was hos- 
pitalized for two years. This made a vivid impression on Dan, who recalls 
his own disbelief as he listened to the nonsensical utterances of his brother 
as the latter talked to him at the time of the break. d È i 

Dan’s family had never experienced any severe financial hardship. His 
father was a master plumber and was always employed, even during the de- 
Pression years. He spent a great deal of time away from home, both on over- 
time work and union activities. During the Second World War, he worked on 
defense projects in other cities and only returned home occasionally. When 
he was home, he would nap much of the time, and then would arise early to 


* Presented at the 1959 Annual Meeting in a Workshop on “Techniques of Treatment of Adult 
Schizophrenia,” Irving Markowitz, M.D., Chairman. 
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go to work. His arrival in the evening was always uncertain, and the famil 
ate in shifts, sometimes each eating alone at different hours. The patient re 
calls constant arguing over money, when they were together for a meal, an 
over his father’s alleged poor management and lack of incentive. Apparently, 
his father did miss some opportunities to improve his situation. Once whe 

he went into business for himself, he was cheated by a partner, and this 
constantly brought up to him by his wife. On the other hand, he would 
listen to all the criticism without much response, until he would suddenly be- 
come violent, rage incoherently, and leave. Dan remembers his father’s lack. 
of concern for others in the early morning. Since he had napped the previous 
evening, he would get up as early as four o'clock, and make a great deal of 
noise so no one else could sleep. Then he would laugh at their complaints; 
Another trait which angered Dan, and which still persists, is that his father. 
would assume an air of great knowingness, and expound at length on sub 
jects about which he knew virtually nothing; and he would become very 
angry if anyone challenged him. The patient said, “His ideas and plans were 


was suspicious of everyone in the family, and of all her neighbors. She 
thought they were jealous of her, and was very secretive in any of her deal- 
ings with them. She believed the relatives would do things to embarrass her, 
or make her look small. She wanted Dan to excel, and pushed him to become 
a better scholar; but on the other hand, she discouraged him from doi 
physical activities of which he was capable, and made him feel that she h 
no confidence in his abilities. His physical activity was realistically limited: 
by his disability, which was, and still is, a severe one. It followed an accide 
when he was 19, and resulted in a permanent paraplegia. He now is able to 
ambulate, using crutches and long leg braces. The stamina and energy re 
quired are evident. He is able to drive his own car with hand controls. Much 
of the time at work and at home he spends in a wheel-chair, since this is 
much less tiring. 
: Dan reacted sensitively to his mother's criticisms, and would become ve 
involved in trying to show that she was not right in her appraisal of things. 
He recalls feeling very angry toward her at times, and said that from adoles- 
cence right up until his marriage, he would masturbate in bed on the shee S; 
knowing she would find the stains and be upset by them, but that she woul 
not know if it was a result of a nocturnal emission, and so would be embar- 
rassed to mention it to him. 


The patient's own rages began in childhood. He recalls absolute fury 
toward his brother when the latter would hold him by the feet and bounce. 
his head on the floor, On several occasions Dan threw a knife at his brother, 
and was taken for psychiatric examination by his mother when he was six 
because of these rages, 
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As a child he was small, fat, and aloof, to use his own description. He 
played by himself much of the time, inside the apartment. Throughout high 
school he remained aloof. In his late teens he had sexual relations, but always 
with older women. He continued to do well scholastically until his practical 
work in a clinical setting, when he had difficulty with superiors, wanted todo 
his work in his own way, and almost failed one year because of this problem. 

He met his wife at a summer resort, and after a year they were engaged, 
and married. Their daughter was born six months before his break. After the 
marriage they lived for nine months with his family, because he was still 
going to school. But his wife and mother fought, and his wife said she would 
stay no longer, so they both moved to her parents’ home for a few months, 
and then got their own apartment, which was rather expensive, and which 
increased the financial pressure. 

Two weeks before the patient sought psychiatric treatment, he had a sore 
throat and fever, and was treated with antibiotics. He became increasingly 
agitated, and was hospitalized for possible encephalitis. This was ruled out. 
Two weeks later he again became agitated, felt that his wife and mother-in- 
law were trying to control him, and that he would die if he slept. In the 
office he talked of his anxiety, and his inability to sleep. He told how he was 
taking notes on all the TV programs. He complained that because of all the 
pressure he could not concentrate at work. Very few interpretations were 
given at this time. Dan was told that it appeared that he was extremely anx- 
ious about his life situation, and that we would work together in an attempt 
to understand what was happening. He agreed, and seemed more relaxed. 
But in a few minutes his wife returned with him, at his insistence. He locked 
the door to the outside from the waiting room, and asked to see me alone. 
He said that his wife was mentally ill, and needed to go to a hospital. I told 
him it might well be that his wife had difficulties, but that there was no 
question but that he himself was terribly concerned about his own anxieties, 
and that he seemed to be avoiding an attempt to understand them by con- 
centrating on his wife’s problems. It was at this point that the question of 
hospitalization arose. J 

As a general policy, hospitalization is avoided to the greatest extent possi- 
ble, since it is felt that the therapeutic potential in an outpatient situation Is 
greater. The family factor is an important one, however, and in this instance 
the patient was so disruptive at home that his wife was unable to adequately 
care for their child, and was terrified by his behavior. The patient was told 
that he seemed confused and very anxious, that he needed help, that I felt 
he should be admitted to a hospital for a short period, and that our work 
could be continued while he was there. He agreed, with some apparent relief, 
to hospitalization on the psychiatric ward of a general hospital. à 4 

In the hospital he was under the care of the resident psychiatrists, but 
visited him on the third day and had a most productive therapeutic session 
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with him. Following that session, he remained another week and a half in 
the hospital, and then returned to outpatient treatment, which has con- 
tinued to the present. 

In the hospital interview, Dan remembered me from our previous session, 
He seemed subdued, and was rather suspicious and reticent. I told him that 
I had come to the hospital to see him because I wanted to learn how he was 
making out; and because I wanted to let him know that I had the therapy 
hours I had reserved for him still available, I asked what his feelings were 
about continuing therapy with me. He immediately said he wanted to, and 
that he knew he needed help. I said if that were the case perhaps he would 
like to begin right then, and we could have a session there in the hospital. He 
agreed, and I asked him what was happening to him. He told me that he 
had seen other doctors, and had told them his story. He then said, with a 
smile, that he was in trouble, and that they had told him he had to stop what 
he was doing. I asked what he meant, and he said that he had been "*proposi- 
tioning” the women patients and the nurses. “I feel I’m irresistible, and I 
want to screw." 

His smile then disappeared, and he went on in a more anxious vein, “I 
don't know why I am doing it. I just feel the urge, and if they draw back at 
all, I continue in a more menacing way. But it has frightened me, and I 
don't know what it means. I get dizzy, and feel very scared. I never did any- 
thing to them." At this point, the first interpretation was offered. It was 
the therapist's theory, or hypothesis of what might have been going on, and 
it was offered as such to the patient, as follows: “You are puzzled about why 
you have been propositioning all the women, and apparently you have been 
angry at any refusals, and have shown this by menacing and threatening 
gestures. It would seem to me that there is something presumptuous in your 
expecting all the women to be thrilled at your proposals. You expected no 
refusals. You allowed for no refusals. In your way of looking at it there was 
no room for any one of the individual women to have her own individual 
reactions. Each one was to react exactly as you wanted her to. And when one 
didn't, you were irritated, and frightened her by your menacing gestures. — 
In à sense you denied any limits existed to your powers of attraction; you 
denied that other people have their own independent existences and reac- 
tions. In this way, you set yourself above everyone, yet expect others to re- 
act in accordance with your wishes." 

The patient responded to this by recalling some of his feelings at the time 
he was developing his acute illness: “I felt that I was losing control of every- 
thing. Everything was too much for me. I was doing my job. But then the 
baby came. And I was able to help look after her. But then my wife com- — 
plained that we wouldn't have enough money, and then I got a sore throat 
and wasn’t able to go to work. Even though I wanted to do things, I couldn't. 
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I had lost control. And I remember I saw my mother-in-law talking to my 
wife, and I felt they were talking about me, and I thought they were plotting 
to do something. And I began then to take notes about the TV programs. 1 
wanted to get everything down on paper. I was getting confused. I couldn't 
be sure what they were saying. I wanted to make a record of it all so I would 
know later what had been said, and could study it slowly, so I wouldn't be 
tricked by it." 

The therapist then made further comments in an attempt to formulate 
some theory about the patient, his life, his illness, and his symptoms: “Hav- 
ing things under your control seems to be important for you. Apparently, 
it is important for you to believe that people are also under your control, 
and will respond to you as you wish. If this is so, it would explain in part 
why you became more and more anxious, as you realized that you were 
unable to control everything, and that actually there were forces outside of 
you that were influencing things. More specifically, while you had no family, 
you were able to devote more time to your job; but when your daughter was 
born, you had to spend time with her, and there was less time for your job 
in the evenings. Then your wife made more demands as the family problems 
became more complex, and the needs of the family increased. There was a 
need for more money, and this again increased the pressure on you, and your 
wife said you should ask your mother for more help. It seemed to you that 
things were getting out of control. Actually, the demands. of life, of those 
living around you, and with you, were being felt by you, and you experi- 
enced them as attacks, and as a sign that things were out of control. Finally, 
you apparently had a virus infection, and this was more evidence to you of 
your own vulnerability. You felt confused, frightened, and anxious, and un- 
able to go on. Your anxiety came as a result of the realization of your own 
vulnerability, your susceptibility to forces other than your own, and the 
realization that other people have their own needs and goals, and do not 
exist merely to respond to you. ` 

“When you came to the hospital, you attempted to re-establish the old 
way of life; namely, that everyone must respond to you. You made sexual 
advances to all of the women, feeling that you were irresistible. However, the 
more you persisted in this idea, and in this way of acting, the more anxious 
and panicky you became. I suggest that the reason for this panic is that you 
had to place yourself in a position even more removed from reality. In order 
to preserve in a sort of emergency way, your view of people and the world, 
you had to, become more and more grandiose, and detached. This in turn led 
to more anxiety and panic, because the ensuing isolation and uniqueness set 
you apart from others, and this in itself is a very frightening experience. 
The patient replied, “You know it's true, I did get satisfaction out of propo- 
sitioning those dames. And if they wouldn't be shocked by my proposition, 
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I got a reaction out of them when I menaced them!” To which the therapist 
replied, “Your satisfaction seems to have come from the fact that you could 
get a reaction out of them. It apparently is very important to you to be able 
to make people respond as you wish; and conversely very upsetting to you 
when anyone does zot respond as you wish." 

At the end of the session, the patient asked what was going to happen 
to him. The therapist replied, “That has a lot to do with what you want. You 
apparently have some ideas about your attempts to control other people’s 
reactions. Also, you know the panic you experienced when you felt expan- 
sive, as though you could do whatever you wanted with no opposition. I 
think we can best continue examining this outside the hospital. I will keep 
your hours available for you for the next two weeks, so if you leave the hos- 
pital, we will be able to continue working without any delay." 

The goal that the therapist had in mind, in presenting his theories to the 
patient, was to try and initiate in an active way some cooperative interac- 
tion with the patient. By presenting his theories, the therapist was inviting 
consideration of them by the patient, and also was inviting a presentation 
of the patient's theories. The fact that both therapist and patient present 
theories, indicates the line of cooperative activity that can be pursued; 
namely, attempts /ogether to fashion an increasingly accurate theory about 
the patient, and his way of living. This goal of the therapist is no different 
for schizophrenic patients than it is for any other patient. Robbins (1) has , 
outlined the function of therapist as follows: “It is our function as thera- 
pists, in effect our responsibility, to participate actively in the process of 
altering the individual life-history itself. . . . The patient will, as the result 
of interaction with us, think differently, live differently, in a word, be dif- 
ferent, changed." 

In the particular case of Dan, the patient stopped his sexually aggressive 
behavior on the ward, became interested in trying to understand more about 
his controlling other people, and was discharged ten days later, to continue 
in outpatient therapy. 

In the first session after his discharge from the hospital, he said, “I feel 
people should do exactly as I want—that I'm God—that the world is there 
for my pleasure, and nothing can stop me. I want them to do as I say, when 
I want, what I want. I get very angry if they don't." In the next session, the 
patient had a dream in which there was a meteor streaking through the sky. + 
He touched it, and it burned his hand. He associated himself to the meteor, 
and felt that he himself was “out of this world.” The therapist suggested it 
might be called “Daniel’s Comet," and this became a useful reference point 
to convey the idea of his expansiveness and transcendence. In the following 
session he said to the therapist, “I’m afraid of you, I want to be untouched 
by you. I wrote notes to you today so I won’t have to talk to you. You'll , 

destroy my omnipotence, my comet." 
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]t is felt that several characteristics of the schizophrenic way of life are 
evident in the case of Dan. His feelings of uniqueness, and grandiosity are 
evident in his referring to himself as God. His insistence that people respond 
only to him makes them less than human beings. His acute illness seems to 
have begun ata time when this unique, transcendent position was challenged 
by the real world, with its own individuality and movement. In an effort 
to counter this influence, he moved further in the direction of psychosis, 
developed anxiety, became confused, took notes on TV programs, and so on. 

But the schizophrenic patient is not entirely caught up in his delusions 
of uniqueness, if he has come to us for help. And it is that humanity in the 
patient with which we ally ourselves in the struggle for cure. In Dan's case, 
he attempted to regain some equilibrium in the hospital by his grandiose 
offers of intercourse; but at the same time, he experienced great panic and 
anxiety as he recognized that his position was taking him ever further from 
the possibility of a genuinely human relationship. Thus, as Robbins (2) and 
Bartlett (3) have noted, in a schizophrenic panic the patient proceeds from 
an initial threat to his isolation, set up by his recognition of human neces- 
sities, to the worst threat to his humanity by his utter isolation. In his ac- 
tive struggle with the patient, the therapist tries to expose the patient's dis- 
torted concepts of his own uniqueness, of his consideration of other people as 
dehumanized objects which can be manipulated, and of his disbelief in the 
possibility of change. If the therapist is successful, the patient and he will 
have engaged in a cooperative interactivity which has been mutually re- 
spectful, and which then will make it possible for the patient to extend this 
kind of human relating, not only in his further contacts with the therapist, 
but also in his daily living with other human beings. 
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HAVE selected for presentation the case of Ellen, who had an acute 

schizophrenic break at twenty years of age, which leveled off into such 
good functioning and integration that one might consider it both a social 
and psychologic recovery. She was treated for five years (1945-50), and 
there has been a follow-up for another five. Also, at the beginning of her 
treatment I had the opportunity of discussing her with Frieda Fromm- 
Reichmann. 

The case shows various elements in therapy which are of interest—the 
transition from acute paranoid schizophrenia to what I think might be 
called the postschizophrenic neurotic state, the accompanying changes in 
communication and in the therapeutic approach, the role of the family as an 
active force in the patient's life situation, the intervention of outside forces 
of life which acted upon her therapeutically. 

My introduction to Ellen in the precursor period. The first I met of Ellen, in 
August, 1945, was her portfolio of little stories and poems brought to me by 
her mother to convince me that Ellen was worth “saving.” Ellen, a junior at a 
Western college, had become apathetic, almost entirely unresponsive in 
communication with her parents, indifferent to her appearance and un- 
fastidious about cleanliness, Mother wanted supportive psychotherapy for 
Ellen for a few weeks—for enough patchwork to enable her to finish out the 
term, perhaps even the year, at college. Looking back, it was as though I were 
being asked to make a convenient schedule for the schizophrenic episode. It 
actually was about eight months before Ellen settled into treatment. 

At this heralding interview mother told me that Ellen had always been 
given to fantasy; her brother, four years her senior, had been quite superior 
about this—he had the mathematical mind. As a child Ellen told stories to 
her schoolmates at the progressive school she attended and thereby had 
achieved some distinction. Ellen had always had difficulty with punctuality 
and had been prone to absent-mindedness at family meals. As a little child 
Ellen had had asthma. 

In early adolescence Ellen had often given vent to outbursts of temper, 
which she had either outgrown or learned to control. Her adolescence, 
mother thought, had been normal enough, though she was quieter than her 
friends. Ellen did not lack for friends, particularly girls. The parents, to 
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their relief, knew of no romantic or necking relationships with boys. Ellen 
had had crushes on movie stars along with the other girls. Her pin-up man 
had been Nelson Eddy, about which the family twitted her kindly, and even 
proudly. 

Ellen and Stephen had been closer in childhood than after Steve was 12. 
She admired him from a distance; at no time had they shared friends. He 
was an outstanding student at college and graduated the year she entered. 
Mother said Ellen's nose had been put out of joint by Stephen's engagement 
this summer to Cynthia, a classmate of his. 

Shortly after this precursor visit, Ellen came—a pallid, drooping girl in 
dingy white middy and pleated navy skirt, the “gym” costume of time im- 
memorial—rather unkempt and unwashed-looking; large gray-blue eyes 
stared from behind glasses. She appeared more an awkward 14-year-old 
than a girl of 20. 

What Ellen presented as her difficulties, surprisingly, was a list of her 
misdoings which displeased her parents—tardiness, untidiness of her person 
and her room, not talking to the family; and of course they were right to be 
annoyed with her. Amazed at this formulation of her symptoms, I differed 
with her about her parents’ being “right” about her so-called lack of co- 
operation and her misbehavior. 

Much later Ellen told me that her seemingly apologetic self-recrimination 
in this initial interview had been her way of testing me—was I the long arm 
of her parents?—an interesting sidelight on her subtlety and, I believe, on 
the subtlety of many schizophrenic patients. 

Subjectively, she gave “depression” as her presenting symptom. No, her 
brother’s engagement wasn’t troubling her, for she liked Cynthia and 
looked forward to gaining her as a friend, but she was distressed at mother’s 
attacks and criticality toward the bride. 

Ellen somehow got pulled together well enough to return to college, as she 
had longed to do. r 

I next saw her at Christmas—a hardly-to-be-recognized, glamorized 
young lady in form-fitting cerise dress, with cerise lipstick, sans eyeglasses, 
with a feather haircut, and a quick line of clever patter. She had plunged into 
cultivating campus friends, particularly boys, in emulation of her girl friends. 
In some puzzlement at her appearance, I heard myself asking, “Who are you 
dressing as?” The answer was, “Gertie Lawrence"—of Lady in the Dark 
fame, become Ellen’s model because of her success in spite of a largish nose. 

Ellen again returned to college, again over my reservations. 

The acute schizophrenic breakdown. Several months later the mother called 
me. A college friend of Ellen’s had written to her in concern. Ellen seemed 
confused, was talking incessantly, cutting classes, running around campus 
or sitting in the student “hangouts,” phoning this and that boy, sitting up 
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all night with the light on in her chaotic room. Even her English courses were 
suffering, Ellen would flunk out, Ellen was sick. 

Mother went up to college for Ellen. 

This time Ellen was in full swing of the acute schizophrenic episode— 
almost mute, bemused, with auditory hallucinations, anxious. She heard 
whispers about herself from behind closed doors down the hall. She nonethe- 
less longed to return to college, agitated at being cut off from her friends and 
her class. 

She had trouble in arising in the morning, for she was up most of the 
night. Even a four o’clock appointment was hard to keep. 

A thumbnail sketch of her condition at this time: Though she had occa- 
sional auditory hallucinations, her verbal communication during the ses- 
sions was appropriate and perceptive. She understood that she was ill. There 
were none of the language and logic distortions characteristic of the more 
extreme disorganization of schizophrenia. However, an English essay she 
showed me from the immediately preceding period of her confusion had the 
typical incoherence, elusive logic, and neologisms. A wry commentary on 
her condition was the teacher's notation on the paper, “This is a poor imita- 
tion of Joyce!" 

In short, her clinical picture was of the acute schizophrenic episode with 
paranoid symptomatology, which merged into a fairly long period of sub- 
mutism and lassitude, which she designated as her depression. 

There were many days when Ellen spoke barely ten words in the session; 
at most, spoken communication was sparse. When Ellen had a delusion, a 
hallucination, or an experience of schizophrenic symbolism, she knew it for 
what it was and reported it asa disturbance. At no time in my direct experi- 
ence with her did she accept her autistic thinking. She was, throughout, per- 
ceptive of the world moving about her, accurate in her reporting, privately 
critical in her written communication to me, but rarely so in her spoken com- 
munication. 

The role of the parents in the ongoing situation. From this point on the active 
and powerful role that the parents played was inescapable. I had to learn 
to recognize them as persons with difficulties and making for difficulties in 
the therapy, as so often is the experience with the family of the schizophrenic 
patient. 

Mother's complaints about Ellen began immediately—she was untidy, 
why did she sit up late and type and disturb mother? wasn't it strange that 
she danced to a recording of the Emperor Waltz? must she sit locked in her 
room writing? On the other hand, mother was perceptive and aware of the 
nature of Ellen’s illness, far more so than father. She volunteered as aide to 
schizophrenic children on the wards of the city hospital. 

Ellen disclosed that mother lay awake watching for the light through the 
crack under the bathroom door and listening for the click of the light switch 
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in Ellen's bedroom. Then father would come out and urge Ellen to go to bed 
because mother couldn't sleep and he had to take sedatives. Ellen said 
scornfully, "That's Father—Mother can't sleep, so he takes the sedative.” 

The relationship between mother and father was important. Through the 
years father had admonished Ellen for any aspect of behavior that irked 
mother. In this respect he was the faithful go-between from mother to 
daughter. 

Father was a gaunt, hard-working, successful self-made businessman, so- 
ber-spirited, the keeper of law and order, and not at all an unkind man. He 
was in close alliance with mother, a shield against all comers, including the 
children. He was closer to the son, a brilliant student of sociology. As for 
Ellen, whom he treated as a little child both in terms of affection and lack of 
regard for her mental competence, he had not been able to accept her bur- 
geoning adolescent femininity. After about a year of therapy, Ellen told me 
that when, at 15, she along with her girl friends sampled lipstick and nail 
polish, he had said only loose women wore those and that on her large mouth 
lipstick was disgusting. One of the encouraging signs in therapy was when 
she began using lipstick and nail polish again. 

The parents were well-to-do, Jewish, and, though not orthodox in obedi- 
ence to rules about food and holydays, were afraid that Ellen might marry 
a Gentile. Therefore friendships with Gentile girls were subject to suspicion 
and nagging. 

Mother was American-born of German parents; father had come to this 
country as a lad from Belgium and had prospered in the fur business. The 
family was frugal, adhering tightly to the principle that a dollar saved was 
a dollar earned. Ellen said scornfully that mother even refused an electric 
toaster as a gift. Father was preoccupied with the danger of being cheated 
and exploited financially—which carried over to Ellen and her associations. 
However, when a medical emergency arose, they responded with adequate 
medical help for the time of the crisis. 

I never met the brother. Ellen described him essentially as someone who 
through her early childhood dashed the cold water of literalness on her fan- 
tasizing. The only other explicit reference to him was that he had said she 
should be able to solve her problems herself and not go to an analyst. f 

It became necessary to meet with the parents occasionally, at first, as it 
were, administratively, and then regularly, to help them understand the 
daughter for whom they had sought help. Later, as their complaints against 
the daughter for not gratifying mother’s sick wishes mounted, they were re- 
ferred to another psychoanalyst for regular consultations about their prob- 
lems, complaints, and questions about Ellen. Contrary to what at that time 
in therapy was often given as a rule, Ellen welcomed the professional inter- 
views for her parents. 

The mother was mournful, reproachful, droopy, waiting for the response 
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from her child. Mrs. S herself had been a loyal though complaining daughter, 
spending several years nursing her mother through her final illness. 

An amateur painter, Mrs. S watched for signs of giftedness in her two 
children, the son with the mathematical practical mind, the girl with the 
fantasy mind. The girl was hers, destined to be her companion in the arts; 
the son belonged to father, and the lines of communication did not cross 
easily. 

As I came to learn from Ellen’s disclosures and from the manifest behavior 
of Mrs. S, Mrs. S felt left out and reproached Ellen if she did not share a 
thought, a fantasy, a poem she wrote. Mrs. S had fantasies of a great literary 
career for Ellen. I learned that though Ellen had a flair for creative writing, 
her own goals for herself were marriage and children, and possibly writing 
as a career. 

Clinical course. In the period of almost mutism, which lasted three months, 
I was often at wit’s end about helping her communicate, about communicat- 
ing with her to reach her and help her. 

Perhaps in response to my concern about her mutism, Ellen began to write 
explanatory letters to me—actually very active letter-writing is not un- 
usual for schizophrenic patients, The following session, I might use them as 
text for our discussion, introducing them myself if she didn’t. 

These letters also served to correct any impression I had secured from 
standard descriptions of schizophrenic patients—that they have little 
affect, particularly in the mutism. In some letters, she almost screamed at 
me: 

Dear Doctor Spiegel— 
I hate all of you— 


DAMN !!! 
(P.S.—go away 
go far away) 


In one letter of half-sentences and many puns which made good sense, 


she explained why she stayed up all night and why I should not hold her 
to taking a sedative. 


the only way I can think my own thoughts is when everybody else is asleep because 
otherwise I hear their thoughts and they hear me. So it is silly to give me something to 
sleep when you want to find out what I think, 


=A sensible enough explanation for the sleep-reversal so frequent in para- 
noid schizophrenia along with the characteristic allusion to thought-reading. 

I took her communication not simply as indicative of sickness but as 
showing what her defense was based on, namely, a protection against 
mother, who, though Perceptive, was inquisitive and apprehensive of 
Ellen’s every shade of expression, invasive of her privacy. Therefore, at our 
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next session, I acknowledged to Ellen that she had a point and that I wel- 
comed her telling me this via letter. I gave up my attempts to prescribe 
nocturnal sedation for her. 

Regretfully, I had to take a firm stand against Ellen on her longing to 
return to college in her condition of mutism and active hallucination, She 
wrote me, introducing a distortion of fact, "You said that my problems 
would have to be solved at college where they arose." 

About a month after beginning intensive psychotherapy, Ellen phoned 
me, in breathless near-panic. She had had a hallucination urging suicide. I 
asked her to take a cab and come to the office immediately. The hallucina- 
tion was both auditory and visual—a college friend of hers, who had had 
an abortion and somewhat later pneumonia, of which she had died, had 
appeared to Ellen. Somewhat later she wrote: 


... Barbara... whispering to me that beauty is death and if I wanted beauty I 
could have it just by dying. We affected a compromise, I told her I would get it by living 
even if it took longer. . . . Her dead child I have seen die many times, but I think today 
was the last time. 

I told Ellen that this hallucination, this waking bad dream, showed her 
own struggles. With her knowledge I conferred with her parents and recom- 
mended hospitalization. To this they were averse—it would be a permanent 
embarrassment to them and to Ellen. They accepted the alternative of 
around-the-clock nursing, which made their moderate-sized apartment too 
cramped, and they then offered to move to their nearby summer home—a 
solution very agreeable to Ellen. It had the great advantage of holding their 
pressure, criticality, scrutiny, and understandable anxiety at some dis- 
tance from Ellen. 

This began a period of calculated risk. In our favor was Ellen's fight 
against the pull toward suicide, the support of her ego against the psychosis. 

The nurse-companionship lasted more than a year and introduced its own 
complications, more interaction, which, inconvenient though they often 
Were for smooth-running practicality, served as grist to our mill. Gertrude 
Was quite a good companion for Ellen—with such shared activities as 
bicycling, hiking, swimming. dj 

Ellen early presented a problem with Gertrude, who was a Christian 
Scientist and was working on Ellen. I sensed that Ellen was testing me for 
Dossessiveness and investment in professional authority, and was not asking 
for intervention. j uli 

I rejected the role of the affronted, monopolizing authority so familiar 
to her with her parents, and returned to Ellen the authority and decision 
concerning Gertrude by our working on their relationship. I wished Ellen 
to become able to hold to her own thinking in the presence of another person. 


I also had a sense that Ellen was trying to set up a competitive situation 
between Gertrude and me. This seemed borne out by her actions at the 
weekly family dinners, at which she was lavishly demonstrative to Gertrude, 
which mother reported to me with alternating heartache, reproach and 
anger to Ellen, to me, to Gertrude. 

Therapy was proceeding on four tracks—the day-by-day interpersonal 
relationships; the interpersonal relationships of her past that entered into » 
the difficulties she was having; the autistic experiences which generally she 
communicated to me in her letters; and work with the parents and modifica- 
tion of Ellen’s milieu. 

Though the parents were out of the house and met with the girl only once 
a week, their craving for control continued. When Ellen had a close rela- 
tionship with one girl, even during her sickest days, mother was in communi- 
cation with another of Ellen’s friends, who was pressed into the role of in- + 
formant. Though Gertrude, the nurse, had been with the girl through the 
hallucinatory and suicidal period, Mrs. S asked me to get rid of her because 
Ellen was “getting too close” to her. Mother pressed the internist who had 
referred Ellen to me to ask me to stop seeing the girl because I was “taking | 
over." l 

Father applied pressure on the same points but in the name of money. 
After therapy had gone beyond the dramatically severe part of the illness, 
father kept urging Ellen to stop coming for visits—analysts milk patients; > 
she'd better stop before she gets the habit of depending. Ellen was sup- — 
posedly gullible to exploitation. An inexpensive purchase of a piece of sculp- | 
ture made by a classmate was cited to her as an example. ! 

Actually, Ellen had great understanding of her parents' operations, help- 
less though she nearly was in coping with them. I learned to respect her 
perceptivity and even her ways of dealing with her parents. 

The parents' stream of complaints against Ellen—which washed over * 
their initial realization of her illness—was coped with by the collaborating 
therapist. A similar sequence of parental protectiveness and criticism had oc- 
curred in Ellen’s schooling. She pointed out that mother had placed her in a 
progressive school which was permissive about punctuality, and thereafter 
mother pressed the teachers to "make" Ellen prompt and tidy—as though 
by placing Ellen in a situation in which she would get some protection 
from mother herself, mother was also free to press her. Throughout the > 
thick of Ellen's illness mother pressed for plastic nasal surgery for the girl— 
another attack on Ellen's image of her femininity. 

Vacationtime came and I felt that therapy should not lapse at this point. 
Ellen and Gertrude then made arrangements to stay in my vicinity. Ellen, 
schooled to surrender to her mother, took the room without the bath so that 
Gertrude would be more comfortable, a manifestation of self-effacement that * 
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we worked on in our sessions. Ellen spent a happy summer, bicycling and 
doing water colors. 

To my disappointment, on her return in the fall Ellen became dejected 
‘and apathetic again and I elicited from her that she was intensely lonely, 
that she felt left out of the procession of life that her friends were moving in— 
in marriage or career. Out of this emerged her first step toward employment— 
teaching Sunday school, Though Ellen was very good with the youngsters, 
she was not content, and a number of sessions again lagged in almost mute- 
ness. In this time Ellen accepted invitations of several of her college friends 
to tea, with whom she sat mute but basking in their presence. 

Casting about again for how she might be reached, I recalled her short 
stories and poems and asked what had become of them. Fearing she was 
writing out of sickness and not ability, she had given up writing. I judged 
that she was asking about her prognosis in this oblique fashion. I gave her 
my views on the difference between creativity and sick autistic productions. 
I asked to see what she had written and then used these productions as fol- 
lows: I did not discuss them directly from the psychoanalytic point of view, 
for I did not want to spoil her enjoyment in her talent; but I used whatever 
psychologic significance I saw in them as soon as opportunity presented 
itself. 

She cheered up and began to write again. Some time later she took a 
course in short-story writing, and I could recognize in the stories some of her 
experiences, but they certainly were stories and not sick autistic productions. 

Shortly after, Ellen became secretary to a wealthy old lady who was clos- 
ing up her home. Ellen observed, “Possessions exert tyranny.” 

The parents again pressured for Gertrude to leave and this time Ellen did 
not protest her departure. Ellen, however, was not ready to rejoin her 
parents in residence nor could she live alone. A solution presented itself in 
Martha, the college friend who had written to mother about Ellen’s acute 
illness, who moved in with her. Ellen still could “hear” whispers from behind 
closed doors—this time Martha’s with the friends who came visiting. The 
parents pointed out that Martha was saving on rent. 

One day father came to me—mother, afraid of breast cancer, had a lump 
in her breast. If it proved malignant, "It's now Ellen’s turn to go back to 
mother and take care of her to the end.” Father then had a moment of 
truth in which he saw how ready he was to sacrifice Ellen to her mother’s 
needs. Fortunately the lump was benign. Á 

Intervention of the outside force. In Ellen’s visits to their summer home, a 
childhood acquaintance with Frederick, the neighbor’s son, was re-estab- 
lished. The friendship deepened. Her parents were at first distrustful of 
the relationship—what should the young man be told?—but gradually be- 
came proud. 
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From Ellen I learned that Frederick was “shy,” too shy to stay 
Army, and shy of girls. Ellen became supportive of him, transmitting toh 
her views of becoming self-assertive vis-à-vis his strong mother. Ellen lon 
for marriage and children, she did not want to lead a companionable sp 
sterish life with her mother, and I believed that Ellen might be prepared. 
marriage. At one point after our discussion, Ellen told him in so many wor 
that she had been ill, which he dismissed, saying “I know, everyone ha 
bad days." | 

Parental pride flourished. The parents began to suspect that perhaps th 
young people were having an affair and took it with an amiable shrug 
that’s how young people are these days. 

Actually, Ellen was determined not to marry without an affair, such 
all her friends were having. When Frederick said he didn’t know 
women, Ellen countered with, “Of course you know women, you know yo 
mother.” 

Ellen went for contraceptive instruction to the internist, father of a 
mate of hers, and was not deterred by his somber warnings. She and Fre 
erick married soon after. 

I met Frederick, then a rather inarticulate young man, very anxious, vel 
protective and loving, who envied and resented Ellen’s having any intim 
with anyone but himself. He felt Ellen was very fine as she was and didn 
need further therapy. I attempted to convey to him that Ellen might ne 
to be alone sometimes, which would not mean rejection by her, and su 


children until Ellen and he had met the first challenges of marriage 
panionship, the new home, sex. They married in 1948. | 
Ellen was determined not to live close to either set of parents. In the fir 
year of therapy after marriage Ellen brought in problems of her relatio 
ship with Frederick—become Fred—and also his problems in getting alon 
with her father, whose business Fred had joined, and in outgrowing h 
mother. Both the mothers set great store by indications of filial affection 
cards on Mother's Day, attendance with the family at the Temple, reg 
days for mother-in-law lunches and dinners. In this period psychotherapy Wi 
of the more usual form, including interpretation of dreams. 
One of the recurrent dreams which Ellen had had for five or six years wä 
a clear and symbolic statement of her life situation in dramatic style. 
I am in an amateur performance, and as I wait I find I don’t know my lines—and as 
I think, I find I never even saw the script. I sometimes say something about it to some 
one and they never seem concerned. This time someone handed me the book, which is 
Alice-Sit-by-the-Fire, but the play is missing. I go through doing some business. 
I don't know my lines—they never call me to rehearsals, and the coach said, “That’s 

a shame. If I had been in charge you would have been called to rehearsals.” 
There never is a crisis, Everything moves along sort of casually. The play never s 


To this dream Ellen associated that several years ago she had felt that 
people seem to expect her to know what to do and say, and she's the only 
one who knows she doesn’t know. On the college scene, “I was going around 
looking for a role—was I to be a historian, . . . a great literary light, or 
have a lot of friends?” The coach was partly father, reassuring her by giving 
reasons why something is not all right. 

In this period also, there was considerable preoccupation with violence, 
with hostility and with such prejudices as Nazism and anti-Negroism. She 
was disturbed and puzzled by her cat's bird-catching and dreamed about it. 
Out of these discussions, with emphasis on the difference between irrational 
and appropriate anger, came activation of personal memories of anger and 
of violence within the family. “In my teens Father got violently angry be- 
cause I wasn't talking to him, telling him things. And he'd say, ‘What am I 
good for? Just money!’ ” 

The following dream reveals her resentment and problem about guilt in 
fullness and dignity. 

There are three rooms. In the first room is a dull, studious girl, Ella, who gets high 
grades through study. In the second room I am Hamlet, and I have just killed the King. 
In the third room I lie down, suddenly aware of what I had done and I wait for them 
to come. 

In Shakespearian English I say to Ella, 

“Remember, if 'tis madness it will pass. 
Go, tell them to leave me in peace." 

She goes and comes back. Then I hear her theatrical groans and someone say, “My 
God! What a stench!” And I have a powerful feeling of guilt. 

Then I comforted myself, that Hamlet is a sympathetic character, and not a villain. 


I hear terrifying footsteps approaching, as of a mob of the outside world and I awaken 
afraid. 


Ellen interpreted this dream in this way: 

In my dream, killing the King, beheading him, seemed at first just a theatrical ges- 
ture, that is, different from the real Hamlet who felt the necessity of killing. Now it 
seems more like Crime and Punishment, the guy in the little room with his face to the 
wall waiting to be discovered. Ella doesn’t have understanding of my guilt; she seemed 
like a dull representative of the outside world. I remember thinking that in my own 
person I would not have killed him. 


Ellen remembered thinking he seemed more alive when dead; the blood 
was real. When he was being killed he was a dummy. The King has authority; 
Ella is the conventional part of Ellen. c 

Ellen gradually became able to speak freely of her own anger, which she 
had experienced openly from early childhood until the beginning of her 
teens. She had observed that mother scolded both her and brother, and Ellen 
would think, She's entirely unfair, he hasn't done anything. But in her 
adolescence mother seemed pathetic to her. Adolescence also brought teas- 
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ing by the three other members of the family about her crushes for which 
she had no recourse. 

After Ellen had re-experienced and faced her rage, all seemed serene 
enough for a baby. In her preoccupation with motherhood she studied her 
cat in Aer maternity, noting the affection, the teaching and discipline—a 
way of concretizing her own notions. 

To help Ellen become familiar with her body and its changes and to 
recognize signs of anxiety and distress, she was encouraged to prepare for the 
delivery with a modification of the Reade method—not for the purpose of 
“natural” childbirth but to cultivate her awareness and diminish anxiety. 

Ellen’s pregnancy was uneventful. But there was an obstetrical complica- 
tion which threatened the baby’s life for a time. Characteristically, Ellen 
had uttered hardly a groan, and the nurse commented on her excellence as 
a patient. I remarked on Ellen’s again being so considerate that she dared 
not even groan with labor pains. 

Therapy then diminished to the occasional visit, and I asked her how 
she saw the onset of her illness in retrospect. She felt that a most discourag- 
ing force that first summer that had pushed her into the “depression,” as 
she called it, was that her parents headed her off from any moves she made 
to find her own goals. She had wanted to go to summer school, to which they 
said, “If you take a summer course you will interfere with our renting a 
summer house. We can’t do both." She steadfastly maintained that she was 
not depressed over Steve's engagement, but at mother's attacks on Cynthy 
with snide remarks and innuendo. 

Ellen is a good mother. She has written to me delightedly of Jill’s smile, 
and sent me photographs of the chubby youngster. There are now three 
little girls. Ellen has been too busy with running the house and being com- 
panion and mother to pursue writing; instead she has been encouraging 
Fred to paint. I have not heard from them since the birth of the last baby; 
twelve years after our first meeting. 

In conclusion—it is interesting to bear in mind that Ellen did not want 

to be withdrawn, and that she abhorred being “special” and out of step with 
her peers. She longed for emancipation from her controlling, reproachful, 
demanding, critical, “devoted and loving” parents. She longed for a full 
woman’s life and worked toward those goals. 
Though we talk of “the schizophrenic” we are, in fact, always dealing with 
individuals. In the variegated picture of schizophrenia we need to be aware 
of which phase of illness the patient is in, for some of our ideas pertain to 
one phase and not another. We should remember that there has been 4 
personality in the prepsychotic era. 


MATERNAL REACTIONS TO PREMATURE BIRTH VIEWED 
AS AN ACUTE EMOTIONAL DISORDER* 


DAVID M. KAPLAN, M.S., ano EDWARD A. MASON, M.D. 
Harvard School of Public Health, Family Guidance Center,t Boston, Massachusetis 


RADITIONALLY, psychiatric theory, in referring to acute problems, 

conceives them as primarily stemming from previously existing chronic 
conditions. Thus a combat fatigue reaction is viewed as an exacerbation of 
an existing neurosis and an acute psychotic episode is seen as arising out of a 
previously quiescent schizophrenia. In our paper, we propose to focus on a 
specific stress! situation, namely, the one occasioned by a premature birth, 
and to show that the maternal reactions to this event can usefully be de- 
scribed as acute emotional disorders. There are many parallels between these 
reactions and those in an acute infectious process. For example, the range of 
severity of reaction to a psychologically stressful eventis a broad one ranging 
from the mild and generally self-correcting type to the severe, in which the 
likelihood of adverse sequelae is high. 

The expanded idea of acute emotional disorder has been developed from 
the theory of traumatic neurosis (4, 5, 6, 8), from “crisis” theory (2), from 
the study of bereavement by Lindemann (9), and from the model of the 
acute infectious diseases (7) by one of the authors (D.M.K.). We believe the 
occurrence of an acute disorder does not depend upon the prior existence of 
an established chronic process; rather it results from the individual’s attempt 
to cope with a threatening event for which he is not sufficiently psychologi- 
cally prepared. } 

This concept of illness does not preclude the fact that the reactions to a 
stressful event will be heavily conditioned by previously existing personality 
factors. However, even where such chronic conditions exist, they alone do 
not necessarily determine outcome. There are current situational forces 
which have an important bearing on outcome, such as hospital practices, the 
behavior of the father, and the role of health agencies. , À 

The most important advantage of this concept of acute emotional dis- 
orders is that it helps direct attention to the significant mental health prob- 
lems of the more “normal” group in the population. It also makes possible 
the clinical treatment of this relatively healthy group which is affected, as 


* Presented at the 1959 Annual Meeting. 
T This project was supported by a grant fr 


of Drs. Gerald Caplan and Edward Mason. Diese rei Jem ES n 
1 “Stress” is defined here as a state of psychological upset or disequilibrium in an individual. This 


disequilibrium is of relatively brief duration and is generally self-limiting. It is a reaction to a specific 
event which is commonly perceived by those who experience it as an unexpected threat or loss. ga 
of such events are: death, retirement, serious illness, birth, loss of Job, loss of income, or a surgica 
operation. These events may have positive elements as well as threatening ones. 
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all human beings unavoidably are affected, by a variety of stressful events, 
We believe the successful resolution of stress can avert chronic conditions 
which might otherwise result. This approach illustrates the preventive 
orientation in the field of community mental health. 


Srupy DATA 


The present study of the maternal reaction to premature birth is one of 
several approaches to the analysis of our data on the responses of family 
members to stress. These studies are being carried out in the Harvard School 
of Public Health Family Guidance Center (1). To date, 60 families have been 
interviewed during the period following the premature birth and continuing 
until the baby has been home for two months. Examination of the clinical 
material from these interviews indicates that there is a typical psychological 
experience for the mother of the premature baby which can be distinguished 
from the experience following full-term delivery. 

The maternal stress accompanying premature birth begins with the onset 
of labor, and the experience she must face should be Seen in contrast to what 
most women expect in a normal delivery (3). At term the woman is impa- 
tient both to see the baby and to discharge her burden. Whether she comes 
to delivery anxious or calm, the atmosphere encourages her to feel that she 
will produce a normal child. The setting is geared to her needs and she man- 
ages the discomforts of labor because they are seen as temporary. When the 
events follow the expected pattern, the mother more readily feels a pride in 
her achievement and she receives rewards and recognition on the part of the 
doctor, hospital staff, husband, family and friends. She is encouraged to feel 
happy and proud, and after a brief period of rest begins to share this with 
her baby as she holds and feeds it. This closeness and the feeling of success 
Serve to encourage the continuation and heightening of the relationship to 
the child. The baby's presence can be openly acknowledged and plans and 
expectations can continue on the basis of its established normality. Having 
accomplished her first major maternal task successfully, the mother moves 
from one step to the next on the basis of success, and she is carried along in 
spite of any anxiety she may feel by the immediacy of the needs of the infant. 

Premature labor and delivery. In contrast to the normal pregnancy there 
are distinct differences in the experience of the mother of a premature. In 
spite of her anxieties about possible pregnancy failure, the average pregnant 
woman does not seem to be concerned about premature delivery. Rather, 
she has the notion that a baby born before term is nonviable or deformed. 
Even during pregnancies where there has been bleeding, amniotic fluid loss, 
or pain, the expectant mother’s primary concern is to “hold on” until term, 
with the alternative, miscarriage. As a result, premature labor comes as @ 
shock and the woman, even though intellectually aware of the possibility, i$ 
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emotionally unprepared when it happens to her. The import of earlier 
of difficulty is frequently ignored, denied, or minimized. These women 
misinterpret the onset of labor and describe the experience later as “unreal,” 
as though clinging to the wish that delivery would not be early. 
The hospital atmosphere is more characteristic of an emergency than of a 
normal labor; there is more than usual listening for the fetal heart, there is 
general apprehensiveness, and the woman is informed that for the protection 
of the baby there will be no anesthesia. These experiences confirm the 
woman's feeling that this is a dangerous situation for the baby, but there is 
often, even at this late point, a disbelief that delivery will follow. 
Mrs. A said she was admitted for a “virus infection” and she considered delivery 
“impossible.” She had bleeding during her first 44 months and was “wet continually” in 
her sixth month, and many times had thought that miscarriage or delivery was imminent 
and the child would be abnormal if it lived. Her doctor had warned her not to expect a 
live birth and she was admitted for observation at 6 months. An attempt to induce labor 
was unsuccessful, and several hours later she had a "shaking chill" which she believed. 
was “appendicitis.” There followed a period when first the students and then "a pro- 
cession of doctors" tried to find the fetal heart and could not. When labor finally began 
three doctors tried to start intravenous feeding. She was told she would have no anes- 
thesia whereas she had wished for a deep anesthesia; she remembered no “seal labor.” 
A mother of a premature as opposed to a full-term baby has a heightened 
concern after delivery about whether the baby is alive and will live, and 
later whether there is any abnormality. She sees the baby briefly before it is 
hurried into an incubator and taken off to a separate nursery or even à dif- 
ferent hospital. Her most vivid recollections are about the baby's small size; 
its unusual color and unattractive appearance add further to the shock. 

The mother frequently returns to a ward with other women who have lost 
their babies, and typically feels “lonely” and “Jost.” Mrs. T wandered about 
the ward, eating and sleeping poorly, missed her baby and her husband, and 
only went to look at her baby once in the four days she was there. Many a 
mother expects at any moment to hear news of her baby's death. Mrs. K 
described herself as upset and feeling like crying, but unable to do anything; 
it was the “worst time" in her life because of the lonesomeness and separa- 
tion. She felt the ward was full of “worthless souls" and “no one" talked to 
her until the baby was better. j 

Usually the physician talks to the mother in guarded words, or else avoids 
contact with her for a few days. In general, there seems to be no prompt and 
frank discussion about the prognosis or cause of prematurity, and a state 
of suspense is encouraged. The hospital staff finds it difficult to know how to 
respond; the mother needs support, but it is hard to give without confirming 
her feeling of failure or futilely raising her hopes. A mother expecting to hear 
at any moment that her baby has died is apprehensive and prone to pick up 
the anxieties of other mothers or of the staff. 
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Mrs. K was unable to get in touch with the pediatrician, who deliberately talked 
instead with Mr. K and encouraged him not to “worry” his wife. The nurse told Mrs. K, 
"We don't want you to feel the baby is better or worse so that you won't pin too much 
hope on what we say." She therefore didn't know how serious the situation was until 
three days after the birth when she went to have her first look at the baby. 


The premature nursery frustrates most mothers in their desire to see the 
baby. The nursery is often on a different floor. The incubator obscures a 
good view, and often must remain on the other side of the room from the 
window in order to have oxygen immediately available. When mothers do 
visit, their babies' appearance is frightening. Mrs. A commented that to her 
it felt like visiting a “zoo” with many “strange creatures” behind the glass. 
Mrs. K said her baby “looked awful” and his “terrible color was more of a 
shock than his size.” Mrs. T said her baby reminded her of a “turtle without 
a shell,” a “frog” or a “chicken.” Most frequent is the comment that it is so 
tiny and weak. It is hardly a baby to inspire pride, and if anyone visits at 
all there is no cause for the normal congratulations. Visitors usually speak 
with sympathy and caution, and generally cards, cigars and christenings are 
delayed at least several weeks. Mothers feel helpless and useless, separated 
from the baby, and frequently remark that they don’t even deserve to be in 
the hospital. They may avoid visiting the nursery altogether or else be 
drawn to look at the baby in spite of the baby’s reminding them of their 
failure. 

There are some notable exceptions? to the pattern as generally described 
above, and comment should be made here on the group of women who ex- 
perience minimal shock, failure and grief. These are a portion of those women 
who have already experienced premature delivery or who have had pre- 
vious pregnancy failure. They are often pleased to have any baby, no 


matter how small, and they feel a sense of achievement as long as it is a baby 
that may live. 


Mrs. G. had several miscarriages and previous premature deliveries, and although 
she was anxious and upset she showed no preoccupation with failure, She wanted the 
baby and was happy that it might live—she was ready to accept it because she had 
managed her feelings about the failure to deliver a normal baby in earlier pregnancies. 


The mother’s homecoming without her baby. When the mother leaves the 
baby in the Premature nursery and returns home empty-handed she experi- 
ences a reinforcement in her feelings of disappointment, failure, and depriva- 
tion (10). 

There is wide variation in the amount of contact she maintains. Some 
mothers go daily to see their baby even though hospital regulations allow 
them only a few minutes’ look through the nursery window. There is little 


? Very few of the mothers in our study had private obstetrical and pediatric care, Probably such care 
alters the experience but it does not eliminate the stress. 
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noticeable change from day to day in the beginning. Others never visit, feel- 
ing it is a “waste of time.” There is also variation in the use of telephone con- 
tact to learn about the baby’s weight. The universal concern focused on 
weight change results from the mother’s using weight gain as evidence of 
and the hospital’s using a weight criterion for determining readiness 
for discharge. Some hospitals do not give out weight reports on the telephone; 
some insist that the mother visit the nursery or ask the private physician for 
information. A rare mother maintains a more personal contact by the con- 
siderable efort of pumping her breasts and sending the milk to the hospital. 
After the baby is home. Although mothers anticipate the time when the 
baby can be brought home, they are frequently anxious when the moment 
comes. Their worry focuses on the smallness of the baby. They feel that it is 
fragile and they worry about their competence in adequately handling a 
child who has needed such expert care and who has been so inaccessible to 
them. Typically, the mother finds herself more anxious at first. In others 
there is often a persistent eagerness for weight gain and a focus of concern 
on food intake (11). Some mothers begin to give the baby cereal before it is 
recommended by the physician. There are continuing concerns in some about 
congenital abnormalities which might show up later, and there is a variable 
amount of anxiety or curiosity about when the baby will “catch up” with the 
full-term infant. 


Tue PsvcuoLocicAL Tasks PosED BY PREMATURITY 


Having thus far described the typical experience of the mother of a pre- 
mature baby, we now turn to a discussion of the special ways in which such a 
mother copes with the stress. We have found that she has four psychological 
tasks which appear to be essential both to successful mastery of the situa- 
tion and to a sound basis for a future healthy mother-child relationship. 

The first of these tasks should take place at the time of delivery. It is the 
Preparation for a possible loss of the child whose life is in jeopardy. This 
“anticipatory grief” (9) involves a withdrawal from the relationship already 
established to the coming child so that she still hopes the baby will survive 
but simultaneously prepares for its death. In a second task she must face 
and acknowledge her maternal failure to deliver a normal full-term baby. 

he anticipatory grief and depression which can be observed are signs of the 
fact that she is struggling with these tasks. These reactions are healthy re- 
sponses and usually last until the baby’s chances for survival seem secure. 

The baby may remain in the hospital from two to ten weeks. During this 
Period the third and fourth tasks need to be performed. The third is the re- 
sumption of the process of relating to the baby which had been previously 
interrupted. The mother has lost the opportunity which full-term delivery 
would have provided for the development of readiness for the mothering 
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role. She has previously prepared herself for a loss, but as the baby impre 
she must now respond with hope and anticipation to this change. The bab 
improvement symbolizes to the mother the possibility of retrieving, 
what had been a total disappointment, a good measure of her hopes d 
the pregnancy. 

Characteristically, there is a point at which the mother really begins | 
believe that the baby will survive. The event which serves to stir her may] 
the baby’s regular gain in weight, a change in feeding pattern or method 
change in the nurses’ manner, the baby’s filling out, or its becoming mo 
active. She then begins to prepare herself, gathers the layette, watch 
closely and seeks information on the care of a premature. After a period 
increased anticipation she finally knows when the baby will be coming 
and is ready, though anxious. 

Mrs. A went almost daily with her husband and began gradually to respond witi 
expectation as the baby “filled out,” became more active, and his eyes opened. 
read Spock and pamphlets they obtained about prematurity, hesitantly at first, an 
more openly after they felt more hope by his change to bottle feedings, his “amazing 
strength” in turning around, banging his head, and crying lustily. The A's saw the bab) 
fed once (against the usual rules) and at this time felt it was fun to visit, became certaifl 
the baby would come home, and longed for him. Mrs. A was making preparations 
home, and gathering information about care—it was as though she used the time to cate 
up and finish the preparation for maternity interrupted by premature delivery. f 


In the fourth task the mother must come to understand how a prematu 
baby differs from a normal baby in terms of its special needs and growth pi 
terns. This is in preparation for her imminent job of caring for the infa 
and takes place while she is visiting the nursery, talking with nurse or doct 
reading baby care books, or discussing baby care with other mothers of pi 
matures. In order to provide the extra amount of care and protection, t 
mother must see the baby as a premature with special needs and charact 
istics. But it is equally important for her to see that these needs are ten 
porary and will yield in time to more normal patterns. Generally she is 
vised to be careful about infections, and given special feeding advice. 


task is to take satisfactory precautions without depriving herself and 
child of enjoyable interactions. 


Mrs. B had a “sinking feeling" before she brought her twins home, was nervous and 
developed a gastrointestinal upset, but within a few days the schedule seemed to bt 
more settled. The B's became more confident and realized “the babies won't break ; 
they were concerned about such things as overfeeding and temperature regulations of th 
room, but not so much about infection. They thought of the babies less as prema 
than as twins and foresaw a normal development. 


In those cases which appear to have a good outcome, the mother has 8 
complished the four tasks: anticipatory grief; acknowledgment of failui 
resumption of active relating to the baby; seeing its special needs a! 
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premature and prematurity as a temporary state yielding to normality. Thus 
far in the evaluation of outcome, we have used clinical impressions of the 
early mother-child relationship. A good outcome has been considered one 
in which the mother sees the baby as potentially normal, gives it realistic 
care, and takes pride and satisfaction in that care. 


PATHOLOGICAL DEVIATIONS 


On the other hand, deviations from the typical pattern appear to be asso- 
ciated with poor outcome of the stress situation. Some mothers handle the 
real threat to the baby and their own maternal failure to carry to term by 
denying either the threat or the failure, or both. When denial is used as a de- 
fense there are certain observable changes in the mother. While an early de- 
pression may be evident following delivery, this may too rapidly give way 
to a more cheerful appearance. Such mothers eat and sleep well and do not 
appear to have difficulty in talking with other mothers about their babies or 
in seeing mothers with normal babies in the same room or ward in the hos- 
pital. 

Mrs. V was subject to acute depersonalization episodes after her baby came home. 

In discussing these attacks, which are referred to as “headaches,” she said that she did 
not cry in the beginning, but felt that she let her feelings build up. She thought this was 
the reason for her “headaches.” In the hospital she slept and ate well. She remembers 
missing the baby, but she was not aware of a feeling of sadness. She recalled that when 
the baby was moved to another hospital (for special premature care) she pretended that 
she visited the baby and imagined what he was like. The other mothers, particularly 
the one she roomed with, were quite free to tell about their babies because Mrs. V did not 
seem to be upset about not having hers with her. She thought she had not been upset 
by the baby’s difficulties because she had had a lot of experience with illness, which she 
had learned to take calmly. She didn’t become weepy until she came home. 


Where the mother fails to respond with hope to the indications of survival 
and development of the infant, we have another pathological deviation. A 
number of factors may underline this failure to respond to the infant’s prog- 
ress. For example, the infant may continue to symbolize her failure despite 
its progress and thereby impede the task of relating to the baby. This may 
be reflected in her inability to discuss the experience retrospectively with the 
interviewer. 

In one family, although the interviewer made a number of attempts to discuss the 
baby, the parents avoided discussion except for brief perfunctory comments. Instead they 
talked at length about themselves and their extended families. At the end of the inter- 
view the father smiled and commented that “every time we get together to talk about 
the baby it seems that we don't do this, but switch to talk about other things in the 
family!" In this family the adjustment to the baby was unusually difficult, with poor 
outcome for mother-child relationship. 


If the mother sees the baby as continuing to represent the threat of death 
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or abnormality, or of unusual difficulties and care, such perceptions can seri- 
ously impede the tasks of relating to and caring for the infant. 


Mrs. Q's mother is a patient in a state mental hospital. In a number of interviews 
Mrs. Q talked at length about mental health and her concern about transmitting illness 
hereditarily. Although the medical evaluation of her premature was quite good, she re- 
mained preoccupied with his “mental development." She began to refer to him as a 
“nervous baby,” expressing concern about the noise her older children made, which she 
thought contributed to the baby’s nervousness. 


Mrs. B expressed concern soon after the birth of her premature baby that he might 
have heart trouble. She has a functional heart murmur. Although he progressed well, 
gaining weight and developing normally, she continued to express concern about the 
baby’s heart, asking the doctor at each examination if he could detect heart trouble, al- 
though each time she was assured that nothing showed in these examinations, 


The following also illustrates the unsuccessful resolution of the necessary 
psychological tasks we have described: 


In discussing their immediate reactions to having such a small baby, a father de- 
scribed himself as “shocked.” He “almost keeled over” when she lost weight, dropping 
from 4-6 to 3-12. The mother, in contrast, said she “wasn’t worried about it" and ex- 
pected a loss of weight. Her first reaction to seeing the baby was that the baby was so 
tiny. “The pediatrician said she was beautiful. I couldn't see anything beautiful about 
her. I was worried in the beginning but the doctor and nurse reassured me." The mother 
had no previous experience with prematures, 

During the period when the baby was in the hospital nursery, there was little visiting 
by the mother. She said there was not too much advantage in going to see the baby, 
“You can’t tell much by looking at her.” 

In anticipation of the baby’s homecoming the mother compared the premature to 
her previous full-term baby and didn’t think "any extra care would be needed," since 
it would only weigh a half pound less than the previous normal baby at homecoming. 
When the premature came home, the early adjustment was good; the mother seemed 
loving and able to handle the baby. The situation quickly deteriorated when the full 
impact of the difference between the babies became apparent. The baby's cry was weak, 
the parents said she did not have a good pair of lungs, and they were afraid they would 
not hear her. 

They became increasingly fearful of handling her, of bathing her—they began to 
treat her as if she were very fragile. The mother later commented that one pound cer- 
tainly made a lot of difference. She became progressively negative to the baby and 
overwhelmed by the need to care for the children and keep up housecleaning at the 
same time. 


We believe the mother must accomplish each task in the appropriate pe- 
riod in order to deal successfully with the stress of premature birth. For ex 
ample, the inability to face and accept the failure connoted by premature 
birth makes it difficult for the mother to use the opportunity to visit with the 
baby in a psychologically productive way. In turn, the failure to visit an 
observe the baby in the nursery makes the adjustment to the baby at home 
a more difficult one. In the case just cited, the mother so quickly and com- 
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pletely denied her concern about danger to the child that she found herself 
grossly unprepared for meeting its needs and became burdened and resent- 
ful. Although such a woman may appear to the hospital staff to have ad- 
justed promptly to the stress, the signs of potential difficulty are present. 
When these signs can be used by all health workers to screen women who de- 
liver prematurely, it will be possible to direct preventive intervention to 
those more likely to have a poor outcome. 

Future plans for this study include the testing of the ideas concerning 
reactions to premature birth by objective measurement and an exploration 
of intervention techniques appropriate to this stress. 


REFERENCES 


1. Carran, G. An Approach to the Study of Family Mental Health, Pub. Hlth Rep., 71: 
1027-1030, 1956. 

2. . Concepts of Mental Health and Consultation. Washington: Children's Bureau, 
1959. 

3. Deursen, H. The Psychology of Women: Motherhood. New York: Grune & Stratton, 
1945. 

4. Fentcuer, O. The Psychoanalytic Theory of Neurosis. New York: Norton, 1945. 

5. Freup, S. Beyond the Pleasure Principle. London: Hogarth Press, 1920. 

6. . “Mourning and Melancholia.” Collected Papers, IV : 152-170. London: Hogarth 
Press, 1925. 

7. Hauupay, J. L. Principles of Aetiology. Brit. J. Med. Psychol., 19: 367-380, 1943. 

8. Karpiner, A. The Traumatic Neuroses of War. Washington: National Research Coun- 
cil, 1941. 

9. Linnemann, Ericu. Symptomatology and Management of Acute Grief. Am, J. Psychia- 
try, 101: 141-148, 1944, 

10. Prucu, D. Emotional Problems of the Premature Infanr's Parents. Nurs. Outlook, 1: 
461—464, 1953. 

11. Spock, B. Avoiding Behavior Problems. J. Pediat., 27: 363-382, 1945. 


Discussion 


Heren Wortis, M.S.:* For some time medical literature has been con- 
cerned with premature delivery as a public health problem. Interest in the 
mother of the premature has stemmed primarily from concern about her 
infant. He is known to be less likely to survive birth than a term baby; his 
life expectation in the first year is less. Although some prematures, like John 
Keats and Isaac Newton, stand above their fellows, the very small infant is 
more likely than his heavier sibling to show signs of neurologic or intellec tual 
impairment, and it may take him years to make up for the lost period of 
uterine growth (1). jak : 

The mother of the premature was first known through statistical studies, 
with special concern for the rate and incidence of premature delivery. It is 
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only recently that studies, such as this one from the Harvard School of Pub. 
lic Health, have begun to develop an interest in the mother as an individual, 
Perhaps this explains why there has been no great reduction in the rate of 
prematurity and why premature delivery is a public health problem which 
is still very much with us. 

The paper under discussion is interested in premature delivery as a specific 
stress situation. The authors describe the mother's reaction to the abnormal, 
and unanticipated birth, and analyze her behavior as an acute emotional 
disorder arising from this experience. Their description of maternal behavior 
is authentic and our own experience with mothers of prematures confirms 
their observations of a reactive behavior pattern which is especially char 
acteristic of the woman whose small baby is her first child. i 

In this discussion I should like to review briefly what is already known 
about the mother of the premature to see if further light can be thrown upon 
her behavior. It is my opinion that we have in the literature enough informa- 
tion to suggest that the typical mother of the premature may be subject to 
stress even before the birth of her baby, and the premature delivery itself 
may be the result of stress. If this is so, her behavior after delivery may be 
interpreted somewhat differently than as an acute stress reaction. 

The term “premature delivery” suggests a pregnancy terminated before 
the completion of ten lunar months of fetal growth. However, because of 
difficulties in measuring the length of the gestational period, it has been 
agreed that all newborns weighing 53 pounds or less at birth will be called 
“premature” although it is known that some infants in this weight group 
(twins, for instance) may be fully developed (2). 

Thus, the mother of the “premature” infant may actually have delivered 
a mature, but light-weight, child. In most instances, however, the infant is 
delivered before term, and is indeed tiny, undeveloped, and with poor life 
expectation, depending on how much before term he was born. 

There is great variation in the average birthweight of infants born in dif 
ferent parts of the world. Negro infants born in the French Sudan average 
2823 grams at birth. In France, infants average 3242 grams at birth, and in 
North America white babies average 3400 grams. In general, it can be said 
that Caucasian babies are the heaviest, but that there are wide differences 
in average birthweight from country to country, from district to district, 
and even from city to city (3). 

The rate of prematurity also varies. In countries where the average birth- 
weight is very low, the proportion of premature infants is necessarily high. 
In Sweden, where the average birthweight is quite high, only 5 per cent 9 
newborns weigh less than 53 pounds. The highest report of premature de 
liver y I have seen is 34 per cent for one hospital in Calcutta, India. We re 
alize, however, that accurate measurements are available only for hospital 

born babies. 
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In the United States, 7 per cent of all white births and 9.7 per cent of all 
nonwhite births are premature. The average birthweight and the incidence 
of prematurity vary, however, from state to state, and in general the areas 
having a greater proportion of births at low mature weights correspond to 
those with a comparatively high incidence of immaturity (4). 

To the social scientist it would at least seem very suggestive that the areas 
with depressed standards of living have the greatest proportion of light- 
weight babies, and those with the highest standard of living, the lowest pro- 
portion. This relation between standard of living and infant birthweight 
seems now to be confirmed by medical studies. In 1950 a study of white 
mothers in Baltimore showed a definite association of low economic status 
and premature delivery (5), just as British studies have shown that prema- 
ture deliveries occur least often in the "black coated" and professional 
classes, and most often in laboring families (6). In New York City, the per- 
centage of premature deliveries ranges from 7 per cent in a white section of 
private dwellings to 13.1 per cent in a predominantly Negro area with very 
crowded housing conditions (7). The relationship between social status and 
premature delivery is shown also in other ways. Maternal small stature is 
also associated with low infant birthweight, and small stature is usually, 
though not always, associated with low socioeconomic class (8). Engage- 
ment in hard and continuous work may bring on labor, and studies have 
shown that women who work throughout their pregnancy deliver more im- 
mature infants. 

But economic factors alone do not account for all premature deliveries. It 
is also known that the mother of the premature tends to be at the extremes 
of child-bearing age, that the youngest mother in her first delivery and the 
older mother nearing the end of her reproductive cycle are more likely to 
deliver an immature infant (9). 

It is also well known that the mother of the premature is more likely than 
the mother of the term infant to have a stormy course in pregnancy, and 
also is more likely to have a history of reproductive difficulty. Women with 
poor prenatal care also tend to deliver before term: 24.9 per cent of mothers 
of prematures in one study as compared to 7.8 per cent of mothers of term 
infants (10). 

Other kinds of stress may also have something to do with premature de- 
livery. A close relation between premature delivery and out-of-wedlock 
pregnancy has also been remarked, both in Europe and in our own country 
(11). Smoking has been associated with premature delivery, and may be 
associated with some kind of neuroticism. In our own series, attempted abor- 
tion has appeared to be an occasional cause of the premature delivery. 

Last, but perhaps most important, is the relation between maternal nu- 
trition and the infant's birthweight. Many studies have shown a close rela- 
tionship between maternal nutrition and the baby's birthweight (12, 13). It 
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is suggested that the mother’s poor health and nutrition depress fetal growth 
or may result in the premature onset of labor. Indeed, experimenters have 
increased the anticipated birthweights of a group of newborns by bringing 
pregnant women into a maternity home several weeks before delivery and 
providing increased nutrition and rest (14). 

Poor nutrition resulting in premature delivery is not necessarily related to 
poverty but may be caused by poor judgment or have a psychogenic basis 
(15). A mother described herself to us as having been unable to eat during 
her pregnancy because “I always stop eating when I am upset, and this was 
just before my husband and I separated.” It was the same mother who, when 
her premature infant came home, described herself again as being unable to 
eat and losing nine pounds. 

I have itemized information on the relationship between premature de- 
livery and the maternal history because it at least suggests that the prema- 
ture delivery itself may be the result of stress, and that the small baby may 
be born to a mother who is in some way a deviate. 

This does not mean that all mothers of prematures are from a low social 
class, younger or older than the average mother, less likely to have had pre- 
natal care, almost certain to have had difficulties during pregnancy and to 
be poorly nourished, more likely to be a Negro mother, to have worked 
through their pregnancy and to be heavy smokers; but certainly this com- 
posite picture suggests a woman who has experienced a good deal of stress 
in one or another area! 

Since we are talking of human beings, these broad and rather abstract 
Categories of socioeconomic and psychosocial stress resolve themselves into 
psychological components, different for each individual as their human ex- 
perience differs. 

What seems to me to be missing from the study we are discussing is an 
exploration of the previous histories of the mothers, with some attempt to 
differentiate them as individuals. Were their responses to premature de- 
livery in keeping with their total life experience and character development? 
Indeed, did they deliver prematurely as the result of a pattern of stress? 

In our own study of prematurity we have interviewed several hundred 
mothers as to their own opinion as to the cause of the premature delivery. 
There was a group of women who directly related the premature birth to a 
particular stressful situation—to marital conflict, a fall, to overwork, to 
attempted suicide or attempted abortion, and in one case to the observation 
of attempted manslaughter. In several instances, mothers who did not as- 
cribe a particular “cause” for their delivery, described a general feeling of 
nervousness and anxiety throughout pregnancy. In every instance, the 

mother’s feeling about her premature baby when delivered was in line with 


her entire character structure and personality development before her de- 
livery. 


See 


~~ 


DISCUSSION; HELEN WORTIS ssi 


In a British study of the relation of psychologic factors to the clinical 
phenomena of labor, an attempt was made to assess the expectant mother 
for neuroticism and to make a correlation between degree of neuroticism 
and difficulties in labor. The findings in this study were that there was some 
relationship between uterine actions and some fundamental aspect of per- 
sonality (16). 

It was a commonplace of the last century that pregnant women are in a 
“delicate” condition and extremely responsive to the emotional climate of 
their environment. The novelists, the culture carriers of their day, assumed 
a close association between emotional stress and premature delivery. It was 
amusing and instructive, in thinking about this paper, to find examples of the 
relation of emotional stress and premature delivery in the first two Victorian 
novels to which I turned. Those who have time and curiosity may turn back 
to the first chapter of David Copperfield for an amusing example of unex- 
pected delivery brought on by maternal stress, and to Wuthering Heights 
for a more serious and dramatic example. 

Perhaps we may say that the premature delivery is the result of a broad 
spectrum of causes which have a physiologic end result although they may 
be socioeconomic or psychological in origin. We will then regard the small 
baby as actually the product of a stressful life situation, and we will not be 
surprised if, when she delivers, the mother whose experience is associated 
with stress continues to act like a stressful person. 

It is quite true that the premature delivery adds a new element to the 
picture. The anxiety, the loss of status, and the feeling of failure of the 
mother who is separated from a newborn infant contribute to the mother's 
problem. They are partly the product of the enforced separation of mother 
and infant after delivery, and our authors have very well described the 
mother's lack of role in caring for the newborn and the absence of relation- 
ship to the infant while he is in the isolette. But these are procedures which 
possibly are susceptible to change. In recent years there has been a reap- 
praisal of the hospital’s role in separating the mother from her newborn term 
infant, and this has resulted in modification of some hospital procedures, 
aimed at giving the mother more relationship to her child while he is still 
in the hospital. Is it true that the possibility of the baby’s needing oxygen 
should prevent the mother from seeing him? Why should it be necessary to 
break the “usual rules" in order to allow the mother to watch him being fed? 
Is it sound practice to deny parents information over the telephone or to 
relay it through a third person? 

From the public health point of view, the attack upon problems related to 
premature delivery would not seem to be to focus upon treatment of the 
anxious mother after delivery. True, when the baby is in the nursery, every- 
thing seems to point to a program for the diminution of anxiety through 
decent consideration of the mother’s needs. However, a broader approach 
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is definitely indicated, a program of prevention to do away with premature 
delivery itself through improvement of prenatal care and maternal nutri- 
tion, and the avoidance of stress during pregnancy. These certainly would 
seem to be more reasonable public health measures than psychiatric treat- 
ment after the fact. Such a program of prevention would not only keep 
mothers from undergoing the anxieties and stresses of premature delivery 
but would have the added and not unimportant result of bringing more ade- 
quate children into the world. 
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THE PREGNANT WOMAN'S EMOTIONAL ATTITUDE 
AND ITS REFLECTION ON THE NEWBORN* 


ANTONIO J. FERREIRA, M.D. 
San Jose, California 


HROUGHOUT the centuries, in folklore and magic, there has been a 

prevalent belief that some specific events, happenings, or circum- 
stances could ominously affect the pregnant woman, alter the course of 
her otherwise"normal physiologic processes, and ultimately print indelible 
marks on the offspring. However, until recently, the subject of prenatal in- 
fluences aroused but little scientific interest. 

In 1896 Dabney (1) described 90 cases of fetal abnormalities which he 
believed were associated with and caused by "maternal impressions" in- 
curred in the course of pregnancy. But it was only in the last twenty years, 
mostly through the efforts of Sontag and his co-workers, that our under- 
standing of a prenatal environment began to take shape. Sontag pointed 
out that "deeply disturbed maternal emotion produces a marked increase 
in activity of the fetus" (6), and unearthed some evidence of the fact that 
"the psychophysiological state of the (pregnant) mother exerts an influence 
upon the behavior pattern of the normal fetus" (7). A similar conviction 
was also expressed by Ernest Jones (2), who emphasized that the mother's 
attitude toward the unborn child influences the course of pregnancy and 
labor. In recent years, Turner (8), from a survey of 100 mothers and babies, 
was also led to the impression that "prenatal emotional stress might . . . 
alter the whole pattern of postnatal behavior." 

The strength of these and other studies has not sufficed, however, to 
establish the existence and importance of a prenatal environment beyond 
the point of plausibility. And, perhaps also because. of the difficulties in- 
herent in a systematic study of the subject, the consideration of factors in 
the prenatal environment has remained speculative, if not unspoken. 

This paper reports on an attempt to demonstrate the existence of a pre- 
natal environment. Through a research study conducted at Letterman Army 
Hospital, San Francisco, and with the integrated participation of the Psy- 
chiatric, Obstetric and Pediatric Services, we set out to answer the question 
as to whether certain emotional attitudes of the pregnant mother were pre- 
natally conveyed to the fetus and thus reflected upon the behavior of the 
newborn. We hoped to demonstrate experimentally the existence of a pre- 
natal environment and, more specifically, to investigate the hypothesis that 
"upset" or deviant behavior in the newborn would bear a relationship with 
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mother’s prenatal “negative” attitude toward pregnancy and the baby-to- 
come. 
Tue Desicn 


The pregnant women were studied by means of a self-administered ques- 
tionnaire. Utilizing the facilities of a Prenatal Clinic, every woman in her 
last four weeks of pregnancy (i.e., after the 36th week of pregnancy) was 
directed to fill out an attitude-inventory type of questionnaire. The question- 
naire was based on the Parental Attitude Research Instrument (PARI) as 
developed by Schaefer and Bell (4). It was composed of eight scales, seven 
from the PARI (constructed to measure the woman’s Martyrdom, De- 
pendency, Marital Conflict, Inconsiderateness-of-Husband, Irritability, Re- 
jection of Homemaking Role, and Fear of Harming the Baby), and one 
other scale intended to measure Rejection of Pregnancy, in the same format 
as the other scales. Each of these scales consisted of eight items in the form 
of statements to which the individual was directed to respond with agree- 
ment or disagreement on a four-point scale. Weights of 3, 2, 1, 0 were as- 
signed to the response of strong agreement, mild agreement, mild disagree- 
ment, and strong disagreement, respectively. A scale score was the sum of 
the item weights. The scores obtained from the scales of Fear of Harming the 
Baby (FHB) and Rejection of Pregnancy (RP) were to be considered as the 
criterion scores. They resulted from answers to the following statements: 


Fear of Harming the Baby 


3, A mother’s greatest fear is that in a forgetful moment she may let something bad 

happen to the baby. 

11. Mothers are fearful that they may hurt their babies in handling them. 

19. All young mothers are afraid of their awkwardness in handling and holding the 
baby. 

27. Mothers never stop blaming themselves if their babies are injured in accidents. 

35. You must always keep tight hold of the baby during his bath, for in a careless 
moment he might slip. 

43. Mothers often worry that people playing with the baby might be too rough. 

51. There is no excusing the mother if a baby gets hurt. 

59. A good mother must always be careful so that in a sleepy or busy moment she won't 
neglect the baby or hurt him. 


Rejection of Pregnancy 

8. A wise and intelligent woman avoids becoming pregnant. 

16. Pregnancy makes a woman ugly. 
24, Often a woman regrets having become pregnant. 
32. A woman often doubts the wisdom of being pregnant. 
40. There is nothing worse for a woman than being pregnant. 
48. A pregnant woman is an unhappy woman. 
56. Oftentimes a pregnant woman wishes her baby never to be born. 
64, For natural reasons many times a woman resents having a baby. 
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The scores on the other six scales were to be regarded as not the focal part 
of the study. These six scales had been introduced mostly for the purpose of 
padding the questionnaire. However, they were chosen from among many 
other scales of the PARI with a view to their appropriateness for this group 
of women and with the faint hope of eliciting new leads for future investiga- 
tion. As it developed, the introduction of these six other scales proved very 
useful as they ultimately offered us a rough measure of uncontrolled vari- 
ables (degree of acquiescence, response “set,” level of education, etc.) that, 
as it is well known, affect and strongly influence scores on this type of 
questionnaire. 

In addition to answering the 64 items that made up the questionnaire, the 
individuals were instructed to answer a group of direct questions pertaining 
to background and other personal data: age, education, order in the family, 
parents’ education, number of marriges, number and age of children, age 
of husband, whether they “believed” in planned pregnancies, whether they 
had planned “this” pregnancy, attitude toward breast and bottle feeding. 

The expectant mothers under study were wives of people in the military 
(all ranks) in their last four weeks of pregnancy who utilized the service of 
the Prenatal Clinic during the period of time covered by this project (June 
11-September 18, 1958). They filled out the self-administered questionnaire 
in an isolated room; they were instructed “not to sign it” and upon its 
completion, to place it in the envelope provided and to seal the envelope. 
A code number on the envelope permitted a later matching of mother and 
baby. 

The babies were rated on the basis of the observation of their behavior 
during the first five days of life. The newborn’s behavior was rated on five 
parameters: amount of crying, amount of sleep, degree of irritability, bowel 
movements, and feeding. Through daily interviews with the nurses who had 
been especially instructed to act as observers, an observational impression 
of each baby’s behavior “for the past 24 hours” was obtained and rated in 
terms of each of the above-mentioned parameters. In each parameter, and 
for each day, the baby was described as normal (i.e. “like any average or 
usual newborn baby in the nurse’s experience with babies”), somewhat de- 
viant or markedly deviant (i.e., crying, sleeping, fussing, etc., unusually 
More or less than the average newborn baby in the nurse’s CRDCHERCE ). The 
frame of reference for such observations was carefully, repetitiously, and 
almost tediously emphasized by the investigator. The procedure was as 
follows: to the head nurse, at the end of her morning shift (about 3 p.m), 
the following kind of question would be put for each baby and for each 
Parameter. For instance, “Baby Smith... as a result of your observation 
during the morning shift .. . and the combined observations of the ees 
in the two preceding shifts . . . and in terms of all of your experience wit 
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newborn babies ... would you say that Baby Smith cried more or cried 
less than babies of this age usually and normally cry?” 

From the ratings so obtained, a deviant day was operationally defined as 
any of those five days in the nursery in which the newborn baby displayed 
deviant behavior (scored either “somewhat” or "markedly" deviant) on 
any of the five parameters under consideration. 

A deviant baby was then operationally defined as a baby who had two or 
more deviant days out of the first five days of life in the nursery. For the 
purpose of the study, the total baby population was thus divided into two 
groups operationally defined as nondeviant babies (with none or one deviant 
day) and deviant babies (with two or more deviant days). 

For each baby, a record was also made of the sex, race, type of feeding 
(breast or bottle), length of labor, anesthetic used in delivery, type of de- 
livery, birthweight, and the weight loss (or gain) at the end of the fifth day 
in the nursery. Twins, prematures, overdue, or physically ill babies (as 
determined by the recorded and totally independent opinion of the pediatric 
staff) were excluded from the study. 

The hypothesis to be tested could now be formulated in its final form: 
that, as a group, mothers of deviant babies came from a population meas- 
urably different, in terms of the criterion variables (Fear of Harming the 
Baby and Rejection of Pregnancy), from mothers of nondeviant babies; 
and that this measurable difference was to be in the direction of higher 
criterion scores for mothers of deviant babies. 


THE FINDINGS 


A total of 268 mothers and 235 babies were studied. As expected, how- 
ever, there were many babies “without” mothers, and mothers “without” 
babies. This is easily understood: Many mothers delivered outside (under 
the Medicare Program), others moved away before delivery, others de- 
livered without having used and been tested at the Prenatal Clinic, a few 
did not fill out the questionnaire because of a language barrier, etc. 

When babies and mothers were matched through code numbers, there 
were only 163 baby-mother pairs available for statistical treatment. Of the 
163 babies involved, 28 were deviant babies (two or more deviant days out 
of five in the nursery) and 135 were nondeviant (none or one deviant day). 

We shall now compare the two groups of mothers (mothers of deviant 
babies vs. mothers of nondeviant babies) in terms of the criterion variables 
under consideration: Fear of Harming the Baby and Rejection of Pregnancy. 

Fear of Harming the Baby (FHB). Upon the collection of the first 50 cases, 
the hypothesis was tested by means of a point biserial correlation. The re- 
sults appeared extremely encouraging, and displayed a statistically signifi- 
cant difference between the two groups of mothers. However, the observation 
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of the FHB scores versus the total scores (sum total of the scores in the 
other seven scales), as plotted on a scattergram, brought a curious fact into 
evidence: that the individual score on the FHB scale (as in the other six 
scales from the PARI) seemed to be a linear function of the total score of 
the other scales! The higher the total score, the higher the FHB score seemed 
to be. From this observation we concluded that the FHB scores were being 
influenced by a number of factors or uncontrolled variables which similarly 
influenced the total scores. These uncontrolled variables were probably of 
the same type as those that ordinarily affect and influence scores on this 
sort of questionnaire: educational level, response “set,” the degree of acqui- 
escence, etc. It became apparent, therefore, that the raw FHB scores did 
not possess the desired comparative meaningfulness, and that they would 
have to be “adjusted” in terms of the uncontrolled variables involved. The 
uncontrolled variables were reflected in the total scores. Accordingly, and 
since the necessary statistical conditions seemed to be met (3), the FHB 
scores were treated by means of analysis of covariance using the total scores 
as a measurement of the uncontrolled variables. Thus treated, the data re- 
vealed that on the FHB scale the group of mothers of deviant babies had 
an adjusted mean score of Xp=15.73 versus an adjusted mean score of 
Xy —14.07 for mothers of nondeviant babies. These findings were statistically 
significant (p <.025, one-tailed). 

It is important to mention at this point that we were also interested in 
investigating the construct validity of the FHB scale. For this purpose, 
through consultation with obstetricians and other physicians, we established 
the soundness of a new hypothesis: that, as a group, primiparas would have 
a greater fear of harming the baby than multiparas. We proceeded then to 
test this hypothesis in terms of the criterion variable FHB for the two 
groups of primiparas and multiparas. Again the total score was used asa 
measure of the uncontrolled variables and analysis of covariance applied. 
The adjusted mean for the group of primiparas was X» — 15.28 and for the 
multiparas was X,-—13.59. This difference was statistically significant 
(2 «.01, one-tailed) and thus indicated construct validity for the FHB 
scale. š 

We had anticipated that the FHB scores were to some extent a function 
of the educational level of the mothers. We found this to be so. When the 
mothers were divided into three subgroups according to the level of educa- 
tion attained, the obtained results were statistically significant (p<.01, 
one-tailed, analysis of variance) in terms of predicted decreased FHB scores 
with increased schooling. It is interesting to note that in each of these three 
subgroups, we found again that mothers of deviant babies scored appreciably 
higher on the FHB scale than mothers of nondeviant babies. 

Rejection of Pregnancy (RP). In terms of the scores obtained on this scale, 
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there was no statistically significant difference between the two groups. 
mothers. Worth noting is that seemingly the RP scale behaved quite dif. 
ferently from any of the other seven scales inasmuch as there was no ap- 
preciable correlation between scores on the RP scale and the total score, 
However, the examination of the RP scores brought a very curious fi 7 
to our attention. It seemed that mothers of deviant babies had responded 
to the RP scale in such a way as to yield scores that belonged to cither of 
the extreme portions of the range of RP scores. In other words, mothers of 
deviant babies seemingly scored either very high or very low on the range 
scores of the RP scale. This had not been at all predicted and it should be 
eyed with great caution since it was brought to light by inspection of the 
data after its collection. Nevertheless, it appeared as an interesting point 
worthy of further exploration. Accordingly, the range of RP scores 
broken down in four portions, each with approximately the same number 
of cases, and the two extreme portions compared with the two in-betwe 
A comparison of the two groups so formed proved to be statistically si 
cant (p <.02, chi square), allowing us to conclude post facto that mothers 
deviant babies tended to score on the extreme range of the RP scale. 
Baby's deviancy. As previously mentioned, a deviant baby was operation 
ally defined as a baby with two or more deviant days; and a deviant day 
was defined as any day when, on any of the five parameters, the baby was — 
rated as deviant on the strength of the nursery nurses’ observation. The — 
nurses involved in the study were well experienced with the behavior of 
newborns; and throughout the study they maintained a very cooperative 
attitude with excellent understanding of the role they were playing as ob- 
servers. Despite their excellence, it would have been desirable to know the 
reliability of their observations since on such observations rested the scores 
and the grouping of the babies. Such a reliability index was not available. 
However, a rough approach to an index of reliability could be obtained. | 
The approach was based on the following reasoning: if a score of deviancy 
by the nurses had a better than chance probability of corresponding to @ — 
true over-all difference in the behavior of the newborn, then we would expect 
that, for any given baby scored deviant on a certain day, there would be @ 
better-than-chance probability that he would again score deviant on any — 
other day. Coarse as it was, we felt that we could look upon this approach as - 
a rough index of the reliability of the nurses’ observation of the newborns. — 
Accordingly, for babies who were, for instance, deviant on the first day, We 
compared the expected (chance) and the occurring frequency with which 
deviancy was also scored on the second, third, fourth, and/or fifth day. T 
comparison revealed that the group of babies who were deviant on the 
day (or any other day) were being scored as deviant on subsequent da 
with a frequency higher than chance (p <.01). This finding speaks well for 
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as a “halo effect.” 

It is of interest to notice that there were just about as many babies who 
scored deviant on a given day as on any other day. The score of deviancy 
showed no visible preference for any day out of the five, and the results of 
a deviancy-by-days breakdown were very much within chance expectation. 

An attempt was made to relate deviancy in the baby with other factors 
in the mother or in the baby, but no relationships were found. Deviancy in 
the baby did not relate with any of the scores obtained on the other six 
scales in the mother's questionnaire and, further, there was no relationship 
between deviancy in the baby and any one of the following factors: 1) 
race, 2) mother's age, 3) mother's education, 4) primiparity or multiparity, 
5) length of labor, 6) type of delivery, 7) anesthesia during delivery, 8) 
breast or bottle feeding, 9) birthweight, 10) baby's weight loss (or gain) 
at the fifth day, 11) whether the pregnancy had been “planned” or not. 

The group of deviant babies contained, however, more boys than girls, a 
discrepancy that when compared with the composition of the nond t 
group appeared, though unpredicted, statistically significant (p «.05). 


Discussion . 


We have seen that an operationally defined deviancy in the newborn's 
behavior was statistically associated with nothing but a "negative" ma- 
ternal attitude in evidence prior to delivery. The mothers of deviant babies 
scored significantly higher on an attitudinal scale of Fear of Harming the 
Baby; and on a Rejection-of-Pregnancy scale, the mothers of deviant babies 
again responded differently insofar as they tended to score either too high 
or too low through the whole range of scores. i 

The totality of the results obtained in this study speaks well for the exist- 
ence of a prenatal environment. In terms of the variable Fear of Harming 
the Baby, mothers of deviant babies come from a population different from 
mothers of nondeviant babies. We feel that this observation is not only 
statistically significant, but psychologically meaningful as well. Having 
established construct validity for the criterion scale (FHB), we may con- 
clude then that the “average” mother of a deviant baby had, during preg- 
nancy, a conscious fear of harming her baby greater than the “average 
mother of a nondeviant baby. As implied in our choice of the FHB scale as 
à criterion variable, we can assume further that this consciously greater 
fear of harming the baby corresponds to a “greater” unconscious hostility 
toward the baby-to-come. y 

On an ad hoc scale of Rejection of Pregnancy, the mothers of deviant 
babies again behaved in a significantly different fashion. We interpret this 
difference to mean that mothers of deviant babies have a conscious attitude 
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of either extreme rejection or extreme nonrejection of their state of preg- 
nancy. To the incautious reader, we must emphasize again the post facto 
nature of this finding, though its very occurrence cannot but add weight to 
the hypothesis of a prenatal environment. It bears repeating that no relation- 
ship was found between deviancy in the newborn and any such factor as 
race, age of mother, parity, length of labor, type of anesthesia, type of 
delivery, type of feeding, and whether or not pregnancy had been planned. 

We have established that deviant behavior in the newborn was associated 
solely with "negative" attitudes in the mother, as expressed by a "higher" 
score on a scale of Fear of Harming the Baby and by an “either extreme" 
score on a scale of Rejection of Pregnancy. We may now ask: Is the associa- 
tion between newborn's deviant behavior and mother's negative attitude 
the result of a prenatal influence? Or, instead, is baby's deviancy the result 
of a direct and immediate contact with mother after birth during those five 
days in the nursery? This is a very crucial question. To answer it w^ return 
now to a further analysis and interpretation of the available data: 


1. During the baby's five days in the nursery, mother and baby were together for a 

maximum of 10 hours. For the first 24 hours, nursery regulations allowed no contact 

een the mother and her baby. In the four subsequent days, the mother was to be 

with her baby five times a day for a feeding period not to exceed 30 minutes. There- 

* fore, for those five days, mother and child were together for only 10 hours, the sum 

total of those feeding periods. During the rest of all those five days, i.e., 110 hours ap- 
proximately, the newborns stayed in the nursery and totally away from mother. 

2. However, we cannot so easily discount the possible importance of those ten hours 
during which mother and child were in contact for the first five days of the baby's life. 
For those ten hours occurred at a most crucial time—the feeding time. Fortunately, by 
means of a new assumption, the available data lends itself to further investigation. We 
assumed that if the observed deviancy were the result of mother's postnatal influence 
upon the newborn, and that if we could further assume a cumulative effect to such in- 
fluence, there would be more babies deviant on the fourth and fifth days than on the 
first and second. The data revealed this not to be the case. In fact, there were about just 
as many babies deviant on the first and second days as there were on the fourth and the 
fifth. Therefore, we came to the conclusion that deviancy was related not to postnatal 

factors, but to prenatal ones. 

3. Among the 163 mothers in the study, only one was unwed. Prior to delivery, this 
unwed mother had made arrangements to have her baby adopted. No postnatal contact 
whatsoever was allowed between this mother and her baby. It is interesting to note, 
therefore, that though there was no postnatal contact, her baby belonged to the deviant 
group (with three deviant days), while she herself had scored obviously “high” on the 
scale of Fear of Harming the Baby. 

4. Another finding merits reporting, and further invites us to conclude for the exist- 
ence of a prenatal environment. The finding in question has to do with the behavior of 
babies born of women who refused to fill out the questionnaire. From 268 mothers, only 
4 opposed participation in the study and outrightly refused to fill out the questionnaire. 
Of these 4 women, 2 gave birth to babies who rated deviant in one day, one had a baby 
rated deviant in two days, and the other a baby deviant in three days out of five. On the 
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basis of the data, the probability that this might have occurred by chance alone is ap- 
proximately 2 in 10,000. 

À number of interesting side findings emerged from this study. We found, 
for instance, that primiparas favored breast feeding, whereas multiparas 
preferred bottle feeding (p<.02, chi square). Also worth mentioning, at 
least as a somewhat humorous comment to the frailty of human intentions, 
was the finding that although 67 per cent of the mothers "believed" in 
planned pregnancies, only 32 per cent had actually planned "this" preg- 
nancy! As the present study indicates, there is no relationship (fortunately!) 
between unplanned pregnancies and newborn's deviant behavior. As a mat- 
ter of fact, there were more deviant babies from mothers who had planned 
their pregnancy than from those who did not. But the difference was not 
statistically significant. 

If we are now to put together the weight of the results of this study, we 
come readily to conclude that they overwhelmingly tend to confirm the 
hypothesis of the existence of a prenatal environment. Of course we feel that 
the present study is in no way a final word on the subject. The coarseness 
of the measurements speaks for itself. And yet—it is conceivable that*the 
- influence of prenatal maternal attitudes upon the newborn may turn out 

to be such a grossly obvious phenomenon that even an approach as crude 
and blunt as ours was, stands a chance of bringing it into the light. ^ 

We look upon the results of this study as experimental confirmation of the 

existence and importance of a prenatal environment and for the present we 
find it reasonably safe to state that the influence of the emotional environ- 
ment (mother's attitude) upon behavior has its zero hour before birth. 
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KINESTHETIC NEEDS IN INFANCY 


ANNA KULKA, M.D.,* CAROL FRY, M.D.,f aso FRED J. GOLDSTEIN, Px.D.¢ 
Department of Psychiatry, School of Medicine, University of California Medical Center, 
Los Angeles 
HIS paper is a preliminary statement of hypotheses which we formu- 
lated as a result of observation of normal infants, neonates, prematures 
and disturbed children. 

The first hypothesis is that there exist kinesthetic needs or drives which 
are separate from and of equal importance with the oral, anal and phallic 
drives. 

By kinesthetic we mean all incoming sensory modalities: light, touch, 
pressure, temperature, visceral afferent, and also their central representa- 
tions. By kinesthetic drive we refer to tension release, or pleasure derived 
through the above modalities. 

Throughout this paper we use contact urge to include kinesthetic drives, 
as defined above, together with urges for gratification from other sensory 
modalities: smell, sight, hearing, oral kinesthetic, as distinct from oral tast- 
ing, together with their central representations. 

The kinesthetic phase predates the oral, and as in the classical develop- 
ment phase, has its own primary and specific modality of expression. 
Similarly, this stage of development is never completely left behind but is 
modified and incorporated into highly complex and sublimated activities 
throughout life. 

Again, as in the other drives the kinesthetic drive can undergo vicissitudes, 
some of which we hope to deal with in some detail later in this paper. 

The second hypothesis which we wish to postulate is that the modality of 
expression of the kinesthetic drives is motility. 

In the premature infant and normal neonate, motion is the first means ot 
tension discharge. 

At birth the myelinization of the pyramidal tracts is incomplete. The 
extrapyramidal system is the dominant functioning motor system. Cortical 
control is not yet established. Therefore, the dominant movement pattern 
available for tension discharge and the re-establishment of homeostasis is 
the mass reflex or so-called mass movement. The more premature or imma- 
ture the infant, the more this mass movement dominates and is only 
gradually replaced by the less primitive reflexes and coordinated motor 
activity. 

In this paper motility will only be discussed as it is a modality of the 
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kinesthetic drive. Motility as a drive in its own right is not in the scope of 
this paper. 

A third hypothesis to be presented in its broadest form is that the kines- 
thetic development of an individual is influenced by events in his life, 
particularly those of the early mother-child relationship. What the norms 
are for this development have still to be determined. 

We believe that early extreme deprivation of kinesthetic needs may in 
some cases lead to hypermotility which in turn seems to be a precursor of the 
syndrome of hyperkinesis in young children. Or, in other cases of severe dep- 
rivation, hypomotility may occur as in the state of “anaclitic depression” 
referred to by Spitz (25) in his familiar work on institutionalized children. 

The fourth hypothesis, which needs to be included for completeness, is 
that, as with other basic drives, a range of normal variation, probably of 
constitutional nature, occurs in the intensity of the drive itself, in the 


' capacity of the individual to tolerate various frustrations, and in the quan- 


tity and quality of individual motor activity. 

The purpose of presenting these hypotheses is not merely a theoretical 
one. 

The senior author in her clinical experience has dealt with many con- 
Scientious mothers who wish to do well by their babies, and who are not 
neurotically inhibited in their own kinesthetic impulses toward their babies, 
but who need an intellectual framework in which to function. They feed 
their babies vitamins because they think that is what they should do, and 
they may not cuddle their babies because they think they should not do 
so, as it will "spoil" the baby, etc. 

Particularly with bottle feeding the infant’s kinesthetic need may be 
ignored unless specifically recognized as such. “ith 

One of the most important normal satisfactions of mothering is the pleas- 
ure the mother derives from contact with her baby. We have seen babies 
who, having received too little cuddling, which has resulted in an accumula- 
tion of muscular tension in the baby, have become very hard for the mother 
to hold. The baby seems to want to squirm out of her arms and the mother 
is likely to report that the baby doesn’t want to be held. This seeming re- 
jection of the mother on the part of the baby is often distressing to the 
mother, making her feel inadequate or angry at the baby and thereby perpet- 
uating a vicious circle between the two. 

In many instances the senior author has been able to prove to such 
mothers that with persistence and the right sort of handling and holding, 
the baby would respond by completely relaxing, which is, of course, the 
normal response to cuddling. : 

Though we do not wish to imply that there may not be some important 
dynamic reason why a given mother cannot handle a baby to their mutual 
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satisfaction, still, owing to the“mutuality” of the relationship, thesatisfaction 
the mother experiences if she can be taught to hold her baby comfortably 
may reinforce her positive feelings for the baby and materially improve the 
situation and perhaps prevent severe pathology later. 

The senior author's experience with autistic children has impressed her 
deeply with the tremendous need of these children for physical contact even 
if at first they shrink away from it. This need for contact far exceeds the 
need for oral gratification. Such a conviction is shared by almost all workers 
in the field. To mention but a few: 

L. Bender, for instance, told that she could make an autistic child write 
only if she would put her hands on his, and in a personal communication 
expressed the belief that the seriously emotionally disturbed child needs 
much physical contact with the therapist. 

Mahler (17) sees this intensive desire for body contact only in what she 
calls the symbiotic type: “They crave body contact and seem to want to ’ 
crawl into you....” 

On the other hand, Waal (27) describes how she was able to achieve al- 
most immediate response from a typical autistic, withdrawn child by taking 
him on her lap, carrying him in her arms, spoon-feeding him, stroking him, 
and massaging the most stiffened parts of his body. When she stroked his 
mouth, he opened his lips and licked her. While doing this, she interpreted to 
him his wish to be a baby and to have his mother all for himself. His response 
to this was amazing. 

Rank (20) describes the first phase of treatment with atypical children 
as the one in which one makes “restitution to the child for the frustrations of 
his past.” “We meet the child’s needs at whatever level he presents himself.” 
Again, according to Putnam (19), “ . . . from the standpoint of differential 
diagnosis, etiology, and treatment, the early psychoses must be brought into 
close comparison with states of *hospitalism,' ‘anaclitic depression,’ and all 
types of clinical conditions due to deprivation of mothering or affection. --- K 

In England, O’Gorman (18) has capitalized on a hitherto unused resource. 
He assigned certain institutionalized mentally defective girls to autistic 
children, each to fondle, cuddle and sleep with a child under the nurses’ 
supervision. Dramatic improvement in the autistic children was reported. 
They developed coordinated motor behavior and speech. The foster mothers 
also were very happy with their role. This constitutes a most intensive; 
round-the-clock form of kinesthetic restitutive therapy. 

The third area of personal experience of the senior author is with hyper- 
active—or better called hyperkinetic—children of early school age, whic 
will be discussed later in the paper. 

We are currently engaged in a research project the aim of which is to 
develop an experimental technique for obtaining objective data which may 
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‘be used to substantiate or refute our hypotheses. Simultaneous measure- 
ments (EMG) of muscle tension and relaxation, respiration and heart rate, 
etc., in both mothers and infants are being recorded. It is hoped that in a 
controlled experiment, variations in maternal handling may be correlated 
with infant reactions to acute kinesthetic frustration or satisfaction. 

In reviewing the literature we found that the first reference is probably 
r Freud (5), in Three Contributions to the Sexual Theory, where the entire skin 
of the infant was considered erogenous. 

Ribble (21), an author most emphatic about the need for mothering and 
close bodily contact, says: 

Infants who do notget this sort of mothering show increasing and persistent muscular 
tension and the increasing tension is accompanied by inadequate breathing. 


Furthermore, in such cases, tension usually persists long past the period when it may 

g be regarded as purely physiological. It becomes a kind of primitive anxiety. 

—* However, in spite of this emphasis on the need for bodily contact and re- 

— lief of tension, Ribble did not stress that there is libidinal gratification de- 

g rived from it but attributes the first pleasurable experience to oral gratifica- 
tion. 

b Mahler (17) states that “bodily contact with the mother, that is, fondling 
and cuddling, is an integral prerequisite for the demarcation of the body ego 
from the nonself within the state of somatopsychic symbiosis of the mother- 
infant dual unity." 

Although Mahler (17), Spitz (25), Goldfarb (7), and others point out 
that lack of mothering can cause the most severe disturbance, they do not 
conclude that the disturbance of the infants was related to deprivation of 
kinesthetic needs. F 

Greenacre (9) stressed the fact that intrauterine life and early infancy 

i form a continuum and that “the fetus reacts to discomfort with an accelera- 

4 tion of the life movements at its disposal,” stating that these responses are 
an earlier form of anxiety-like response. Greenacre further postulates that 
the fetus derives some pleasure from moving and contact with the maternal 

E ene (10) raised the question of the earliest object relations starting in 
the womb. He attributes the soothing quality of rocking and patting to 
their similarity to cardiac and respiratory rhythm in the womb. 

Sontag (24) recorded specific movements in the fetus when the mother 

was under emotional stress or hypertensive. f à 

Brody (3) states that among four-week-old infants it was the maternal 

activity of “moving” that had the more central position over feeding; that 

i the infant’s first pleasurable responses were to being picked up, rocked, given 

I 


a warm bath, as well as to being fed. 
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A. Freud (4) writes: 


There is, I believe, in the first weeks after birth, a phase where the body needs, such 
as the need for intake and output, breathing, sleep, skin comfort, movement, etc. reign 
supreme. . . . I do believe that the sensations which are connected with the arousal and 
fulfillment of these needs are the first mental representations of body, i.e. they form the 
first content of the mind,... Certainly the observation of maternal feeding behavior 
showed that save under conditions of body security and comfort, no infant, however 
hungry, appeared to enjoy his feeding. 


Bowlby (2) has emphasized the pre-oral tie to the mother, using the 
phrase "primary object clinging.” 

In animal life, the importance of handling, or of not being reared in isola- 
tion from the mother has been noted [Levy (14), Kahn (12), Ruegamer, 
Bernstein and Benjamin (22), Scott and Thompson (23)]. Recently, Har- 
low (11) did some very striking experiments on the nature of love in monkeys. 
He writes: “These data make it obvious that contact comfort is a variable 
of overwhelming importance in the development of affectional responses, 
whereas lactation is a variable of negligible importance.” 

We should now like to outline briefly a postulated normal development 
of the kinesthetic drive. 

Contact needs are probably gratified fully in intrauterine life, and a 
gradual transition in the postnatal period is mandatory for healthy develop- 
ment. Much of the earliest kinesthetic satisfactions must be supplied to the 
infant by the environment—cuddling, rocking, being kept warm, etc. 

Different societies have evolved different patterns of supplying satisfaction 
for these kinesthetic needs. Most primitive mothers carry their small infants 
around with them during all their activities, with the help of straps, boards, 
baskets and the like. More modern societies use cradles and buggies. Cer- 
tain groups swaddle their babies with more or less restriction of motion. 

Different treatment will undoubtedly result in different character struc- 
ture. For example, the swaddled infant who is then carried on the mother’s 
back receives the satisfaction of contact and the sensations of motion 
through her. This fate is very different from that of the infant who is 
swaddled and then left in isolation. 

Gorer (6) concluded a causal relationship between Russian swaddling 
and Russian character. The baby was swaddled and left in isolation, then 
unswaddled and fed. The Russian character, he stated, was depressed, with 
heightened fantasy life on the one hand and periodic indulgence in extreme 
gaiety and feasting on the other. 

The mode of tension release in the neonatal period is the mass reflex later 
replaced by more channelized and organized movements. As the infant 

grows the motor skills are rapidly acquired and are in part available to 
the service of the kinesthetic drive. The baby can more actively seek con- 
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tact with the mother—grasping, crying purposefully, crawling toward her, 
calling her by name. Other situations are also sought. The baby bounces, 
rocks himself, splashes in the bath, all with obvious pleasure. He discovers 
the extent and content of his own body on a kinesthetic level. These dis- 
coveries are crucial to his early ego development. 

Later, the toddler when in need goes to mommy to be picked up and com- 
forted or wants someone to swing him in the air. Then there is the “dearly 
beloved” blanket or cuddle toy which is a part of almost every child’s life. 
Kinesthetic satisfactions and loving care of the body more and more are 
taken over by the growing child himself. 

With normal growth and development through latency and adolescence, 
kinesthetic needs are met in a number of ways. Many sports are engaged in 
because they feel good; part of the satisfaction of pals and friends and iden- 
tification with a particular group is of a kinesthetic nature. 

As adults, people work in jobs which afford a high degree of kinesthetic 
satisfaction: potters and other craftsmen, nurses, doctors caring for their 
patients’ physical needs, masseurs, acrobats, to name but a few. 

Kinesthetic gratification as part of forepleasure is an integral part of 
love-making. More sublimated forms of kinesthetic satisfaction for adults 
is the “mental closeness” of friends and of colleagues—the feelings of security 
and closeness through psychological identification with a group, club, com- 
munity, family, etc. 

Let us now touch upon some of the vicissitudes of the kinesthetic drive. 
Undoubtedly many await discovery (1, 13). It is hoped that the word 
Vicissitude used in this sense will convey the idea of an interaction between 
an individual—with his unique constitution—and his particular environ- 
ment dating back from infancy to the time when pathology was observed. 

In dealing with the kinesthetic drive in several different areas pathology 
may be seen: 1) in the primary kinesthetic area itself; 2) in the central 
Tepresentation of kinesthetic impulses; 3) in the motor area where the dis- 
turbance is postulated as secondary to kinesthetic pathology. ur 

Severe early deprivation of kinesthetic needs may lead to hypomotility 
or the “anaclitic depression” of Spitz (25), with a low survival rate among 
the infants so afflicted, Hypomotility and retardation of lesser degrees are 
Probably not often recognized as such: we may wonder about the “too 
good” baby. On the other hand, severe early deprivation of kinesthetic needs 
may lead to hypermotility. / 

As we have said, in normal neonates acute deprivation leads to increased 
Muscle tension, Rocking and head banging and other such rhythmic move- 
ments which are seen in infants with prolonged deprivation may be an at- 
tempt to gratify their own kinesthetic needs. 

Temature infants are particularly vulnerable to increased muscular ten- 
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sion. It may be postulated that for their particular state of neuromuscular 
development, close cuddling and rocking should be as constant as in the 
mother’s womb. If this is so, the modern incubator falls far short of a good 
environment for a premature infant. 

Some infants and young children with hypermotility develop what is 
called the syndrome of hyperkinesis (8, 16). As a psychiatrist to city schools, 
the senior author has had many such cases referred to her by teachers who 
find such children disruptive in the classroom. It is important that hyper- 
motility or hyperkinesis be distinguished from hyperactivity or acting out. 
We consider the former, hypermotility and hyperkinesis, to be a regression 
or fixation at an infantile motor level and not subject to cortical control; 
whereas the latter, hyperactivity or acting out, is under cortical control, 
though not under ego control. Of course, the two may coexist. 

By way of illustration, we shall present the following cases, in which full 
bloom hyperkinesis was found, and where the history of early deprivation 
of kinesthetic needs was clearly obtainable; as with other regressive symp- 
toms, hyperkinesis is often aggravated by stress. 


N, seven, was brought to the attention of the child guidance clinic because she showed 
such irritability and contortion of her body during school that the teacher finally had to 
exempt her because she was too disturbing to the rest of the class. Apart from the hyper- 
kinesis, the teachers also felt that the child had lost any interest in work and complained 
that no one liked her. She couldn’t make any friends and appeared to be unhappy. 
Rheumatic activity and brain pathology were ruled out by all tests and neurological 
examination. 

N was born prematurely and was thus more vulnerable to kinesthetic deprivation. 
She was born at a time when the mother was quite upset because the father was called 
into the service and about to go overseas. The mother's milk "didn't agree” with the 
baby, who was bottle fed. When N was five weeks old, the mother had to go to work. 
The father was already overseas. Mother could say almost nothing about N’s early in- 
fancy. The young infant was placed in different homes. During this time she developed 
head shaking and rocking—a form of attempted autogratification. As to training, the 
mother knew nothing except that a maternal aunt “broke her in” within one week before 
her second year. The mother admitted that she had not felt ready for the child and could 
not bear physical contact with the baby. 

When N was five years old, her mother gave birth to twins. N had been prepared by 
having been told that ske would have a baby to play with. However, when the twins were 
brought home, they were sick and N was not permitted even to see them and certainly 
not to hold them. This constituted a further kinesthetic deprivation. The mother too 
was invalided after the delivery and unable to give N much-needed attention. Soon 
after this N developed rheumatic fever and the family doctor put her to bed and kept her 
away from the others in the family. After the acute illness was over, she had tonsillec- 
tomy. Soon afterward, N developed the hyperkinesis which persisted until her referral. 

This case responded to therapy. The mother was able to be more understanding © 
N's bizarre jumpiness. The symptoms largely disappeared except at times of increase 
stress. She had high grades in school, was outgoing and had many friends. 
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LP weighed only two pounds at birth. She was kept on the ward for three months. 
) were no indications of any birth injury, "m 
The mother was never close to this child nor to the two older children, who also 
showed behavior disorders. 1 
D When P was in the first grade, she was referred to a child guidance clinic because of 
destructiveness, hyperactivity, nail biting and enuresis, for being "oversexed," and be | 
cause “nobody exists but her." 
The mother was frank, admitting that she had not wanted another child, that 
never could give her any affection and that she purposefully did not wish to baby her, 
since she did not want to spoil her. I 
After scveral sessions, the child became more expressive of her infantile needs for 
mothering. She would sit on the therapist's lap, nurse from the baby bottle, and ask to 
be rocked and wheeled around in a baby buggy. She used baby talk and asked for soft 4 ^ 
toys to cuddle. 
> During this time of restitutive therapy, she acted much less belligerent at home, was 
> Uu to play with other children, and the relation with her mother improved. 


E 

a E K, six, also was referred from school because he was too hyperkinetic and 

able. He would crawl on all fours like a dog and bark, or circle around like a horse in a 
corral 


- « 


* 

He was unable to participate in any group and became a menace in the neighborhood. 
He would throw rocks, turn on sprinklers so that all passers-by would get wet, upset pets; 
or, he would upset a whole department store because he found out how to stop an esca- 
lator, or ride into the stores on his bicycle, etc. He was never still, but was in wild "d 
tion with his arms, or he would race from one place to another, throw, jump, roll off 
floor. His face also was in constant mobility. " 

Yet he was an affectionate child, brilliant, with a tremendous fantasy life and full of 

K was full term. The parents were young, very immature, both the youngest in their — 
families. The mother gave the history that she could not ever cuddle the baby and "t 
always in doubt whether he was normal. 

In his sessions he regressed to acting like a baby, wanted to be even diapered and per- 
mitted to wet, and demanded mothering. ; 

During this time he became able to stay on for half a day, in a private school with 
only a few other children and a very understanding director. The parents could not leave 
him alone for a second, and when the second child was born, they felt K's unpredictable 
behavior too threatening to keep him at home. It also seemed clear that K needed a 
more stable environment than the one with his parents, in order to recover. — i 

He was sent to New York. K was diagnosed as schizophrenic and placed in a resi- 
dential treatment center. 


These cases illustrate pathology in the motor area which we feel represents 
a vicissitude of the kinesthetic urge, in which regression to the mode of 
tension discharge of earliest infancy has taken place. 

Many children under stress or when overtired become uncontrollably 

ypermotile. Nor is it uncommon for adults to have uncontrollable move- 
ments or twitches with fatigue. This is probably due to regression with de- 
creased cortical control at such times. 
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Not only may regression take place to earlier modes of motor expression 
— but the primacy of the cortical control may never become established. 
Kinesthetic needs will then be expressed with immature motor patterns, as 
with some of the whirlings and posturings of the autistic children. 
The primacy of ‘cortical control may also never be established in certain 
cases of brain damage. 
Oyerrestriction of motor outlet in children by overfearful or restrictive 
mothers leads to rhythmic stereotyped repetitive behavior. 
Lastly; we wish to postulate that since the central representations of the 
kinesthetic drive form perhaps the earliest mental representation of the 
— . body image, inadequate ego development, inadequate differentiation of self 
" "from nonself, inadequate sense of reality may be in part attributable to early 
deprivation of kinesthetic needs. Further elaborations of this idea fall be- ` 
yond the scope of this paper. F 


SUMMARY AND CONCLUSIONS ” 


Four hypotheses were presented: 1) A kinesthetic drive exists in infancy 
‘separate from and of equal importance with the oral drive, and predates the 
oral drive. 2) Motility is the mode of expression of this kinesthetic drive. 3) 
The kinesthetic development of an individual is influenced by events in his 
life, particularly those of the early mother-child relationship. 4) Normal 
variation, probably of constitutional nature, exists in the drive itself, in the 
capacity for tolerating frustration. 

The authors have postulated a normal development of this drive and have 
discussed vicissitudes it may encounter, the most clinically familiar at the 
present time being early severe deprivation leading to hypomotility or hy- 
permotility. 

Some practical applications of these concepts for both prevention and 
treatment are suggested. The importance of additional theoretical formula- 
tions and further research is emphasized. 
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N 1874, Sir William Gull (7) described a clinical syndrome characterized 

by extreme weight loss and almost total failure of appetite without 
demonstrable physical cause. Although Gull was aware of the occurrence of 
the disorder in males, he noted that it was most frequent in women, in whom 
it was accompanied by amenorrhea, bradycardia and constipation. He was 
struck by the remarkable energy and almost ceaseless activity displayed by 
his patients despite their emaciation. His observations led him to conclude 
that the starvation resulted from “a perversion of the ego... a morbid 
mental state.” Thus, he termed the syndrome anorexia nervosa; that is, ap- 
petite loss of psychic origin. 

Since Gull’s original communication, numerous reports in the medical 
literature (1, 2, 3, 4, 9, 10, 12) have served to confirm the validity of his 
clinical observations. Comparatively few studies, however, have dealt with 
anorexia nervosa in childhood and adolescence (2, 4, 6, 8). It seemed, there- 
fore, to be of interest to report our experience with 15 cases in prepubertal 
and adolescent girls, with emphasis on the outcome as revealed by follow-up 
information obtained at an average period of 5 years after admission. 


CLINICAL FEATURES 


The presenting clinical features may be summarized in the following 
fashion. The youngest patient was 10, the oldest 16; the median age was 14. 
On admission, half the patients were at or below the 5th percentile in weight 
and three fourths were below the 25th percentile. The absolute amount of 
weight lost varied markedly (from 10 to 40 pounds). Some of the patients 
had been obese prior to the onset of the disorder and, consequently, were 
not recognized as ill until a considerable amount of weight had been lost; 
others, chronically thin and asthenic, were brought to medical attention 
after only a small drop in weight. All of the patients were of at least normal 
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intelligence; recorded Stanford-Binet IQ's varied from 90 to 118. In about 
40 per cent of the cases, the anorexia began with a self-enforced diet which 
the patient had undertaken because of her self-consciousness about excessive 
height or weight at the period of maturation of secondary sexual charac- 
teristics. In an additional 40 per cent, the anorexia developed in a com- 
petitive situation with which the patient could not cope; the failure to eat 
appeared to represent a reversion to an infantile method of passive hostile 
control in a family setting which had overinvested eating with cultural sym- 
bolism. No common patterns characterized the remaining three cases. 

We can best exemplify the clinical picture that confronts the physician 
at the time of his initial examination by citing the case of Susan, who 
typifies many of the presenting features exhibited by the adolescent with 
anorexia nervosa: 


Susan (Case 1), 13, was brought to the Harriet Lane Home in 1951 for diagnostic 
study because of continuing weight loss for which local physicians had been unable to 
find adequate cause. According to her parents, eating had long been a problem in their 
relationship with Susan, at least since the age of 6. They related the present iliness to a 
diet Susan had undertaken in response to teasing about “‘chubbiness” from her class- 
mates. As her weight declined, she began to complain of headaches, faintness, vague 
abdominal pain and urinary incontinence, but nonetheless clung steadfastly to her 
rigorous restriction of food intake. Her disposition, previously happy and outgoing, 
changed markedly; she was described as sullen and rebellious. Her parents sought the 
services of ten specialists in succession, each of whom had found the child to be free of 
organic disease but in need of psychiatric help which the parents refused to accept. 

Susan's father was tense, irritable, and hypochondriacal. He made periodic efforts to 
"improve" his wife, whom he regarded as his social inferior. He indulged the patient, 
sabotaging his wife's efforts at discipline. Susan's mother was a rigid, controlling indi- 
vidual who had raised her children “by the book.” Susan had learned to exploit the dif- 
ferences between her parents in a rather adroit fashion. She resented their preference 
for her three-year-older sister, who had always been more compliant. 

Susan, who was of no more than average intelligence, had nonetheless managed to be 
an honor student by expending a good deal of effort. She inveigled her father into super- 
vising and “forcing” her to study, although he was disinclined to do so despite the pleas- 
ure he took in her grades. A significant incident in the precipitating train of events lead- 
ing to the present illness had been a humiliating experience in school when Susan had 
failed in front of her class in an oral spelling quiz. Her physical and psychological de- 
cline had been accelerated following this event. r R j ! 

Physical examination on admission revealed only findings compatible with weight 
loss. The results of laboratory studies were within normal limits. Susan was unhappy 
about being admitted to the hospital but seemed remarkably unconcerned about her 
illness. Dynamically, the anorexia appeared to be, at one level, a response to ‘3 Ee 
ability to live up to the exacting standards she had internalized on the basis of her 
mother’s expectations; being sick provided Susan with a face-saving escape from a 
psychologic impasse. At the same time, there were suggestions that the loss of feminine 
body contours secondary to emaciation constituted a defense against growing up to an 


adult psychosexual role. 
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BEHAVIOR IN THE HosPrrAL 

Eleven of the patients were hospitalized as part of the treatment program; 
two refused to accept the plan; the remaining two were not in need of it, 
The pattern of behavior in the hospital situation had a striking degree of 
uniformity. The patients were, without exception, indifferent to the illness 
despite a degree of weight loss which elicited anxiety among the professional 
staff. They would frequently express a wish to be out of the hospital but 
rarely commented on the disorder which had brought them to it. There 
were many complaints about the hospital diet. However, in those cases 
where special efforts were made to cater to gastronomic whims or where 
parents brought favorite items of food into the hospital, no appreciable in- 
crease in intake resulted. The patients not infrequently attempted to dispose 
of the food on their trays surreptitiously so as to give the impression they 
had eaten. 

The patients displayed considerable skill in playing the members of the 
hospital staff one against another. A particular nurse might be chosen as a 
“confidante” to whom the patient appealed for assistance against the mis- 
treatment she claimed to receive from the others; flattered by being selected 
as a favorite by a patient whom the other nurses regarded as difficult, the 
chosen one was seduced into securing special favors and appealing to the 
physicians “in defense" of the misunderstood youngster. Or the pediatrician 
might be told by the patient that the psychiatrist had promised her some 
unusual concession when in fact he had not; begrudgingly, the pediatrician 
might agree to this deviation from hospital routine, all the while resenting 
a colleague about whose professional competence he was beginning to have 
doubts. Wherever communication between staff members was inadequate, 
the patients were unerringly adroit in exploiting this opportunity to defeat 
the therapeutic program. 


Hospira, MANAGEMENT 


In the majority of instances, it was necessary to invoke the alternative 
of tube feeding in order to establish a pattern of consistent food intake, al- 
though in only two cases was tube feeding actually employed. It was ex- 
plained to the patient that, as physicians, we had the responsibility for 
maintaining her health. Whatever symbolic meaning tube feeding may have 
had for the patient (and sometimes for the staff), it was presented as à 
matter-of-fact medical procedure. The patient might respond with threats 
to vomit the feeding back; this was met with the explanation that the form- 
ula would be refed. This usually sufficed to induce the patient, albeit reluc- 
tantly, to eat the mixture herself, Unfortunately, the capacity of these pa- 
tients to engender hostility in staff members was such that on occasion tube 
feeding was indeed employed as a hostile threat rather than an indicated 
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medical regime. This was the more likely to occur when, because of commu- 
nication failures, the hospital staff was involved in unverbalized antago- - 
nisms; the patient had succeeded in recapitulating the family drama in the 
hospital setting. Let us return now to Susan's hospital course: 


Susan displayed typical /a belle indifférence. She complained to her parents of the 
treatment she received from the nurses. For the first week it was thought she was eating 
until a nurse by chance discovered her scraping her plates in the ward kitchen. She was 
then confronted with the alternative of tube feeding since her starvation could not be per- 
mitted to continue; it was threatening her life. She responded in dramatic fashion as 
though some medieval torture were being invoked. She appealed to her parents for 
succor, but by this time they had become thoroughly disenchanted with her behavior 
and, for the first time, took a stand in support of the doctors. Susan was assigned a spe- 
cial nurse who supervised her eating. We could not be entirely certain of this, but there 
Was a suggestion that Susan was considerably relieved when the course of events was 
taken out of her hands. She remained aloof toward the other patients and hostile toward 
the psychiatrist but nonetheless began gradually to gain weight, She was discharged at 
the end of six weeks in good physical condition, eating regularly and without protest, but 
there appeared to be no change in personality. 


A second case might be cited to illustrate the onset of conversion symp- 


toms during anorexia nervosa: 


Lucy (Case 2), aged ten, had been admitted to the Harriet Lane Home amidst much 
pomp and circumstance since she was the niece of an influential person in the com- 
munity. Always a frail child and a picky eater, she had experienced a febrile episode two 
months before admission; food intake, restricted during the brief “viral” illness, re- 
mained poor thereafter. Her weight, never adequate, had dropped to an alarming level. 
Efforts to cajole her into eating, both at home and in the hospital, were ineffectual. She 
complained of increasing dizziness and weakness. On the tenth hospital day, she an- 
nounced that she could neither sit, stand nor walk, and lay back in bed, a pathetic figure, 
her eyes turned toward heaven. The psychiatrist was summoned by the intern, whose 
alarm was augmented by awe of the wealthy uncle. Lucy greeted the psychiatrist in a 
barely audible voice with a request that she be permitted home for Christmas. He’ex- 
plained that this seemed hardly possible in view of her inability even to stand, “Oh, but I 
can," she responded and, on request, demonstrated. He indicated that she would need 
to be able to walk, whereupon, at first in faltering steps, then in firmer ones, she showed 
that she could and volunteered that she could even run. He then added that eating was a 
further precondition for acceding to her understandable desire to join her family for the 
holidays. With some effort, she ate the sandwich and drank the milk that was immedi- 
ately procured for her. A verbal contract was agreed upon by both parties that if she 
gained a specified attainable amount of weight in the ensuing week, she would be granted 
her wish. Her recovery was uneventful. 


Fotiow-up Dara 


The information we have been able to obtain on the current status of these 


patients is limited by the fact that eleven were from out of state. We have 
made use of reports from physicians, families and schools in order to classify 
each patient's present social adjustment into one of three rough categories: 
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poor, fair, or good.! The follow-up period itself has a mean (and median) 
duration of 5 years; it varies from 1 year for four patients to more than 12 
years for two. There have been no deaths in this series of cases. One patient 
is now a barely compensated psychotic, and a second was hospitalized for 
psychiatric treatment at last report. Only one patient, now happily mar- 
tied, experienced a recurrence before complete recovery from the anorexia, 
Six have achieved at least a fair social adjustment, and seven a good or 
excellent one. All are in satisfactory physical health. Two were described as 
overweight and four as small and thin. 

The variable outcome, from normalcy to psychosis, led us to review these 


TABLE 1 
Personality Age at Follow-up Social 
Case No. Category Onset in Years Adjustment 
1 A 13 7 Good 
2 A 10 2 Good 
3 A 13 8 Good 
4 A 13 8 Fair 
5 A 11 6 Good 
6 A 14 2 Good 
7 A 13 1 Good 
8 A 16 1 Good 
9 B 12 3 Poor 
10 B 13 5 Fair 
11 B 14 1 Fair 
12 B 16 13 Fair 
13 C 13 5 Poor 
14 C 14 17 Fair 
15 C 14 1 Fair 


cases in an effort to ascertain those personality patterns that might be 
utilized as predictors of future course. As we examined the records, it be- 
came evident that no single personality profile was adequate to describe 
these adolescent patients with anorexia nervosa. We then attempted to 
group the adjectival descriptions in terms of predominant defense mecha- 
nisms and personality traits. Three general patterns emerged with some 
consistency: 

A. Predominantly hysterical: histrionic, willful, determined-manipulative. 

B. Predominantly obsessive-compulsive: rigid, ritualistic, perfectionistic. 

C. Predominantly schizoid: withdrawn, apathetic, suspicious, distant. 

Of the 15 patients, 8 fitted category A, 4 category B, and the remaining 3 
category C. As inspection of Table 1 demonstrates, the outcome varied 

* The categories have the following meaning. Good: functioning adequately in family and community 


life without detectable psychiatric disease. Fair: participating in family and community life but with 
evidence of emotional malfunction, Poor: marked impairment resulting from psychiatric disturbance. 
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markedly in relation to the predominant personality type. Whereas 7 of the 
8 patients with a hysterical personality were able to achieve a good social 
adjustment, this proved true of none of those with an obsessive or schizoid 
pattern. The two patients with decompensated psychiatric disorders stem 
one from each of these latter two categories. 


Jill (Case 13) was referred because of a 22-pound weight loss over a six-month period. 
This was the result of a self-imposed diet that she had instituted after she failed to re- 
ceive a much coveted sorority bid. She withdrew from all extracurricular contacts. Her 
menses ceased and her previously good schoolwork deteriorated. When she was examined, 
she indicated her disgust for her obese father who “lives to eat.” She expressed bitter- 
ness about her peers: “No one gives a damn for you . . . everyone is artificial .. . it’s a 
game to see who wears the prettiest clothes." The psychiatrist who treated Jill as an out- 
patient for the next eight months commented on her fears of assuming an adult role and 
her aversion for sex. She expressed concern lest gaining weight make her “‘too sexy.” Her 
parents were dissatisfied with her slow but definite progress under psychotherapy and 
took her to a second psychiatrist, who, for her agitation and depression, administered 
electroshock, with some symptomatic improvement. She entered college, where she did 
poorly, academically and socially, and decided not to return. Currently, five years after 
the onset of her illness, she has moved away from her family, is employed, but has be- 
come obese and lives by herself as a virtual recluse. 


The following case is cited because of the fair adjustment attained despite 
predictions of a poor outcome. 

Rose (Case 14), aged 14, was upset by her sister's marriage and became progressively 
more morose. She explained her refusal to eat in terms of her dissatisfaction with her 
height, which made her different from her friends. She dropped out of outpatient treat- 
ment but reappeared at the psychiatric clinic 6 years later because of fears that her 
sexual organs were becoming male when she noted hair on her chest. She was thought 
to be delusional and to have ideas of reference. Commitment to a state hospital nts 
recommended but refused by the family. A telephone interview with the patient's 
mother, 17 years after the original clinic contact, revealed that the girl is now healthy, 
though somewhat obese. She is employed regularly. She makes friends with difficulty, 
dates occasionally, limits herself to a restricted circle of acquaintances. None of the 
previous symptoms is present. 


DiscussioN 


The criteria that have been employed for the diagnosis of anorexia nervosa 
vary widely and do not seem susceptible of precise definition. To what ex- 
tent appetite must decline and by how much weight must decrease before 
the diagnosis is warranted is difficult to specify. If one insists, as does Cobb 
(1), upon amenorrhea as a cardinal symptom, then, by definition, the dis- 
order cannot occur in males; yet the cases reported by F alstein. and others 
(4) meet all of the other clinical criteria. If the presence of appetite decrease 
and mild weight loss suffices for the diagnosis, the syndrome will be found 
with great frequency. We suspect that the divergent accounts of prognosis 
reported in the literature are, at least in part, ascribable to the varying 
kinds and severities of the cases included in particular series (1, 4, 9, 12). 


578 ANOREXIA NERVOSA IN CHILDREN 


Although Gull’s hypothesis that anorexia nervosa has a psycholo 
etiology has been generally accepted, the term itself is somewhat of a 
nomer. Only rarely does the illness appear to begin with /os: of appetit 
Most often, it is inaugurated by voluntary restriction of food intake despit 
a painfully good appetite. It is only when the physiologic changes second 
to starvation have set in that appetite fails. Evaluation of the dyna 
meaning of the patient's clinical behavior is then further complicated 
the train of psychologic consequences unleashed by starvation itself (11). 

The APA Manual on Psychiatric Nomenclature lists anorexia nervosa 


equivalent for a number of psychotic and psychoneurotic conditions, 
Fenichel (5), for example, suggests that it may occur in (a) hysteria as | 
fear of oral impregnation, (b) compulsive neurosis as an ascetic reaction 
formation, (c) depression as an affect equivalent, (d) schizophrenia as 8 
symbolic refusal of contact with the world, (e) organ neurosis, and (f) de 
velopmental ego disturbance in an orally fixated individual. Our own clini 
experience, as well as a review of the available literature, supports the v 
dom of the aphorism of Kay and Leigh (9): “There is no neurosis specific 
to anorexia nervosa and no specific anorexia nervosa.” 

The psychophysiologic syndrome epitomized in anorexia nervosa can 
cur as a symptomatic phase in divergent psychiatric disorders which have 
in common only the selection of aberrant food intake as the symptomatic: 
manifestation of different underlying psychologic conflicts. There is a con- 
sistent history of early struggles between child and parents over feeding and. 
being fed as the battleground on which issues of autonomy and control have 
been fought. Many of the patients display periods of bulimia preceding 


growing up and assuming an adult role, sexually and otherwise, leads to 
rejection of food as an archaic means of postponing maturation. At the s 
time, anger and defiance can be passively expressed by the refusal to eat de- 
spite earnest entreaty. The illness itself has important secondary gains as 
way out of a developmental crisis and as a means of compelling others to 
display at least the external forms of love and solicitude. 


Arlene (Case 7), a bright 12-year-old, was admitted to the hospital after a weight 3 
loss (16 pounds) which had failed to respond to medical management by her pediatri- 
cian. Arlene had regarded herself as obese: “the bottom of a pyramid.” In this image, she 
compared herself to the acrobat who bears the weight of others on his shoulders. She re- — 
sented the teasing of her peers and consequently undertook a diet. This had provoked — 
a major struggle with the family over eating. To both parents, a plump child meant @ 
happy family and the successful fulfillment of parental responsibility. Her alarmed 
parents made Arlene the center of a culinary circus from which she derived a considerable 
amount of satisfaction. Her parents became demanding, irritable and progressively 
harsher, but to no avail. The pediatrician suggested that they decrease their solicitude. 
During the brief period they were able to follow this regime, Arlene appeared quite 
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puzzled by the withdrawal of their interest but they were unable to reírain for long. 

In the early clinical interviews, Arlene was superficially friendly and maintained 
carefully a facade of reasonableness in an effort to defend herself against too personal 
queries. On the Rorschach, the most frequent response was that of a clown's mask, 
symbolizing her sense of acting a role and keeping her own feelings concealed behind a 
conventionalized exterior. She expressed willingness for psychiatric interviews with the 
statement: “I have nothing to hide. I will talk to you as often as you wish." On the other 
hand, she denied that she suffered from any emotional or physical illness. 

On the ward, she was at times friendly and well liked. She stayed aloof from the other 
children but assisted the nurses in their duties. She ate little or nothing. The attitude of 
the staff, initially favorable to Arlene, became quite ambivalent as she succeeded in pro- 
ducing misunderstandings between staff members by misquoting each to the other, 

A further drop in her weight led to the decision to institute tube feedings. She re- 
sponded with tears and bitter complaints, but immediately thereafter (before the tube 
feedings were employed) began to eat everything offered to her and to ask for extras. 
She became much more cheerful and commented, “I feel like someone in a mental insti- 
tution when they get to the bottom of the trouble.” 

Arlene was unable to talk directly about her feelings while she was in the hospital. 
After her discharge, a brief recurrence of symptoms led to her referral to another mem- 
ber of the psychiatric staff, At first quite negativistic, she became very fond of the 
therapist after a crucial interview in which she and the therapist laughed together at her 
own childish negativism. As she talked more freely about herself, her difficulties within 
the family became more evident. In describing her feelings about her father, she stated: 
“I cannot stomach him because I feel he is always pushing something down my throat." 
She was uncomfortable in his presence and regarded him as disgusting. At the same time, 
her own comments (and information obtained from the parents) indicated that she was 
both seductive and manipulative in her behavior toward him. During meals she suc- 
ceeded in making him extremely anxious. His concern about a psychiatric disorder in his 
own sister increased his need to reassure Arlene of his love for her. He told the psy- 
chiatrist, “Of course, I love her. Every time I see her, I want to pinch her behind.” 
As he said this, his face flushed with embarrassment and he added, “Do you think maybe 
she is too old for me to do that any more?” 

Arlene’s discomfort with the assumption of an adult psychosexual role could be seen 
as a consequence of the failure to develop an adequate relationship with her own father. 
The erotic components between father and daughter were uncomfortably close to the 
surface for both of them. Arlene was forced repeatedly to seduce her father into some 
gesture about which both felt guilty, and she would then regress to a very dependent 
relationship with her mother, who, in her own words, “was close to a nervous break- 
down." This vignette illustrates the dynamic issues frequently encountered in the course 
of the psychotherapy of children with anorexia nervosa. 


In the majority of cases, hospital care is an essential part of treatment. 
The first goal of the physician is the preservation of life and the restoration 
of physiologic homeostasis. Tube feeding should not be withheld if survival 
is threatened, despite the overlay of symbolic meanings it may have for the 
patient. It has been maintained, in fact, that the deaths that have occurred 
have resulted from too long a delay in the institution of tube feeding (12). 
Despite overt resistance, the patient is likely to welcome the opportunity to 
abandon self-destructive “defense” maneuvers to the superior control of the 
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physician as a face-saving exit from an untenable position. As we have al- 
ready indicated, close liaison between staff members is essential to successful 
hospital care; a united medical front, imbued with sincere concern for the 
patient’s welfare, provided a corrective emotional experience for an individ- 
ual previously ensnared in parental conflicts. Over-all management should 
be guided by psychiatric principles, whether or not formal psychotherapy is 
feasible in a given situation. Prognosis appears to depend more upon the 
nature of the underlying psychiatric disorder than it does upon particular 
clinical features of the anorexia nervosa itself. 


SUMMARY AND CONCLUSIONS 


In a review and follow-up study of 15 cases of anorexia nervosa in pre- 
adolescent and adolescent girls, it was noted that the prognosis seemed con- 
siderably better than that in other reported groups. A search for causative 
factors was made, and the following conclusions were reached: 

1. Anorexia nervosa does not represent a disease per se, but rather a 
constellation of symptoms that stem from severe but diverse psychopathol- 


2. In children, the syndrome is probably commoner, milder, and more 
often spontaneously resolved than in older patients. 

3. The outcome depends on the nature of the conflict and the type of 
personality. Predominantly “hysterical” personality traits augur a better 
prognosis than predominantly schizoid or compulsive traits. 

4. Treatment calls for combined efforts of pediatrician, psychiatrist and 
hospital staff, with adequate communication among all in attendance. 
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Eor several years a psychiatric diagnostic unit has functioned within 
the organizational structure of the Kansas City, Missouri, public school 
system. It originated from a sense of need. It became established in coopera- 
tion with the Greater Kansas City Mental Health Foundation, It passed 
through a period of “trial by deed.” Its maturing has enabled it to achieve 
an ability for self-examination. Its prestige and its acceptance have grown. 
Some of its problems are more clearly identified. Within the school system 
as a whole, its effects have become evident and its contributions notable. 
This paper will attempt to describe Kansas City’s Child Research Council 
from inception to its present position as a functioning unit of a large school 
system. 

Most school people tend to treasure their conservatism and to depend 
much on group standards and organized curriculums. Yet at the same time, 
many are sincerely disquieted by their real obligations to their pupils in- 
dividually. They aspire to improved performance. 

About seven years ago, in Kansas City, we looked about us. We felt con- 
fident that we were achieving the major part of our school responsibilities 
reasonably well. With distress, we realized, however, that we were failing 
miserably with some children. We were challenged sorely to find better solu- 
tions for certain pupil problems. 

Two general principles guided us in our 1951-52 self-appraisals: 1) that 
every specialized service already functioning in our school system be fully 
utilized to work out more satisfactory solutions of individual pupil problems; 
2) that other specialized resources be sought for so that the more difficult 
problems could be referred for diagnosis and corrections. 

Early in 1952, a plan took shape. Three objectives were stated: 1) the 
investigation of the problem of the emotionally disturbed child in the public 
school for purposes of indicating the best method of meeting the existing 
need for service in terms of long-range planning; 2) a service program di- 
- rectly related to the needs of certain selected children, but making no at- 
5 tempt to cover the entire school population; 3) the participation in in-service 
' * Presented at the 1959 Annual Meeting. 
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training programs which would raise the level of professional functioning of 
all school personnel in their relationship to the typical child in the classroom, 

The staff would be a part-time pediatrician, a part-time psychiatrist, a 
full-time social worker, and a full-time clinical psychologist. The Kansas 
City Public Schools were launched on an adventurous joint sponsorship of 
the first psychiatric service ever to have operated within the framework of 
this school system. 

Understandably, certain problems arose. Some were quite minor. Others, 
largely concerned with effective communication, with the transmission of 
ideas and points of view, were major. 

Language barriers needed surmounting. Neurotic and psychotic, anxiety 
and fear, repress and suppress, withdrawal and evasiveness needed trans- 
lating. Active and passive moved from the grammar-book to the behavior 
stage, Latin pronouns intruded themselves. Occasionally an Anglo-Saxon 
expletive must have been muttered. But the difficulties were more than of 
language itself. Attitudes, sets of mind, professional convictions—all these 
were not easy to transmit. 

Impatience was frequent. Referrals made one week lamentably failed to 
bring improvements in pupil conduct the next week. In-service training was 
resisted. Case-study conferences required skills we sometimes lacked. De- 
fenses grew higher as efforts to “train” increased. Research seemed ‘‘bookish” 
and limited. Reports were determinedly filed. 

We paused. Honestly we asked where we were and what we were about. 
We developed some earnest conclusions, some realistic procedures, and some 
limited objectives. Most of all, we learned that this union of disciplines and 
of people needed time to solidify and to grow fruitful. We began to believe— 
perhaps just to insist more firmly than before—that the success to which we 
aspired must essentially be derived from the ease of cooperation, the mutual 
insights, and the common goals which we might, as earnest, thoughtful 
persons, create together. 

We learned that referral procedures made a difference. In the beginning, 
we imagined a rather clear referral route. We believed classroom teachers 
would quickly detect disturbed children and would happily so advise their 
principals, who would speedily use the visiting teacher and personal con- 
ference approaches with parents, who would readily acquiesce to Child Re- 
search Council referral and persistently follow through. It was just an 
imagining. Our carefully devised referral forms were helpful but fell fat 
short of getting the whole task completed. Our instructional conferences 
with principals were helpful, too, but fell short of establishing thorough 
comprehension. 

_ We found that the perceptive qualities of teachers varied as much as 
individual teachers vary. As anticipated, the noisy, turbulent, disturbing 
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pupil was quickly noticed; whereas, the shy, fearful, retreating pupil was 
passed over. We found that boys drew more attention than girls. We found 
that some teachers believed that to detect a problem and to ask for help 
with it was a confession of failure rather than a tribute to professional sensi- 
tivity. We found elementary teachers generally more aware of the personal 
problems of pupils than were secondary teachers. We found many of these 
same characteristics among our principals and our vice-principals. We 
learned that potential referral sources were our school nurses and our sec- 
ondary school counselors. Generally and regretfully, we seemed to find our 
total instructional staff to lack, as a staff, the background of training and of 
comprehension that might have enabled them to deal comfortably with 
even relatively simple problems related to emotional disturbances. 

Some sort of personal conviction had to exist. All involved in the origina- 
tion of referrals needed to believe that such diagnostic approaches had merit. 
What was to be undertaken was to be purposeful. A certain self-involvement 
in the proceedings was not only a responsibility of the referring source; it 
was also a measure of the ease and success with which the study would 
progress. Without this conviction, referral was no more than a shifting of 
load. With it, referral became a mark of professional competence. 

We earlier believed that the direct channeling of referral procedures would 
serve administrative convenience. The line from source to study was to be 
straight. This was not wholly sound. Channeling had value. Channeling, 
likewise, hedged us about restrictively. If the line were to be from teacher to 
principal to visiting teacher to the study unit, it was to prove deceptively 
simplified. At every stage, a parcel of variable interrelationships existed. 
Yet the very complexity was, in the end, to add merit. 

Not only did teachers and principals vary in sensitiveness, wisdom, and 
skill, but so also did visiting teachers. Not only was a classroom teacher a 
wise source of origination; so also were school nurses and secondary school 
counselors. So also, we found, were teachers of the previous years and of 
other subjects. In fact, this complex of interrelationships added strength to 
the initiation of the study, depth to its resultant applications, and richness 
to its in-service training possibilities. 

We now hold that a constellation of referral sources is the wise concept 
that should govern our procedures. Accordingly, we shifted from a depend- 
ence on written forms to an increasing reliance on conference and observa- 
tion methods. 

Classroom teacher, principal, and visiting teacher study together the 
difficulties presented by the child. Other interested school persons join in. 
If it seems desirable, the clinical psychologist on the Child Research Council 
staff comes to school to observe the pupil in his ordinary school situation. 
À certain amount of screening takes place in these discussions. The degree 
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of family or parental resource is calculated. Alternatives are considered. 
Parents are consulted. 

Skillfully done, these steps have been far more than mechanical. They are 
realistic appraisals of the battleground, involving the deployment, the lo- 
gistics, the commitments, the reserves, and the objectives of the encounter 
itself. Sometimes, the battle is delayed to another more favorable day; some- 
times, it is not joined at all. Sometimes, we skirmish and maneuver, and re- 
main on guard. Sometimes, we close the campaign and, defeated, silently 
steal away. 

Here is a referral procedure then—adaptable and functional. Origination 
is a process of perception, planning, and of projecting. Conviction is a recog- 
nition of purpose and of the constellation of involved persons and forces. 
Personal initiation and intake are partnership arrangements calculated ad- 
ministratively to be sensitive to each situation, to reflect anticipated out- 
comes, to continue the smooth flow from what was hoped for to what was to 
be accomplished. 

We proposed to use the authority of the school. We noted that the old 
shibboleth holding we could help only the person who asked for help was a 
hindrance. So much needed to be done to lead the parent to that point where 
he became persuaded. Motivations needed to be ascertained and reguided. 
The school's stern word was meant to be heeded. Communication of ideas 
and needs frequently led to new understandings. Ordinary, rather common- 
place explanations helped. A kind of planned aggression, which took the 
worker directly before the resisting battlements, there to attack ignorance, 
lethargy, and blindness, with new devices and new insights, was what we 
reached for. This was not the “office chair” approach. This was something 
much more vital and demanding. Not all workers possessed the capacities 
to use it. Not all wanted to. 

Intake was, we felt, an extension of this sense of involvement in the study, 
and, as such, meant more than just the commencement, more than just the 
first interview. We felt we knew what objective the first interview should 
reach for. The prime goal must be the second interview. Only if the later 
sessions followed the first, would referral procedures be complete. All wit 
and wisdom were to be applied so pertinently that the initial contact was 
but preliminary to the deeper involvements following. 

We learned, too, that a certain judicious candidness and a certain calcu- 
lated openness of report were important. We would aim toward rather com- 
plete revelation. Yet, in prudence, we would endeavor to calculate the de- 
gree of understanding and of acceptance in each case individually. We would 
speak differently in secondary schools than we would in elementary. We 
found that conferences were more effective in the school setting than in the 
clinic or central office. We knew that we needed, in advance, to determine 
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goals of the reporting conference quite carefully, for if we did not, we 
"often found the outcome less sure. We felt we could not always rely on the 
"Conference even to convey information, for we were not always sure in what 
^ eontext the words would be heard and the significance applied. 
The written reports, which constituted a permanent record of the study, 
"were planned to cover these points: identifying information; reason 
‘referral; summary of contacts; discussion, including results of psychological 
testing; and recommendations. Recommendations gained value directly as 
they were practical to school organization and classroom management. The 
impracticable and inapplicable suggestions simply proved pitfalls for the 
entrapment of the whole study itself. It helped little to say a child ought to 
be institutionalized when no such placement was even remotely likely. It 
helped more to couple a recommendation to institutionalize with a state- 
ment supporting school exclusion. It helped little to say a pupil needed in- 
dividualized attention and could not function capably for long in large 
groups. It helped more to add a call for homebound teaching, or advice to 
set up a one-hour-per-day school program. It helped more to couple this 
with medication. It helped little to say the child had a school phobia. It 
helped much, in one instance, to arrange for planned and scheduled tele- 
phone conversations to guide the pupil from fear to assurance. 
-—— We found follow-up procedures not easy. The school system's Research 
Department asked school people for their reactions to the work of the Child 
Research Council and identified three problems needing further thought. 
1) The mechanics and procedures of the Child Research Council ought to be 
practically and firmly tied to the project of helping children, and of helping 
teachers to help children. 2) The basic philosophies of the specialists, with 
their closely knit formalisms and their tight assumptions; and of the gen- 
eralists, the teachers, with their “naiveté” and their “expecting a panacea,” 
needed to be harmonized. 3) All communication needed to be made more 
effective. 

We continue to seek effective evaluative devices, economical of time and 
valid in result. We hope for some sort of telescoped reappraisal technique. 

Although our in-service training goals have been quite difficult to attain, 
research activities have produced interesting developments. 

One tangible product of our recent experiences has been the creation of an 
instructional program specifically set aside for children who have been diag- 
nosed as emotionally disturbed and recommended for this special place- 
ment. We call these classrooms, somewhat euphemistically, special adjust- 
ment classes. This phrase has found greater acceptance than the more precise 
one, classrooms for emotionally disturbed children. Seven such classrooms 
.. now function. Three of these classrooms have direct relationships with other 
. Community agencies; four are wholly within the framework of the school 
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system. We can well predict the value that likely will accrue to us if we 
continue to find better ways in which to organize this program, to strength 
the teacher's skill, and to relate it to the normal school activities more e 
tively. Perhaps we have in such a program as this a challenging oppor 

to work with parents on bases not before attempted. Perhaps this prog 
should be extended from the elementary level to the secondary level. Perhay 
a series of such rooms might be graded for the benefit of the more severely 
disturbed child, through a room for the less seriously distrubed child, provid 
ing a return to the regular classroom. Somewhat in this same context is the 
possibility of establishing special classrooms in hospitals treating emotie 

ally disturbed children. : 

A routine check of the referrals from the schools demonstrated that i 
majority of the children referred were of the so-called “hyperactive” variet 
This excited the attention of the staff, because these children seemed to fall 
into the group of hyperactive impulsive children who are often referred to à 
"brain-damaged" (2). It was, therefore, proposed to do a study of thes 
children in an effort to determine whether or not brain damage affected their 
school adjustment, and whether or not brain damage was responsible for tht 
hyperactivity and impulsivity. 

"There were several interesting results from this study, which has previ- 
ously been reported (3, 4). For example, we found no correlation betwe 
hyperactivity and an abnormal EEG, nor was there a correlation betwe 
hyperactivity and the neurological examination. This was in spite of tl 
fact that 21 of these children showed neurological symptoms that led the 
neurologist to state that the child was either neurologically damaged, or 
there was a strong possibility of this. Sixty-four per cent of these child 
had abnormal EEG's. The clinical significance of this could not be assess 
at this time; however, those encephalograms which have been repeated hay 
with one exception, demonstrated no change. Apparently little or no corre 
tion exists between hyperactivity and brain damage. Brain damage, as 
affects the child's school performance, is mediated very strongly by t 
emotional constellation which overlays actual brain trauma. 

A current research project is one devoted to an attempt to mediate b 
havior change by chemical means. Children who manifest behavior proble 
in school which cannot be approached from a psychotherapeutic point 
view are being given methyl-phenidate (Ritalin)! when this procedure is 
feasible one. Each child’s school performance is checked by reports fro 
the teacher and parent, and by rating scales furnished by the teacher (4 
Children taking methyl-phenidate seem to be more alert, anxious to fit the 
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selves into the group, willing to receive instruction, and show a desire to 
improve their grade standing. 

A major concern, which arose with clarity and yet remains before us with- 
out firm resolution, relates to the schools’ willingness to accept diagnosis 
and the visible reluctance to endorse therapy. We advance the thought that 
there probably was no clear demarcation drawn where diagnosis ceased and 
therapy began. Some of the diagnostic processes had the effect of identifica- 
tion and reorientation. The application of changed procedures between pupil 
and parent, between pupil and teacher, and between pupil and other pupils, 
all bordered on the field of treatment. We assumed, also, that certain of the 
typical treatment activities would incline toward relatively deeper diagnosis. 
We asked honestly where the one left off, and the other began, and we could 
not always say. We found, also, that the invention of new terminology here 
would he!p us. We offer, as we presented it to our school staffs, the concept of 
extended guidance relationship. We believe that extended guidance relation- 
ship, which tends to lengthen the diagnostic processes both in time and 
method, is a happy way of describing what we conceive to be the school's 
obligation in therapy. 

We remain concerned with the structural relationship of a service such as 
this to the traditionally accepted purposes of public school systems. 

We aspire to a more successful in-service training program. , 

We propose further research efforts, especially in the drug study projects, 
which can be accomplished in the schoolroom. 

We glance backward at our experiences, realizing that hindsight is better 
than foresight. We look forward, believing that we have, in the Child Re- 
search Council, a means for continued achievement. 


REFERENCES 


1. Haztert, James A. What Do Teachers and Principals Think About the Services of the 
Child Research Council? Mimeographed Bull., Kansas City, Missouri, Public Schools, Re- 
search Department, June, 1955. H 

2. KxoseL, Mavnicto, Æ Syndromic Approach to “Acting-Out” Children. Dis. Nerv. 
Syst., 20 (2): 80, 1959. s 

3. Kirkpatrick, Mitton A., et al. Æ Redefinition of the Behavior Disorder Concept. 
Presented at meeting of the American Psychiatric Assoc., San Francisco, May 1958, 

4. Kxosgt, Mauricio, Mary WorMaN, and ErmaserH Mason. Hyperkinesis and 
Organicity in Children. AMA Arch. Gen. Psychiat., 1: 310, Sept. 1959. 

5. Lyrron, Georce, and Mauricio Knoset. Diagnosis and Treatment of Behavior 
Disorders in Children. Dis, Nerv. Syst., 20: 8, Aug. 1959. 


THE WAY BACK: EXTRAMURAL SCHOOLING AS A TRANSI- 
TIONAL PHASE OF RESIDENTIAL THERAPY* 


RUTH NEWMAN, Px.D. 
Child Research Branch, National Institute of Mental Health, Bethesda, Maryland 


HIS report is concerned with a transitional phase in the treatment of 
"Tene who have been institutionalized because of severe behavioral 
and emotional disturbances. There arrives a time when a confined environ- 
ment is neither necessary nor beneficial. At this point, the children need a 
carefully planned expansion of their lives while they still remain in a protec- 
tive, therapeutic environment. Thus, their response to the increasing de- 
mands of their widened horizon can be handled, investigated and treated. 
School is society for a child. It is his work life, a barometer of his ego strengths 
and weaknesses. Therefore, a major aspect of the transitional treatment 
phase consists in the selection of appropriate schools; the working out of 
methods for helping a child to maintain himself constructively in school as 
well as to recognize and cope with the anxiety engendered and the problems 
that arise. 

The success or failure of this phase of transitional treatment depends on 
three major issues: the moment in treatment when it is decided that a child 
can benefit from schooling outside the treatment institution; the factors 
that must be considered in planning for and selecting an appropriate school; 
and the quality and quantity of arrangements between school and institu- 
tion which make it possible for the child to utilize the school experience. The 
first of these major issues will be discussed, and criteria will be outlined for 
handling effectively the second and third issues. 

The experience of the Child Research Branch of the National Institute of 
Mental Health, under the direction of Dr. Fritz Redl, forms the basis of 
this report. A major concern of the Child Research Branch has been the 
total milieu treatment of six severely disturbed hyperaggressive boys with- 
out perceptible organic damage or physiologic deficit, and with average in- 
telligence. These boys have been in residence at the Clinical Center for five 
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. For the first three years, they lived on a closed ward at the hospital. 
admission, the boys ranged in age from eight to ten years. They were 
, in addition to intensive individual psychotherapy and comprehen- 
milieu treatment, a school experience especially designed to fit their 
ing and emotional needs. At the close of the third school year, they 
moved to a cottage type of residence on the hospital grounds. Here, though 
— they were less confined and had far greater areas of mobility, they continued. 
‘to receive individual psychotherapy, intensive milieu treatment, and in some 
€ases, individual tutoring; but instead of attending the special school pro- 
gram, they were placed in public schools in the community. 
From the experience of placing and maintaining these six boys in schools 
a list of essential considerations was formulated. Some of the criteria evolved 
from long experience of the school staff with children and schools in general, 
and with hyperaggressive children in particular. Other criteria grew directly 
‘out of an analysis of our successes and failures, our lucky guesses and mis- 
_ adventures, in dealing with the complex set of problems that arise in attempt- 
_ ing to make the school aspect of the transitional treatment phase as profit- 
"able as possible. 
—— ]n presenting the criteria that we found essential in our situation, we are 
well aware of the fact that facilities and situations differ, and that all the 
— details which we are about to present may not be equally relevant for all 
institutions or treatment centers. For instance, institutions which deal with 
— children with other disturbances than those of hyperaggressiveness, or whose 
child population deviates significantly from ours in age range or social class, 
may wish to modify our list accordingly. We are convinced, however, that 
short of such modifications, the criteria listed here belong to the essential 
considerations for the transitional treatment phase in residential therapy. 


DETERMINING A CHILD’s READINESS FOR EXTRAMURAL SCHOOLING 


There comes a time in the treatment of emotionally disturbed youngsters 
when, though their pathology is still marked, and their equilibrium tenuous, 
they are able to behave with greater control and fewer disintegrative epi- 
sodes; when these episodes do occur, the recovery rate is usually more rapid. 
- These changes invariably show up in school, sometimes before they do else- 
Where. At such a time the children are able to assimilate more academic 
“Material and to conform more readily to school routines and ordinary school 
— methods. Continuous contact with the same small group of children in school 
as well as in the rest of their daily lives tends, at such a time, to reaffirm old 
. patterns of response. À move out to a community school may lift them out 
the rut of old modes of behavior and help them to discard outworn pat- 
terns for more useful ones, provided that the children's pathology can still 
be treated in their institutional life and in other forms of therapy. 
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In order to assess the readiness of children for such a move, the entire 
clinical staff needs to undertake a careful review of a child's case history, 
Among the questions to be explored, it is important to ask how he is using 
therapy; how he behaves on the ward; how he responds to special forays into 
the community such as scout activity, athletic clubs, movie excursions and 
shopping expeditions. When do disintegrative episodes or deep withdrawals 
occur? Have they changed in the course of treatment? Are they less frequent, 
less devastating, and is the recovery rate more rapid? Are there signs on the 
part of the child that he has begun to recognize approaching anxiety? Has 
he begun to develop new, if clumsy, ways of dealing with anxiety when it 
does arise? 

The school staff must look back into old school records to see in what 
areas school had been especially threatening for the child, and must decide 
if it is likely that he can cope with such threats more adequately. They must 
carefully analyze the record of his school experience while institutionalized 
to determine whether over the course of time he has begun to consider him- 
self a potential learner, worthy of help and able to use it; whether he is able 
to deal with his inner drives, fears and fantasies so that he is less likely to be 
overwhelmed by them in the classroom; whether he can tolerate longer pe- 
riods of delay between demanding and getting; whether he can increasingly 
handle the failure of the moment to attain a future goal; whether he has 
begun to see the teacher as a person who can furnish him a tool to become 
less helpless and better equipped to deal with the world's demands; whether 
he can, at times, deal with his peers, not only as rivals, people to be bullied 
or to be bullied by, but as sources of satisfaction and sometimes partners in 
a common task; whether he has begun to show signs of being able to use 
ordinary school methods and materials, to tolerate usual school routines, to 
follow directions and to maintain control in test situations and in the face of 
teacher disapproval. All of this will of course be a matter not only of degree 
but of the direction in which the child moves. It is the direction rather than 
the accomplished fact which will determine his readiness to move out to @ 
community school. 

In addition to a careful study of school notes in terms of the items out- 
lined above, our school staff planned test excursions into the public schools. 
One such excursion involved detailed planning: a teacher arranged with 
specific schools for the boys to bring out a giant map they had made as pat t 
of a social science program. There was great cooperation between princip s 
and our teacher so that our boys and the school children found it mutually 
interesting and natural. The boys, while occupied, had a chance to see school 
routines, teachers, students and building. Since these schools were being 
considered for selection, particular attention was paid to the boys' reactions 
and remarks after the visit. : 

In determining the readiness of a child to go to a community school, it !S 
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t to recognize and differentiate separation anxiety on the part of 

ie staff, as well as the children, from realistic concern. In our experience 
was not always easy. 

-À child would undergo an upset period on the ward, in school or in therapy. 
"Suddenly, the observed gains at school would temporarily vanish while in- 
appropriate behavior and academic lacks would arise. At such a time, the 
‘temperature of separation anxiety on the part of staff as well as patients ran 
high. The boys themselves acted out and verbalized fears that the move 
— first to the cottage-residence and then to an ordinary school might mean that 
they were being pushed out of treatment entirely. They required constant 
reassurance that these moves did not mean imminent discharge, but rather, 
— new experiences with which they would need and get help. An indication of 
- staff anxiety was the number of dire predictions that were made before the 
opening day of school about the probable outcome of the school year. There 
‘was only one boy who everyone agreed would have a good chance of suc- 
ceeding. Happily, these predictions were exaggerated. After nearly two years 
‘of outside school all six boys are in school. Despite grave periods of concern, 
and temporary suspension in one case, all are doing reasonably well. In any 
clinical setup where a great emotional investment has been made, “mother 
hen” worriedness needs to be distinguished from realistic counterindications 
for a move outwards. Similarly, urges to move out too quickly are equally a 
- symptom of separation anxiety and need to be looked at to be sure the move 
_ isnot premature. 


SELECTION OF AN APPROPRIATE SCHOOL 


—— Once it has been determined that a child is ready to attend a community 
- school while continuing in residential treatment, the question of selecting 
an appropriate school arises. [ 
Negative criteria in selecting a school. A school should not be considered 
_ appropriate in the following instances: 

= 1. Staff attitudes are overtly or indirectly hostile to psychiatric treatment. 
2. Staff personalities, principals or teachers involved are rigid, judg- 
mental, humorless, unstable, or overpermissive. ` 

3. The physical plant is substandard. : 

1. The geographical location is extremely inconvenient. 

5. Overcrowding or double sessions occur. 

-. 6. Relatives of a child, or the past school history of a child, might affect 
his current status. 

_ 1. Social stratification is alien to, or goal divergent from, that of the child. 
8. Social grouping may have elements of pathologic contagion. 

_ 9. The grade placement is too young or too old for the child to feel 
comfortable. 

10. The first year back in a community school places a child in a complex 
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school organization such as the large public junior high school often repre 
sents. 

The first six negative criteria are self-evident and will not be discussed 
here. A few words should be said about the last four. In many cases, they 
would hold true for ideal planning in the school life of any child whether or 
not disturbed. 

In thinking about social stratification, obviously, the background and 
interests of the child need to be kept in mind. In the case of most under- 
privileged hyperaggressive children, for instance, their cultural background 
has given them very limited educational experiences and probably a limited 
vocabulary and educational goals. Such children would have a difficult time 
in their social and academic life were they to be thrown in with a strictly 
upper-middle-class, richly experienced group. The professional and college- 
oriented goals of upper-middle-class families are likely to be alien to young- 
sters whose lives have been circumscribed by, as one of our boys put it, “an 
alley in the slums.” There should be at least sufficient variety of social groups 
so that the entire orientation, academic pressures and ultimate life goals are 
not completely strange and out of keeping with those of the patient. 

The elements of pathological contagion, mentioned in item 8, might best 
be illustrated by the problem we faced about the placement of some of our 
boys because of the presence of large groups of delinquency-oriented young- 
sters in the schools under consideration. Obviously, the existence of delin- 
quency-prone children as such, or of disturbed youngsters, in the classes 
into which we wanted to put ours, could not be considered a negative argu- 
ment by itself. Nor do we subscribe to the theory that the mere existence o 
such children would endanger other children in the same school. However, 
if there is a heavy delinquency-prone or antisocial atmosphere in the over-all 
school or classroom population, the vulnerability of our children needs to be 
taken into serious consideration. A disturbed child whose choice of identity 
is in the balance, is apt to veer to the delinquent identification either out o 
fear that he cannot live up to school expectations, or out of a need to get 
himself into a social group. He wears his pathological leanings as clearly as 
if he toted a neon sign; and he will either be seduced into inacceptable be- 
havior, or finding willing cohorts, he will lead the charge. 

In weighing the academic lacks of an emotionally disturbed child who has 
used nonlearning as one of his weapons of defiance, or defense, it may tur? 
out that he would seem to fit best into a grade below his actual grade level. 
Yet a series of observations of schools will immediately demonstrate that he 
cannot be placed with children much younger than he. His size, his physio 
logic development, his self-image, his different social interests will make him 
an outcast and will so belittle his potential as to render him less able to 

proceed academically or behaviorally. A class near his own age that encom- 


RUTH NEWMAN 593 


a variety of intellectual levels, or a slow but well-grouped stable class 

of his own age will prove much more successful. 

The concern about placement in the junior high school for the first year 
out of a hospital school evolves from our own unhappy experience. Where 
the age of the patient leaves no choice, there is nothing to be done except 
to be even more careful about the selection of schools. In most instances the 
large public junior high school lacks the simplicity of organization of an 
` elementary school. Instead of one teacher, whom the institution and the 

school may mutually select, and with whom the institution can keep in 
close contact, the child has many teachers. The teachers have such a tre- 
mendous teaching load that it is close to impossible for them to know a child 
intimately. Moreover, the junior high school is usually more subject oriented 
than the elementary school. With the great amount of departmentalization, 
itis most difficult for a given teacher to appraise a child’s total school output 
and to understand the variety of materials and methods that are likely to 
throw him or reach him. The confusion of a large junior high school, with its 
changing classes, its crowded halls, its lunchroom and study periods, leaves 

areas of overstimulating, readily distracting situations, most confusing 

.. forany unstable youngster, especially one who is hyperaggressive. 

| Positive criteria in selecting a school. A school is likely to meet the condi- 
tions for successful placement in the following circumstances: 

1. A principal is found who is intelligent, experienced, sympathetic to 
treatment goals, comfortable and capable in an administrative role, able to 
| gt along well with the teachers and able to give them support and act deci- 

.. Sively inan emergency. 

The adequacy of a principal is just as important as that of a teacher. The 
principal determines a school's feeling tone, educational philosophy and 
Smoothness of operation. The principal can become the decisive balance 
Point which can determine whether or not a teacher can work out her diffi- 
culties with a child at times when relations or situations become strained or 
Mhcult. In our own experience, we found that when teachers of a school 

ed and respected their principal, we could count on the fact that the 
Principal would give the extra support and understanding that are so neces- 
Saty to a teacher working with a difficult child. Moreover, if their attitudes 
| ety sympathetic to psychiatric treatment, we found m 
o E. smooth-running communications, and not only give out info 
t receive meaningful information. 

2. A teacher is found whose personality and methods complement those 

ect Biven child, who is comfortable in his job, likes teaching, feels capable 

"andling children in a group, and is not overinvolved with one child; who 

- Subject matter interesting but not overstimulating or overwhelming; 

Who is able to maintain his authority and control, while clearly defining 
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class expectations and goals. At the same time, the teacher needs to be flex- 
ible enough to encompass schedule changes and special programs, and un- 
defensive enough to ask for and use help. 

To illustrate what is meant by the particular characteristic listed, we 
shall consider the needs of some of the boys at the Child Research Branch. 

In choosing teachers for our boys, we succeeded remarkably well in match- 
ing personalities and learning atmospheres. For instance, one boy required 
great freedom of mobility in his classroom and a calm uninvolved atmos- 
phere. Another boy needed a teacher with an active sense of humor, an 
ability to appreciate what was, to say the least, flamboyant imagination; 
yet this teacher needed to create a firm class structure so that the child's 
fantasies would not run away with his controls. A third boy required a 
teacher who would not make great demands on his imagination since such 
activities made him anxious, but would instead allow him to operate in a 
well-defined, neutral framework. A fourth boy responded best to a carefully 
planned structure with great flexibility in programming and not too rigid 
academic expectations. He required a tremendous outlay of personal atten- 
tion, warmth and interest. The fifth boy required a teacher who would keep 
her distance, who would not be personally offended by rejection, who would 
not single this boy out for recitation unless he spontaneously offered to 
contribute, and who would not be prey to his expert manipulatory powers. 
In each of these instances we were able to find complementary personalities 
and situations. 

In general, though there was great variety of background, temperament, 
age, experience, manner and methods in those teachers specifically selected, 
all had certain qualities in common. They all liked teaching. They had all 
had sufficient training and supervision so that they were at home in their 
classrooms, with their subject matter and in relation to their pupils. They 
did not panic in the face of behavior problems, nor did they allow their 
authority or concern for their class as a group to slip away. Despite genuine 
interest and special concern for our boys, they did not allow themselves to 
become overinvolved with them in the classroom. Such a course would not 
only have sacrificed the rest of the class, but would have brought down o? 
the boys justifiable resentment of the other children. 

These teachers had a degree of flexibility which allowed them to discard 
a favorite method if it didn’t work, and to try others; to change their sched- 
ules without too much dismay; to alter their class subgroupings; to overloo 
at needful times certain aspects of conventionally accepted classroom be- 
havior, such as talking out of turn, mumbling to oneself, moving about the 
room, handing in papers that were not up to neatness standards or were not 
margined or signed according to classroom ritual. At the same time; these 
teachers had sufficient self-confidence to tighten up standards for our boys 
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when they felt it would be useful. They did not seek to be the child’s thera- 
pists or to make up to him for the mothering he had lacked, to pry into his 
life or to pamper him with pity. They were able to ask for help from their 
principal or appropriate members of the treatment staff without being overly 
defensive, and after sufficient contact, could tell us when a given piece of 
behavior was puzzling or aroused anxiety. 

3. The question of the importance of placing a child in an appropriate 
age, size and social range has been discussed under “negative criteria.” 
Grade and social group placement becomes a major consideration in the 
selection of a school. 

4. The factor of physical location contains more important issues than a 
superficial glance would imply. It is not only a question of convenience and 
proximity of friends in the community: the location of a school assumes a 
clinical imperative. 

In our experience, we found that a school had to be close enough to the 
home institution so that a child could be called for at any moment when the 
school or the child felt life had got too far out of hand to be comfortably 
managed. First of all, when the school felt free to use this service, the child 
was not treated too gingerly. Necessary confrontations of inacceptable be- 
havior were not skirted: a teacher was able to call before help was essential. 
Therefore, both teacher and child knew that even emergency situations could 
be handled. The school was spared some embarrassing run-ins with parents 
in the community by avoiding major crises. The child had the cushioning 
experience of knowing that help and escape would be available if anxiety 
became intolerable. Thus, being free to choose between temporary flight 
and fight, he was helped to choose the less destructive course of flight. Both 
child and school became aware that the institution would actively imple- 
ment adjustment. Moreover, when these episodes occurred they could be 
used in therapy and in residence life to help the child understand what 
combination of occurrences tended to throw him, and thereby the child 
would be helped to find less devastating ways of dealing with his and other 
people’s anxiety. Further, pickup facilities and communication on the pre- 
cipitating issue prevent a build-up of resentments on the part of the teacher 
where otherwise she might feel that she was left alone to handle one more 
difficult situation. Such resentments cannot help but interfere with the 
teaching-learning relationship. 

5. An arrangement is established whereby a knowledgeable and sympa- 
thetic person from the school system acts as liaison between the school and 
the representative of the institution responsible for the selection and place- 
ment of the children in the school. 

Since it is nearly impossible for a teacher or principal to know all the 
schools that may need to be considered as well as he knows his own, it is 
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important that contact be maintained with someone from the school system 
who has access to the information about a great many schools. 

In working with our six boys, Montgomery County, through the Special 
Education Department, assigned us a pupil personnel worker! who has been 
at our disposal continuously. Through her, we were able to eliminate schools 
which did not want us, and schools which, on hearing about their over- 
crowdedness, high delinquent population, unsympathetic principal, etc., 
we would not consider. Through this person we made our original contacts 
with the 15 potential schools; and through her, when we needed to contem- 
plate visiting teacher service, change in sections, change in programming, 
grade acceleration, and other special privileges, we were able to effect neces- 
sary changes. The institution had one person responsible for communication 
with the pupil personnel worker so that arrangements did not become too 
cumbersome. In this way, both school and institution had people who could 
report back and discuss issues, making it possible for all major decisions to 
be considered by everyone involved. 

This last statement leads directly to the third major issue, namely, the 
important question of creating and working out adequate arrangements 
between school and treatment institution. Without such contacts the entire 
transitional treatment phase is endangered. 


CRITERIA FOR ESTABLISHING ADEQUATE COMMUNICATION BETWEEN 
SCHOOL AND INSTITUTION 


1. Tailor-made programming must be created for each child to fit his 
changing needs in relation to school. There must be close communication 
between school and institution for special programming to work. 

At the beginning of the first community-school year, it was felt that none 
of our boys could stay at school the entire day. In time, each boy, at his own 
rate, increased his time at school after a series of consultations with thera- 
pists, residence staff and the school. Though most of the boys currently at- 
tend school a full day, there are still special program arrangements. For 
instance, one boy found the required shower during Physical Education so 
anxiety-provoking that his entire school adjustment was threatened. For à 
while, he was returned to the residence for this period; later, a substitute 
activity was created. Another boy could maintain himself well in the struc- 
tured classroom, but could not handle the free lunch and playground periods. 
He was returned to the residence for the long lunch period. Such comings 
and goings can make group planning difücult for teacher and child alike 
unless they are carefully worked out between school and institution. 


1 Montgomery County, Maryland, uses this term to designate what other states call guidance OF 
school social workers. 
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2. One parent surrogate from the institution should represent each child 
school. In this way P.T.A. meetings, special events, permission slips will 
be taken care of. Visits to and from other children can be arranged, daily 
"incidents discussed, homework clarified, assignments, test results and re- 
ports understood. 
The first year, this parent function was attempted by one person for all 
six children. This method proved overwhelming, exhausting, and therefore 
inefficient. Many treatment opportunities and supportive acts were unavoid- 
ably missed. The second year, each child was assigned an educationally 
trained parent surrogate who was responsible for all school information, 
crises or events. The increased usefulness of this second system in helping 
; the child and the school was impressive. 
___ 3. An educationally sophisticated representative from the treatment 
Institution must keep in regular contact with the schools to help give teachers 
and principals support or information and to communicate on joint areas of 
interest and concern. 
—— Tn addition to regular appointments at each school, meetings were held to 
- which all participating schools were invited. By this means, we were able to 
see differences and similarities in handling and teaching this type of child. 
We were able to find out the reactions of the community to the boys and to 
discuss in what ways our boys were treated specially, what effects this spe- 
— Cialness had on them and the rest of the children, and how to minimize the 
inevitable specialness. Methods, experiences and techniques were exchanged 
and the teachers were helped to feel a part of a whole treatment program. 
4. Ample opportunity must be created for continued discussion of all 
- issues that may arise out of special needs or events, such as emergency pickup 
from school (discussed under physical location); suspensions, be they brief 
- or prolonged; returns to school after absences; particular traumatic incidents 
* in the child's personal life which may affect his school behavior, or incidents 
© 'at school to which he may react in his residence life. 
_ 5. Institution and school conferences specifically designed to discuss 
homework and community expectations need to be set up. 

Since disturbed children (like so many of the rest of us) tend either to 
forget, lose, neglect or purposely avoid homework, the treatment institution 
‘heeds to plan time and place and supporting help for homework to be done. 
Telephone and conference exchanges with the teacher need to be planned to 
_ see that work is brought home, worked on and brought back to school. Each 
of these steps can be a pitfall unless machinery is set up to counter home- 
- Work avoidance patterns. 

6. Institution and school conferences should be held concerning a child's 
need for special tutoring. Timing and length of tutoring sessions, as well as 
Content and method, should be jointly discussed by the schoolteacher, the 
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tutor, the person from the residence in charge of the child’s school life, and 
the education specialist. Summer tutoring, if properly planned, can be used 
especially beneficially, since the usual loss of skills over the summer not 
only can be minimized, but substantial gains can be made. The tutor, being 
in a one-to-one relation with the child, can give most important information 
to treatment staff and school on the reaction-to-work habits of the child. 

7. In dealing with the junior high school, it is particularly important that 
very close contacts be maintained with the person in charge of discipline and 
student problems. Therefore, the selection of schools with sensitive, intelli- 
gent and sympathetic people in these positions is essential. In our state, the 
vice-principal and counselor are charged with discipline and pupil adjust- 
ment needs. Through them, there is a direct route to the individual junior 
high school teachers, as well as help in handling emergencies. Without close 
contact, these central powers are at a loss to know how to deal with the 
variety of events that may occur, whether it be a hall skirmish or a seemingly 
unreasonable, but actually symbolically significant tantrum reaction to an 
assignment in art class. 

8. Reports from the school, whether by word of mouth, child comments or 
written reports, should be carefully noted by the institution so that they 
may be used profitably, when appropriate, by therapists and child care 
workers. Reactions to reports need to be worked on by the child care staff 
and the school in a realistic and therapeutic manner. 

9. Institution and school conferences concerning future planning for the 
grade placement the following year need to be held early. Sessions for com- 
plete review of the past year should be set in motion. When plans are ac- 
tually set for the following year, they should be presented to the child so 
that he is aware of what he should expect in the coming year, and prepara 
tions can be made to facilitate the new placement. 

It is hoped that these criteria are not overwhelming. Given an adequate 
knowledgeable institution staff, situated in a community where the school 
system is willing and able to cooperate, these criteria can be put into effect 
if time is provided, many observations made, and good communication set 
up. Since the child's perception of society, his course of treatment and ulti- 
mate treatment goals are at stake, it would seem apparent that the potential 
results are well worth the time and effort. 


SCHOOL PHOBIA IN ADOLESCENCE: A MANIFESTATION 
OF SEVERE CHARACTER DISTURBANCE* 
JOHN C. COOLIDGE, M.D., MARY LOU WILLER, M.S.S., ELLEN TESSMAN, Px.D., 
AND SAMUEL WALDFOGEL, Px.D, 
Judge Baker Guidance Center, Boston, Massachusetts 


HE expanding literature on school phobia, during the past few years, 


4 is impressive in the amount of agreement expressed by independent 
observers on the etiology, dynamics and clinical course of the symptom. 


However, the similarity of intrapsychic and intrafamilial dynamics found 
among cases of school phobia should not obscure the fact that there are also 
many individual differences among them, particularly in regard to the 


severity of the disturbance. We had called attention to this fact previously 
by distinguishing between “neurotic” and “characterological” types (1, 3). 
This dichotomy, although it reflected a crude and somewhat arbitrary typol- 
ogy, did have relevance for prognosis and management. It would be more 
accurate to state that school phobia may be associated with widely varying 
degrees of emotional disturbances ranging all the way from transient anxiety 
states—reflecting a developmental or external crisis—to severe character 
disorders bordering on psychosis. 
From the very beginning of our studies of school phobia we have ob- 

, served a definite and direct relationship between the age of the child and the 
severity of the disturbance. This observation has recently been corroborated 

by Eisenberg (2), who states that when school phobia occurs in adolescence 
it represents “a much more serious intrinsic disturbance of general adjust- 
ment." Since school phobia appears less commonly in this age group there 
has been a tendency to neglect it in the literature and focus on the ele- 
mentary school child. This has had the unfortunate effect of creating the 
Stereotype of an acute disturbance, which under proper management has a 
very favorable prognosis. The picture in the older group is in reality quite 

| the opposite. Here one encounters chronic, deeply imbedded problems that 
| yield slowly to treatment, and in which the prognosis is anything but bright. 
In those cases of preadolescent or adolescent school phobia that we have 
observed, there invariably has been an early history of the symptom, which 
usually subsided spontaneously only to reappear after several years of regu- 

+ lar school attendance. Moreover, an examination of the early family rela- 
tionships in this group reveals a striking parallel to the pattern that is found 
in younger children with school phobia, indicating that the underlying 


* Presented at the 1959 Annual Meeting. 
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dynamics of symptom formation in the two groups are the same. Central to 
the problem in both groups is an exaggerated dependency on both parents, 
in particular the mother. The parents usually dedicate themselves to gratify- 
ing the child's infantile demands, and this gives him a disproportionate de- 
gree of power within the family and at the same time protects him from 
meeting the demands of external reality. The nature of the familial climate 
prevents the child from developing the capacity for independent activity 
and provides little opportunity for resolving the heightened ambivalence 
that inevitably accompanies such a dependent tie. As a result, situations 
which require separation of the child from his parents are apt to evoke in- 
tense anxiety. 

The anxiety around separation becomes a particularly difficult problem 
when the child reaches school age. Whereas prior to this time the parents had 
been able to satisfy the child's need for closeness—often at great inconveni- 
ence to themselves—the school is uncompromising in its insistence on at- 
tendance. Attendance at school seems to symbolize acceptance of the re- 
sponsibilities of latency and relinquishing the special privileges of early 
childhood. The acute phobia that appears at this time is an expression of the 
child’s internal struggle with the conflicting forces of regression and growth. 
The appearance of the acute symptom may provide the occasion for a re- 
alignment of family relationships, especially where psychotherapeutic help 
is available—leading to greater emotional separation and freeing the child 
for independent growth. On the other hand it may lead to an intensification 
of the child’s infantile demands and corresponding accommodations on the 
part of the parents. The prolonged infantilization of the child and the mutual 
reinforcement of the interdependent relationship between the child and 
parents is vividly illustrated in the following case of chronic school phobia 
beginning in early childhood. 


Beverly, who is now 17, was first treated for school phobia at the age of 8. There had 
been short-lived difficulties in attending school, but the problem did not become pef- 
sistent until the fourth grade. She was referred to a hospital clinic, where she was treated 
for two years without any alleviation of the symptom. Following this she was referred to 
our research unit, where she is now in her eighth year of treatment. 

Although we do not have very detailed information regarding Beverly’s early life, 
we do know that she was fearful, passive and stayed close to her mother. The family 
itself had relatively little contact with the outside world and depended upon the en- 
larged family circle for most of its major gratifications. The beginning of school coincided 
with the birth of Beverly’s only sister. The parents state that they went out of their 
way to make Beverly feel that she was still preferred by them in order to prevent her 
feeling jealous. The result was that Beverly inhibited all natural expression of jealousy 
toward both her sister and her parents. The inability of the family to recognize or accept 
feelings of rivalry also made an adequate resolution of oedipal conflicts impossible. There- 
fore, in order to perpetuate the gratification of her pregenital wishes and at the same 


a 
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time deny her oedipal feelings toward the father, Beverly regressed to a level of almost 


total dependency on mother. 

The outbreak of the acute symptoms in the fourth grade was preceded by a change of 
schools. Mother, who was still grieving over the loss of maternal grandmother (six 
months earlier), described the new school as a "dark, dank basement." Beverly became 
increasingly reluctant to attend until one day she broke into tears at her mother's de- 
parture. Mother said she felt at that time it was like “leading a lamb to slaughter.” 
Following this, school attendance ceased, and was not re-established. The anxiety around 
separation extended to all areas of functioning and the lives of Beverly and her mother 
became completely intertwined, with each of them leaning on the other for mutual sup- 
port and satisfaction. By willingly renouncing all aggression and rivalry with mother 
within a highly restricted but undemanding environment, Beverly successfully de- 
fended herself against her underlying conflicts. This has occurred at the cost of severe 
impoverishment and constriction but has made it possible for her to perpetuate a mode of 
life which leaves the infantile ties to mother unaltered. 

Beverly has virtually been confined to the house; she has not only been unable to at- 
tend school, but has only rarely ventured anywhere and then only in the presence of 
mother or father. Peer relationships were nonexistent until a few months ago. There has 
been a marked impoverishment of interests; these have been mainly restricted to vi- 
carious participation in the parents’, particularly the mother's limited activities, and to 
the everyday aspects of the care of the house. The one area in which Beverly has been 
able to function successfully has been the area of school achievement, where she has 
done well under the noncompetitive conditions of home tutoring. 

Beverly's demands for the constant presence of one or the other of her parents met 
with ready compliance on their part. The restrictions that this imposed on their own 
daily lives seemed preferable to facing the anxiety that would be aroused through a 
resolution of the problem around separation. While Beverly and her mother came regu- 
larly for treatment, it became more and more evident that psychotherapy by itself ap- 
peared to have little effect in bringing about any changes. Since the established pattern 
was essentially experienced as quite gratifying for both Beverly and her mother, their 
major efforts were directed at the prevention of any significant shifts in this mode of 
functioning. Even the onset of adolescence had no perceptible effect on their relationship. 

Since therapy had reached an impasse, and since the danger of permanent psychic 
incapacitation increased with each year, it was felt that more active therapeutic inter- 
vention was essential. Steps were then taken to: 1) bring father into treatment with the 
hope that this might help to accelerate necessary changes in the family constellation; 
and 2) to provide Beverly with a group experience in order to introduce reality demands 
and to offer appropriate adolescent gratifications. The latter was accomplished by form- 
ing a girls' club, which agreed to meet in Beverly's home until she was able to separate 
from her mother. This was made possible through collaboration with the Neighborhood 
Clubs Department of the Boston Children's Service Association. This department is 
designed to establish clubs in the neighborhood specifically for children who are unable 
Physically or emotionally to form normal peer relationships. 

The results of these two therapeutic innovations were striking. In treatment father 
was able to ventilate his pent-up resentment toward his daughter for having subjected 
him and his wife to such tyranny through her symptom. As he came to realize that total 
acquiescence to her neurotic demands was a result of his own guilt and not necessarily 

eficial to Beverly, he was able actively to support his wife in limiting them. At the 
same time he actively supported some of Beverly’s emerging adolescent interests, such as 
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teaching her to drive. After about six months, mother and father decided to go ona trip 
by themselves which took them away from home for approximately a week. This was 
done despite Beverly’s protests and considerable agitation on her part. This was the 
first time in eight years since the onset of the symptom that they had been able to leave 
home for more than a few hours. Heretofore, even an evening out required elaborate 
preparation, and plans often had to be canceled because of Beverly’s anxiety. 

The club, which consisted of girls from the local high school, provided Beverly with 
peer relationships which she had long sought after, but was unable to establish on her 
own initiative. Gradually the other girls put pressure on Beverly to extend the sphere of 
her activities, At first she attempted to avoid this pressure through subtle evasion, After 
a while, however, it became impossible to deal with these peer demands by avoidance 
and denial, and she made efforts to master her anxiety in order to retain the friendship 
of the other club members. 

Within a few months Beverly was able to separate occasionally from mother. She 
began by attending one class at school, and then by meeting with the club away from 
home. At the end of a year she has considerably enlarged the area of her independent 
activity. She is attending school on a full-time basis, goes out with her friends occasion- 
ally, and is able to drive by herself. She is continuing in treatment, where she is able to 
deal with more difficult material than previously. 


In most cases of adolescent school phobia, the symptom does not persist 
from early childhood. In contrast to the preceding example, it usually abates 
in latency after a history of early difficulty. It is not clear why sometimes the 
acute symptom will subside in such cases, but we would theorize that al- 
though the child manages to attend school, there is the implicit agreement 
between the child and his parents that there will be no fundamental change 
in family relationships, or demands on him for emotional growth. 

With the approach of adolescence the neurotic balance becomes increas- 
ingly unstable because of internal and external pressures. Physical matura- 
tion makes it constantly more difficult to conceal the erotic undercurrents in 
the dependency relationship, which in itself is diametrically opposed to the 
demand for greater independence that is imposed by the normative standards 
for this period. With the heightening of the basic conflict the acute symptom 
may reappear accompanied by massive regression. 

This is illustrated in the following case, where school phobia is associated 
with predelinquent acting out. 


Ben, 13} and in the eighth grade, was referred after four months of very irregular 
school attendance. An earlier period of prolonged school absences with nausea and 
vomiting occurred in the fourth grade. Ben’s parents were tolerating verbal and physical 
abuse from him in their helpless frustration, and he was permitted to rule them with his 
ever increasing demands, Mother's thinly disguised seductiveness and Ben's overt de- 
fiance of father pointed to the existence of a severe oedipal problem, the beginnings of 
which went back to earliest childhood. Mother had turned away from father and toward 
her son while he was still in infancy. Father reported bitterly that often when he would 
come home from work late at night, he would find his wife sleeping with the infant son 8° 
that the baby wouldn’t be too lonely. Father yielded his bed passively. 3 

Encouraged by mother's preference of him, Ben early developed a sense of his ow” 
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power in the family. He was petulant, defiant, and tyrannical. Father was totally ineffec- 
tual in curbing his willful son and complained that it was mother who prevented him 
from whipping Ben into submission. Although he had succeeded in winning his mother 
away from father, Ben could retain her affection only at the cost of his own masculinity. 
What his mother wanted was a little boy and not a man. Her anxiety about his develop- 
ing sexuality was clearly evident in her anxious preoccupation with the size of his 
genitals, masturbation, and wet dreams. 

Ben defended himself against her wish to emasculate him by engaging in a perpetual 
struggle with his mother for supremacy. The extremes to which he would go to avoid 
emotional surrender knew no bounds. Every simple routine of daily living became a 
battleground. For example, he would put off bathing as long as possible and then submit 
under pressure only if he could first exact token submission on his mother’s part. Thus, 
after finally reducing her to tears, he would consent to bathe only if she would first change 
the linen on his bed, and would then gloat triumphantly at the spectacle of his humiliated 
mother angrily kicking the sheets down the stairs. 

As Ben moved into adolescence he protested even more fiercely against any kind of 
domination, and at the same time his panic and confusion over sexual feelings mounted, 
Submission to school authority became increasingly onerous and he rebelled by absenting 
himself more frequently and not performing when he did attend. Finally, he became in- 
volved in some homosexual acting out at school, following which he was unable to at- 
tend, 

Ben’s behavior at referral was typical. He called the clinic to arrange for his own 
appointment, thereby hoping to wrest control from his parents and to master this 
threatening situation. His fear of surrender came to the fore immediately in his adamant 
refusal to return to school on the grounds that it would be “like tearing up the Declara- 
tion of Independence and giving the pieces back to the British.” Recognizing the homo- 
sexual panic behind his fear of returning to school, we felt that pressure for an early re- 
turn would be unwise. Furthermore, because of the almost direct incestuous, sado- 
masochistic acting out at home, it was realized that any tutoring regime at home would 
also be sabotaged. Consequently, arrangements were made to have the visiting teacher 
work with Ben in the more neutral environment of a neighbor’s home. He passed the 
eighth grade and prepared to enter the ninth grade the following year. 

This attempt proved to be premature and his attendance lasted less than a week. 
A program of individual instruction was then instituted at the school counseling service, 
but even here Ben’s attendance was irregular and he spent much of his time arguing with 
the tutor. 

During the first part of this year, he came to therapy fairly regularly despite a good 
deal of anxiety, and at the same time worked steadily on a newspaper route. However, as 
his depressive feelings came closer to the surface he would bolt treatment for extended 
Periods, He lost interest in his newspaper job and was fired. At the same time he became 
involved with a gang of borderline delinquent boys who engaged in episodes of voyeurism, 
fighting and vandalism, 

The following fall he managed to remain in school for several months, but his delin- 
quent acting out increased, and he finally dropped out. Following this he decided he 
would like to go to trade school to study TV repair. He succeeded in just skimming 
through the examinations and was admitted to the school, but dropped out withima few 
months on his sixteenth birthday. K 

During this period of sporadic school attendance and abortive attempts at vocational 
training, it became increasingly clear that return to school signified giving up the pro- 
tective comfort of the mother and submission to the authority of the hated father, These 
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transference feelings proved to be so strong that it became even more difficult to reach 
him in therapy, and ultimately became a major factor in the failure of treatment, 

Underneath Ben's rebellion lay the fear of any kind of emotional surrender. The 
original close and sexually aroused relationship with his mother was experienced pas- 
sively, with implicit renunciation of masculinity. Ben was only allowed the erotic pleasure 
if he remained a feminine little boy. His perception of the annihilating fury generated in 
father by his closeness to mother further inhibited his masculine identification and 
fostered the feminine identification as a solution of his oedipal conflict. 

During his latency period some modicum of peace was thereby obtained although an 
occasional violent eruption would take place when the threat of his dependency wishes 
became too great either with his parents or as a result of the homosexual interaction with 
his peers. With the advent of adolescence and the emergence of Ben's strong homosexu- 
ally tinged impulses, gratification of any dependency wishes now became a severe threat. 
Any kind of “submission,” even saying “yes” toa teacher, was perceived as an emotional 
surrender and to Ben proof of homosexuality and insanity. In contrast to the previous 
case, the solution to the hostile dependent conflict in Ben took the form of repressing the 
dependency and expressing the hostility openly. This paradoxical reaction that we have 
seen in other cases of adolescent school phobia is more apt to be found with boys and is 
apparently due to the sexual threat implicit in the basic wish for a dependent closeness 
to mother. 

The work with mother was aimed at helping her to separate from Ben and particu- 
larly to decrease her seductive behavior toward him. However, she succeeded only in 
withdrawing emotionally and was unable to function in the role of a desexualized but 
loving mother. Ben rightly perceived this as abandonment because of his own confused 
striving toward masculinity, which only added to his desperate plight. 

Father was also seen in treatment but was unable to deal with his feelings in any 
meaningful way. He used it mainly as a sounding board for his long pent-up resentments 
toward his son. Fundamentally, he was bent on seeing Ben destroy himself in order to 
vindicate his own feeling that Ben was contemptible. Unfortunately, Ben, because of his 
own self-destructive drives, could only carry out his father’s wish. After he dropped out of 
trade school, the pathetic regression continued. He refused to work, slept at home all day, 


and hung around street corners with the gang at night. He also discontinued treatment at 
this point. 


In contrast to the previous cases, school phobia may occasionally appear 
as an expression of adolescent turmoil, where the basic ego structure is not 
as disturbed although the regression may be severe and crippling. 


Jane developed an acute fear of attending school immediately following her twelfth 
birthday, There had been indications of disturbance since early infancy, with feeding 
and sleep disturbance, and head-banging. She had always been a shy, demanding child, 
clinging to mother. There were severe separation difficulties when Jane was four and her 
sister was born. Jane's school attendance had been uneven from the beginning; she was 
withdrawn from kindergarten after being “dragged” to school for five days. She re- 
turned to school the following year, however, and showed signs of only mild anxiety 
during the next four years. The difficulty recurred in the fifth grade when, after a month’s 
attendance, she dropped out and required a home tutor; but the following year she re- 
sumed going to school. Despite these recurring difficulties she made strong compensatory 
efforts at establishing her independence. These were expressed mainly as masculine 
strivings; she was assertive, openly tomboyish, and aggressively competitive with her 
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_ brother. She was able to attend summer camp in her tenth year and “walked off with all 
the prizes offered by the camp.” 

The summer before she was 12, she had her first period, and although she had been 
prepared for the event, it apparently caused her considerable anguish, The result was 
that she was unable to remain at camp that summer. The events on her twelfth birthday, 
which occurred that fall, underscored her central conflict over emerging heterosexuality. 
At her birthday party, a girl more socially precocious than Jane initiated kissing games 
and became so disruptive that she was scolded openly by Jane’s mother. The following 
day Jane was called by two boys for a date, because of her new reputation of someone 
who gave “fast parties.” Jane was greatly upset and could not return to school the 
following day; she stayed out of school for the remainder of the year. 

Jane's mother had experienced severe emotional deprivation in her relationship with 
maternal grandmother, which left her with devalued feelings about her own femininity, 
and she re-enacted this pattern with Jane. Mother resented any dependency demands 
made upon her and pushed Jane toward independence in early childhood. The competi- 
tive, masculine behavior which Jane manifested represented her attempt to deny her 
dependency and femininity. Her menarche made it impossible to deny the full implica- 
tions of being a girl. In addition, the onset of mother’s menopause at this time increased 
the tension between the two. In the face of her conflicts over her emerging heterosexuality 
and her anger toward mother, Jane regressed to the safer position of the little girl. 

Jane’s treatment focused on her bisexual conflict. At first she aired her jealousy of 
her brother, compared to whom she felt very unworthy. She was then able to reveal her 
underlying feelings that girls were inferior and dirty. Following her expression of these 
feelings she could admit her secret admiration of the girl at the party and envy of her 
sexually aggressive manner. 

The parents, in their treatment, were able to bring up some of their own marital 
conflicts, which had been heightened by the advent of menopause in mother. 

Father came to realize the extent to which he had withdrawn emotionally from 
mother and had been directing his attention toward Jane, with whom he spent much of 
his time playing games or working around the yard, Mother ventilated her resentment 
at being thus displaced, and this led to the expression of the depressive feelings associ- 
ated with her menopause. The improvement that followed in the marital relationship 
made it possible for mother and father to support each other in their dealings with Jane. 
They arranged a tutoring program despite her opposition, did not permit her to over- 
indulge in passivity, and were firm in their insistence that she eventually return to 
school. The parents by clarifying their own roles reduced the intensity of Jane’s oedipal 
problem and enabled her to accept her feminine identity and to face adolescence. The 
next fall she was able to return to school without any difficulty. The diminution of her 
fear of school was paralleled by an increased participation in social activity which no 
longer contained implicit sexual dangers. 


Sometimes withdrawal from school in adolescence is a prodromal sign of 
schizophrenia. It is important that these cases be recognized as incipient 
psychotic conditions and be treated accordingly. Signs of a generalized with- 
drawal from reality and of delusional thinking are present. 

Susan, a 16-year-old junior high school student, was referred to the clinic when she 
found it increasingly difficult to attend school because of falling marks, shyness, and a 
feeling that the other students were laughing at her and talking about her. Teachers 
reported increasing preoccupation and daydreaming. In the first grade Susan had diffi- 


606 SCHOOL PHOBIA IN ADOLESCENCE 


culty because of “nervousness” and was placed in a special class for children with “low 
IQ's," after psychiatric evaluation. Schoolwork was apparently satisfactory and Susan 
was always promoted. She herself felt that her personality had changed at the age of 
12 or 13, when she became shy and fearful. Although this correlated with the onset of 
menstruation she denied that this or adolescence was disturbing to her. 

Susan's mother had always been openly hostile to the school and believed their 
teaching practices to be destructive of children's minds. The psychotic mother somehow 
managed to hold her chaotic household together while devoting her major energies to 
the development of “the electromagnetic theory of interpersonal relationships,” which 
was a bizarre and well-crystallized delusional system. 

In treatment, Susan was found to be confused and in a panic, Reality testing was 
fragile and Susan was fearful of complete disintegration. She was acutely aware of her 
mother’s peculiarities and certain that this was to be her own fate. With clinic support 
Susan’s confusion lessened and she managed to remain in school and her work improved. 
However, management of the situation was difficult, The family lived many miles from 
Boston. There was no family agency that could offer direct support and supervision. 
Susan’s father was seen only once and was so depressed he could only deny the serious- 
ness of the family situation and his wife’s mental illness. Placement for Susan away from 
home was considered desirable but impossible because of the mother's resistance. After 
a year of treatment, arrangements were made to transfer Susan, now 18, to an adult 
clinic. However, mother canceled the transfer arrangements. Fifteen months later 
Susan’s basic illness erupted; she developed illusions that she was being poisoned by her 


mother; she became unmanageable, and commitment to a state hospital became neces- 
sary. 


From the preceding examples, it is apparent that school phobia in adoles- 
ence requires, in addition to conventional psychotherapy, intervention at 
reality levels. Even with the most skillful handling, extended treatment is 
required, and one must often be content with limited objectives. Therapeutic 
management is highly individual and must be worked out for each case. 
However, on the basis of our experience we would make the following tenta- 
tive generalizations: 

1. Since the problem is so clearly one of long-term family pathology, both 
parents should be included in treatment together with the child. 

2. Because of the severe ego impairment of the child and his limited re- 
sources, ancillary measures should be employed to help in building up his 
ego. This will often require the collaboration of other agencies, and may in- 
clude group experiences, special school placement, tutoring, vocational 
training, etc. 

3. In all cases of school phobia it is desirable for the child to return to 
school as quickly as possible. In the older age group it takes a longer period 
of time for the child to mobilize his resources and to establish a clearer sense 
of his separate identity before he can cope with the reality tasks that are 
customary for this age. Therefore, one should be prepared, if necessary, to 
accept a longer absence from school, Inasmuch as the problem is already 
long-standing, there is not the same emphasis on getting the child back to 
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school as is true at an earlier age, when one of the basic aims of treatment 
is to prevent the development of chronic incapacitation. 

4. The therapeutic team must be wary of being used to support the family 
neurosis. One of the dangers of the kind of therapeutic activity recommended 
above is that the family will come to rely on the clinic team to protect it 
from the demands of reality. There should be continual assessment of the 
readiness of the members of the family to assume increased responsibility 
for independent action. 


SuMMARY 


School phobia in adolescence is usually the symptomatic manifestation 
of a severe character disorder. It is preceded by a long history of dependency 
that has seriously interfered with the development of the ego. The outbreak 
of the acute symptom is an expression of panic in the face of adolescent 
pressures and is accompanied by massive regression. Treatment should in- 
volve the parents as well as the child, and in addition to psychotherapy must 
usually include management of the environment. This necessitates establish- 
ing cooperative working arrangements with the school or other agencies. 
Even with skillful therapeutic management, progress in these cases is usually 
slow because of the strong investment of the parents and the child in per- 
petuating their neurotic relationship. 
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AN EVALUATION OF STUDENT MENTAL HEALTH SERVICES* 


GEORGE A. MUENCH, Px.D. 
Professor of Psychology, San Fose State College, San Jose, California 


Paes eye 10 per cent of our college students, according to re- 
cent studies (13), are in need of professional help with emotional prob- 
lems. Few colleges or universities provide mental health services sufficient to 
meet such extensive student needs. Therefore, it would seem necessary that 
every student mental health service should be engaged in a continuous re- 
search program directed toward 1) utilizing existing mental health facilities 
in the most efficacious manner and 2) evaluating existing professional pro- 
cedures in order to gauge their effectiveness. 
Let us assume that you are a psychologist of a student mental health 
center, and that a highly intelligent, though psychologically unsophisticated, 
professor of natural science at your college asked you to explain to him your 


own professional activity. 'The conversation might proceed somewhat as 
follows: 


Professor: I understand that you are a psychologist at the Counseling Center at the 
college. Am I correct? 


Psychologist: Yes, that's true. 

Professor: What is it that you do at your Counseling Center? 

Psychologist: A variety of things, but they are all directed toward trying to help our 
students deal more effectively with their emotional problems and disturbances. 

Professor: Well, how do you do this? 

Psychologist: Primarily by a process we call counseling or psychotherapy. 

Professor: Are you successful in helping these young people by this process? 

Psychologist: In some Cases, no; in most cases, yes. 

Professor: How do you know you're successful? 

Psychologist: Well, clients tell us they improve, other people may observe positive 
changes in our clients, and we can tell by clinical judgment. 

Professor: But how do you know these changes are real changes? How do you know 
your judgment is correct? 


Psychologist: Well, out of our clinical experience. 


Professor: Hm. But do you have experimental research evidence to validate your 
judgment? 


Psychologist: Well, I suppose, to be honest, not very much. 


Professor: So you say that you know that you help students, but that you have little 
Scientific research evidence to support it? 


Psychologist: By and large, I guess that's true, 


Such a conversation on any college campus today might crystallize the 
present status of evaluation of student mental health services just as it would 
some 15 years ago when I first became interested in attempting to evaluate 


* Presented at the 1959 Annual Meeting in a Workshop on “Research in College Student Mental 
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the results of psychotherapy. In a monograph published in 1947 (27), I dis- 
cussed the significant changes in clients resulting from psychotherapy as 
portrayed in the Rorschach and other indices. At the time, the study was 
lauded by some investigators as a milestone of research progress. We thought 
that we might be on the way to conclusive results. Then the study was repli- 
cated by Carr (6), who got results quite different from the original study, and 
then by Mosak (26) and later by Haimowitz (17), who got results different 
from both previous studies. Such conflicting results of research studies con- 
cerned with the outcomes of psychotherapy seem to have become the rule 
rather than the exception. 

In my own recent perusal of some 50 studies of the outcome of psycho- 
therapy, I find a variety of results, using a variety of instruments (or none 
at all), indicating recovery varying anywhere from 25 to 70 per cent of the 
cases, to recovery with the aid of a tranquilizer, to recovery no better than 
the control group. Furthermore, as in the research indicated above, studies 
using the same techniques and the same samples still seem to be getting dif- 
ferent results. Some of the research seems well designed, but other studies 
are poorly done wherein the criteria of success may be no more than the 
judgment of the therapist, or the subjective opinion of the client. In general, 
however, it seems that the more highly controlled the study, and the more 
rigid the criteria, the less encouraging the reported results. 

Perhaps Kubie (22) is right when he suggests that little significant research 
progress will occur until we have special research institutes staffed by multi- 
disciplined professional personnel, but I am inclined not to be so pessimistic. 
In spite of the plethora of current contradictory evidence, there are certain 
current research trends which seem to me significant and deserve the par- 
ticular attention of those involved in college mental health work. 

1. Assessing the treatability of clients. Existing college mental health serv- 
ices cannot meet the student need for professional help with present facil- 
ities and procedures. Some investigators, therefore, have attempted to ascer- 
tain what types of individuals are more consistently helped through psycho- 
therapy and whether there are general or specific criteria for determining 
the predictability of success. MAT ved 

Numerous studies, using a variety of objective and projective instruments, 
have come to little agreement as to criteria for treatability. Rosenbaum and 
others (33) have described the criteria for greater treatability of patients by 
analyzing those, among 210 individual therapy cases, that had shown the 
greatest improvement in therapy. They found that these patients had a bet- 
ter childhood environment, the ability to develop better interpersonal re- 
lationships, a higher social station, better sexual adjustment and a more fa- 
vorable financial status. Leary and Harvey (23) found that with general psy- 
chiatric clinic patients, men responded better to group therapy if they were 
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hostile or “weak” than did women of similar character, but that women m 
sponded better if their prevailing symptoms were “bland and conventiona 
Dana (9), utilizing responses to Card IV of the Rorschach, derived posit 
treatability criteria with those who had good form quality responses, and. 
poor treatability for those with confabulations, contaminations, gross distor- - 
tions or other bizarre responses. Rosenberg (34), in a very interesting study, 
asked ten therapists to select the 2 most improved and 2 least improved 

400 psychoneurotic patients who had completed nine months of psychother- 
apy. One half of these cases were then compared with results of Wechsler- 
Bellevue, Rorschach and sen tence-completion administered prior to the onset 
of psychotherapy. The results showed the least improvement in those patients 
who gave sterotyped responses or responses which indicated preoccupation 
with bodily symptoms, and the greatest improvement in the patients with 
a higher IQ, greater productivity, greater emotional depth and responsive- 
ness, more sensitivity and tact, a higher energy level, and a greater drive for 
achievement. When two judges were informed of the results of the study and. 
were asked to guess the outcome of therapy for the remaining, one judge was _ 
correct in 16 out of the 20 cases; and the other, in 15 out of the 20 cases. 

Such studies, though certainly inconclusive, provide the results and the 
methodology for further inquiry. The need persists to better understand the 
therapeutic process and the particular types of clients who are most helped — 
by the process. If we are no more successful with various psychotherapeutic 
procedures in the future than we have been in the past and if the demand for 
psychotherapeutic services continues at an insatiable rate, then we may be 
forced to determine some criteria for predicting the treatability of clients 
prior to the initiation of psychotherapy. 

2. Assessing the cultural influences upon psychotherapy. With the impetus 
provided by Seward (37), and more recently by Hollingshead and Redlich 
(19), much attention has been given to the influence of the culture on thera- 
peutic outcomes. The suggestion is that therapists work more effectively if 
they are conversant with the cultural milieu of the socioethnic subcultures of 
their clients, and that consciously or unconsciously therapists give greater 
help to clients from the upper-class levels. Some of the recent research 
studies (20, 24, 30) seem to confirm, at least in part, these findings. It is 
my conviction, however, that psychotherapy is not culture-centered nor 
problem-centered, but client-centered, and that therefore, an understanding 
of the client's culture or problem is not essential for the therapist. Neverthe- — 
less, students who come to a college mental health center are a much more 
homogeneous cultural group than the clients who come to a community 
mental health center and, therefore, the challenge seems to be that the de- 


gree of success with a college population should be greater than with a more 
heterogeneous group. 
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3. Assessing the length of case in psychotherapy. Although studies, such as 
that reported by Standal and van der Veen (39), indicate a positive correla. 
tion between the length of case and therapeutic success, other studies seem 
to contradict these results. In my opinion, however, the most significant 
studies concerning the length of psychotherapy deal with the so-called "fail. 
ure zone" in therapy. Cartwright (7), and later Taylor (43), suggest that 
therapeutic progress seems to be curtailed between the twelfth and twenty- 
first interviews. This period the researchers have labeled the “failure zone" 
without admittedly recognizing its causes nor its implications. 

Although this “failure zone” may be nothing more than the “calm before 
the storm” or the plateau before the insight, nevertheless, the possibility of 
such a “failure zone" caused the members of our College Counseling Center 
staff to wonder whether it might be possible to eliminate such a period in 
therapy. As a consequence, we have designed a study wherein students who 
regularly apply at our center for help with emotional problems are placed 
into one of three groups as follows: 1) those with unlimited therapy; 2) those 
with therapy limited to a maximum of eight sessions; and 3) those whose 
therapy was initially terminated at eight sessions, but who could return for 
further therapy after a minimum “waiting period.” 

The evaluation of therapeutic results will be assessed by 1) Maslow's S-I 
Inventory, 2) Rotter's Incomplete Sentence Blank, and 3) Osgood’s Se- 
mantic Differential Inventory given before therapy, after each eight-session 
period of therapy, and at the termination of therapy. In addition, the staff 
devised a therapy movement scale to be administered by the therapist at 
the time of each client's termination. The results of the study, now in process, 
will determine (a) the comparative success of short-term therapy, inter- 
rupted therapy, and long-term therapy; (b) the relationship of the success 
of therapy according to the test data and the therapist's cvaluations; and 
(c) the changes which occurred during the process of therapy, particularly 
as related to the “failure zone." 

4. Assessing the personality of the therapist. Although the assessment of 
successful (or unsuccessful) therapy by analyzing the client during and after 
psychotherapy has been the center of research attention for many years, a 
more recent trend is to assess, not the client, but the therapist. Since psycho- 
therapy is an intimate personal relationship of two personalities, it would 
appear that an objective analysis of the personality of the therapist would 
also be necessary if the process of therapy is to be understood. Groves (16) 
states it this way: “We have enjoyed looking with microscopic eye at the 
reactions of others, but now it might be well if we turned our psychologically 
slanted inquisitiveness on ourselves." And 15 years ago Fissler (12) pointed 
out that the limitations in psychotherapy with schizophrenics lie in the 
therapist's personality as well as in the disease itself. Yet it is only within re- 
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cent years that a consistent effort has been made by therapists to eval. 
uate their own attitudes, feelings, and actions as they affect the therapy 
process. 

Some of the studies purporting to assess the personality of the therapist 
are crudely designed, and others are ingeniously designed and productive in 
results. Bandura (2), using rating scales, concluded that overanxious thera- 
pists were less successful than nonanxious therapists. Arbuckle (1), using 
the MMPI, Kuder Interest Inventory, and Hester Personality Inventory 
with 170 counselor trainees, concluded that the trainees who were most help- 
ful were more self-confident and normal; had interests in social science, lit- 
erary and scientific activities; and were more persuasive. Fiedler (14), in a 
much quoted study, indicated that experienced therapists of different 
orientations were more successful than less experienced therapists of any 
theoretical orientation, and that the successful therapists were more able to 
understand their clients’ feelings, had a greater Sensitivity to their clients’ 
attitudes, and a warmer regard for their clients without becoming excessively 
emotionally involved. 

Using a different research approach, Heine (18) studied individuals who 
had experienced therapy with psychoanalytic, Adlerian or client-centered 
therapists. These clients reported similar changes in themselves irrespective 
of the orientation of the therapist, but reported differing reasons for these 
changes. However, they tended to agree on what they felt were the most im- 
portant helpful elements or factors in their therapy. The more important of 
these factors are as follows: feeling of trust in the therapist, feeling of being 
understood by the therapist, feeling of being free and independent to make 
choices, and most important, the therapist clarified and openly stated feel- 
ings which the client approached with some reluctance. The clients also 
agreed that an apparent lack of interest, a remoteness or distance, an over- 
degree of sympathy, giving of specific advice and an emphasis on past history 
rather than Present problems were the least helpful elements in therapy. 
Guided suggestions mildly given by the therapist seemed neither particu- 
larly helpful nor hindering to the process. 

In another interesting study by Whitehorn and Betz (45), the investigators 
studied the seven most helpful and the seven least helpful resident physicians 
who were administering psychotherapy in a psychiatric ward with schizo- 
phrenic patients. The factors which most significantly differentiated the suc- 
cessful therapists from the unsuccessful are as follows: the therapists tended 
to see the patient as a person rather than a case history; they worked toward 
patient-oriented goals, rather than the goals of reducing symptoms or curing 
the illness; they developed an active interpersonal relationship with the pa- 
Hent; they were less likely to use interpretation, advice or to emphasize 
Practical care; and they had the trust and confidence of the patient. Rogers 
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(32), in a study summarizing research evidence, indicates that the essentials 
for an effective therapist are that he be genuine, i.e., he be free to be, to feel, 
and to express himself as he is in therapy (which is a change in his viewpoint 
stated in earlier publications); that he be accepting, which leads the client 
toward a feeling of warmth and safety; and that he possess a desire to under- 
stand, i.e., possess a sensitive empathy and interest in the client. Weitz (44) 
lists security, i.e., a sense of self-acceptance; sensitivity, i.e., acceptance of 
others with a minimum of evaluation; and objectivity as essential charac- 
teristics of an effective counselor. 

In a study designed to differentiate between well and poorly integrated 
therapists by the use of the Q-sort method, Segal (36) discovered the most 
significant factor to be the greater degree of self-acceptance and self-under- 
standing possessed by the better integrated group. Danskin and Robinson 
(10) suggest that therapists, irrespective of other factors, tend to develop a 
"personal style" in counseling which may be a reflection of the personality 
attributes of the therapist. 

One additional type of research needs to be mentioned, and that is the 
kind of study conducted by Wolff (46), wherein 50 therapists of varying 
orientations were asked similar questions concerning the theory and tech- 
nique of their therapeutic practice; and by Rogers (31), who, in a very in- 
teresting introspective way, attempts to understand the characteristics 
which are most important in developing a maximally helpful therapeutic 
relationship with his clients. Although these may be secondary, rather than 
primary, research data, nevertheless, such studies emphasize the interest 
contemporary psychotherapists have in examining themselves and what 
they are doing. : 

5. Assessing the relationship between therapist and client. The trend in 
psychotherapy which currently seems to create the greatest amount of 
interest and research is that dealing with the interpersonal relationship be- 
tween client and therapist. If it is possible to understand the unique human 
relationship which is psychotherapy, it may be possible to understand the 
variables most pertinent to the changes which seem to occur during the 
therapeutic process. The current trend is one which emphasizes the per- 
sonality factors of client and therapist in dynamic interaction, rather than 
concentrating on those variables differentiating method or technique, as in 
earlier studies, ! : 

In a study using actual therapy sessions experimentally so that therapists 
Served groups for two weeks and then were replaced, Parloff (28) found that 
therapists who were able to establish better social relationships outside of 
therapy were those who developed more successful relationships within 
therapy. Raines and Rohrer (29), utilizing a 20-minute psychiatric inter- 
view, found that psychiatrists tended to see in their patients those char- 
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acteristics which tended to reflect their own conscious and unconscious 
value system and self-image. That is, a psychiatrist who tended to rate 
anxiety highly would tend to see more anxiety in his patients than the aver- 
age psychiatrist. In a study now in progress, Barrett-Lennard (3) developed 
a “relationship inventory" based on Rogers' conception of the necessary 
ingredients in a therapeutic relationship, and hypothesized that positive 
changes in therapy will be positively correlated with high relationship suc- 
cess. In another study in progress, Rutledge and Sawrey (35) are studying 
the relationship of psychotherapeutic interaction and measures of outcome. 
By the Q-sort method, they have constructed six dimensions of the psycho- 
therapeutic relationship and hypothesize that the relationships rated by 
patient and therapist having the most similarity will be the ones resulting 
in the most significant psychological changes. 

Some interesting studies utilizing physiological measures are adding to 
our insights into the important factors within the client-therapist relation- 
ship. Coleman (8), using physiological measures and observer ratings in a 
single case, found that the patient's heart rate was highest when the ob- 
servers rated the patient as being anxious, lowest during depression, and 
intermediate during hostility. During the six hours of therapy most disturb- 
ing to the therapist, the correlation of therapist and patient heart rates was 
lower than during the six hours of therapy the therapist felt most comfort- 
able. Shagan (38) related the events of therapy with muscle potentials and 
found that hostility was associated with increased tension in the arm and sex 
was associated with tension in the legs. Muscle tension was somewhat greater 
when tension was not overtly expressed, and tensions seemed to be related 
to a person, and not an emotion, which suggests a response to unconscious 
attitudes. Dittes (11), using the galvanic skin response, found that when the 
therapist's attitudes changed even slightly toward a lesser degree of accept- 
ance of the client, the number of abrupt GSR durations increased signifi- 
cantly; i.e., it appeared that the client physiologically organized himself 
against the threat of less therapist acceptance. 

Perhaps the most significant studies related to client-therapist interaction 
are those conducted by Strupp (40, 41, 42). Although Strupp’s research 
was designed to study only the therapist, his studies give considerable in- 
sight into what may occur in the therapeutic relationship. In one series of 
studies, Strupp uses a sound film of an initial interview and requests thera- 
pists in the audience viewing the film to respond and behave as if they were 
interviewing the patient. Without discussing further here the rather neat 
experimental design, the results of the study indicate that the varying re- 
sponses of the different therapists to the same client stimuli seemed to reflect 
personality and attitudinal variables within the therapist. Strupp was able 
to divide his subjects into two groups, one group characterized as being more 
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tolerant, humane, permissive, and democratic, and the other as being more 
directive, disciplinarian, harsh and moralistic. The first group tended to be 
“warmer” and more nonjudgmental to the patient and the second group 
tended to be “cold,” rejecting and evaluative of the patient. Oddly enough, 
the first group tended to be less experienced than the second, which led 
Strupp to speculate with Glover and Kubie (22) that experience in clinical 
practice does not seem to add to a higher percentage of success in therapy or 
to a more precise understanding as to why successes and failures occur. 
Strupp’s conclusion is that successful therapists need to possess warm and 
empathic personalities plus technical competence, but that in lieu of both, 
therapy may more likely succeed if the therapist possesses the former rather 
than the latter. 

In conclusion, five different areas have been presented wherein current re- 
search trends in the evaluation of mental health services seem most evident. 
The research areas discussed by no means exhaust the clinical research of 
particular interest to college mental health personnel. For example, current 
research studies of group therapy are particularly pertinent to clinicians 
dealing with a college group. Also pertinent are the studies in the broad 
area of personality and intellectual assessment, including the trend away 
from evaluation in nosological categories to an emphasis on psychodiagnosis 
in more dynamic terms; the rebirth or rekindling of interest in basic clinical 
theory; the development of new testing procedures; the comparative evalu- 
ation of the therapeutic "schools"; and the development of new “schools” 
of psychotherapy, to mention just a few. 

Progress toward an effective research evaluation of our treatment pro- 
cedures is a slow process, but compared to a short decade ago, the results are 
more than promising. We seem more willing to expose our therapeutic tech- 
niques and, more important, ourselves to experimental scrutiny; we seem 
more willing to relinquish the need to defend our own particular theoretical 
position in favor of extensive objective research; we seem more willing to 
utilize the available, though inadequate, existing research tools while search- 
ing for more adequate methods of investigation; we seem more willing to ap- 
ply the principle of “acceptance” to one another and, consequently, fear 
less the ridicule of our peers if research studies demonstrate a need for us to 
reorient our stated therapeutic position. As long as such trends continue, we 
will no longer need to struggle along with theoretical and speculative argu- 
ments dictating the progress of psychotherapy. It has been the thesis of this 
paper that the progress of college mental health services will be determined 
largely by the fruitfulness of our research efforts, and to that end we have 
surveyed the current research related to the services of a college mental 
health service, and have made some suggestions toward research possibilities 
in the future. 
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HIS paper is a report on a piece of research that challenges a widely 
"ms professional conviction about the effectiveness of the face-to-face 
interview in making a referral. The research was conducted at an ou tpatient 
psychiatric clinic, as a follow-up study of applicants whom the clinic did 
not accept for treatment, but referred for treatment elsewhere. The hy- 
pothesis of the study was that the clinic's in-office, face-to-face interviews 
would result in successful referral more often than the clinic's telephone 
screening interviews. The results, however, did not support this hypothesis, 
and led us to examine a variety of variables that appeared to influence the 
outcome of referrals—variables which would need to be controlled in any 
future attempt to compare the two types of interviews as instruments for 
making referrals. 

The study was of referrals made during the regular intake process of an 
outpatient adult psychiatric clinic in the Los Angeles metropolitan area. 
Standard procedure at this clinic was for applicants to be screened over the 
telephone by a psychiatric social worker, who at that time determined ob- 
jective eligibility and also screened for problems that would be appropriate 
for the type of treatment the clinic offered—usually psychotherapy once or 
twice a week for a maximum of one year. If on the basis of the telephone 
interview it was evident that the applicant was not eligible for treatment in 
this clinic, he was referred to another resource—usually to a private psychia- 
trist and sometimes to another agency. However, if fuller exploration of the 
problem was needed, the potential patient was invited in for an office inter- 
view with the social worker. Again, the primary purpose of this second inter- 
view was to explore with the applicant his problem, motivation for treat- 
ment, and his eligibility. During this interview, too, it might be found that 
the applicant was not a suitable candidate for treatment at this particular 
clinic, and then, the interview served the secondary purpose of referring him 
elsewhere. 


* Presented at the 1959 Annual Meeting. 

This paper is based on an M.S.W. thesis project conducted at the Los Angeles Psychiatric Service by 
E. Braaksma, A, Emlen, H. Jamero, J. Sliney, P. Smith, M. Stumpf, T. Vestal, and L. Weinberg, under 
the direction of Joseph Rosner, Ph.D., University of California School of Social Welfare. 


618 


EMLEN, SLINEY AND STUMPF 619 


More than 80 per cent of all applicants to the clinic failed to be accepted as 
patients—they either dropped out of intake by failing to keep appointments 
or they were rejected for treatment. Thus our sample was drawn from the 
bulk of clinic referrals. 

At the time of the study the clinic was scheduling one office interview for 
every two telephone interviews. Although the clinic recognized that the use 
of the telephone for initial interviews saved considerable staff time, the staff 
thought that a better referral service could be provided if office interviews 
were offered to more applicants. It was believed that the face-to-face inter- 
view would afford a fuller understanding of the patient’s problems and per- 
mit a more appropriate referral to be made, which, therefore, would be more 
successful in terms of whether the applicant followed through on the recom- 
mendations of the social worker. The clinic assumed that its office interviews 
were having the better results, but it was decided to test this assumption by 
means of a follow-up study. 

For the study we examined the records of all persons who applied to the 
clinic during the first six months of 1957; out of this group of 390 applicants, 
we selected all those who were given referrals at the telephone or first office 
interview and whose referrals met certain other criteria. By “referral” we 
meant a definite suggestion that the applicant go to a designated private 
psychiatrist or agency for outpatient treatment. We excluded referrals that 
did not meet the definition, in order to arrive at a sample consisting of all 
those referrals that the applicant could be expected to follow through suc- 
cessfully.! By a “successful referral” we meant simply that the referred per- 
son contacted the suggested resource for at least one interview. 

Seventy-four cases met the criteria of the sample, and an effort was made 
to find and interview them. However, 28 cases eluded us, causing a sample 
loss of 38 per cent and cutting the sample that was actually interviewed to 46 
cases. i 

The findings based on these 46 interviewed cases showed the office inter- 
view referrals to be less successful than the telephone referrals. Twenty-one 
out of 28 telephone referrals (75%) were followed up on by the applicants, 
while 11 out of 18 (61%) of the office referrals were successful. 

Were we to broaden the concept of success, the results would favor the 
telephone even more. Among those who did not contact the suggested re- 
Sources, many went somewhere else on their own: 6 out of 7 from the tele- 
phone group, as opposed to 2 out of 7 from the office group. Thus if we com- 
bine into one group all those in the interviewed sample who at least went 
somewhere for treatment, either to the suggested resources or to another of 

1 We excluded those referrals that were vague or indefinite; we excluded suggestions for the patient 


to return to his own previous therapist; and we excluded referrals for commitment to institutions, We 
also excluded reapplicants to the clinic, those who were not going through intake for the first time. 
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their own discovery, we find that 27 out of 28 (96%) got to treatment after 
the telephone interview, as opposed to 13 out of 18 (72%) after the office 
interview. 

It should be noted that the above findings are based only on the referrals 
of the 46 persons from whom we were able to obtain data in a face-to-face 
follow-up interview. As mentioned above, there was a sam ple loss of 28 cases, 


TABLE 1. FOLLOW-UP RESULTS ON SAMPLE OF CLINIC REFERRALS* 
SS 


Total Telephone Office 
Sample Interview Interview 
ee 
Totals 74 100% 49 100% 25 100% 
Interviewed sample 
Followed up on referral 32 4395 21 43% 11 4405 
Did not follow up on referral 14 19% 7 14% 7 2806 
Sample loss 
Refused to be interviewed 12 1695 7 14% 5 2005 
Could not be located 13 18% 11 2305 2 8% 
Could not remember 2 3% 2 4% 0 LES 
Died 1 1% 1 2% 0 — 


* Based on the total sample of 74 cases, at least 43 per cent of the telephone referrals and 44 per cent 
of the office referrals were followed up on. At most 86 per cent of the telephone referrals and 72 per cent 
of the office referrals could have been followed up on. 

If refusal to be interviewed should be considered to indicate failure to have followed up on a referral, 
then the systematic bias would slightly favor telephone success, since a slightly greater than proportion- 
ate number of refusals came from the office group. i 

On the other hand, the sample loss that resulted because of those who could not be located was dis- 
proportionately weighted with telephone referrals (11 to 2, instead of a proportionate 9 to 4). There would 
be a systematic bias possible here to the extent that the applicant's having moved away was associated 
with failure to contact the referral resource. However, it should be noted that from six months to a year 
elapsed between referral and follow-up by the research team. 

The two applicants who could not remember their referrals and the one who died probably did not 
contact the referral resource, and all three were from the telephone group. . 

Finally, it should be noted that a disproportionately large number of the office interview group in 
the interviewed sample were known not to have followed up on their referrals. From this analysis it would 


appear unlikely that the sample loss contained a systematic bias large enough to skew the results in 
favor of office referrals, 


most of whom either could not be located or refused to be interviewed. It is 
theoretically possible that this uninterviewed portion of the total sample 
may have contained some systematic bias which would skew the results in 
the other direction, However, an analysis of the composition of the sample 
loss suggested that a radical skewing is not probable. (See Table 1.) Hence; 
based on the findings on the total sample of 74 cases, the success of telephone 
and office referrals was found to be about equal. Therefore, it was concluded 
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that the results based on the total sample of referrals still do not support the 
original hypothesis that the office interview would result in successful re- 
ferral more often than the telephone interview. 

How these findings should be interpreted requires careful statement. It 
must be remembered that this research was a follow-up study, after the face, 
of a regular intake process in all its complexity and variations. The study 
was not set up as a carefully structured and controlled comparison of two 
instruments of referral, Thus, it may not be concluded from this study that 
the office interview fails to make a better instrument of referral; the research 
contained many uncontrolled variables which could explain the difference on 
some other basis than the instrument itself. Under certain conditions the 
face-to-face interview may well be the superior method of making referrals. 
But if so, then we need to know what those conditions are. The reasons for 
the relatively successful showing made by telephone referrals were not deter- 
mined by the research, and the study serves as a pilot or exploratory project 
which discovered the variables that will need to be controlled in future and 
more refined attempts to measure the differential results of telephone and 
office referrals. We did discover some important variables that appeared to 
influence referral success, and we shall discuss these presently. 

Whatever the explanation for the results found, the fact remains that the 
evidence did point in an unexpected direction and did not support the com- 
mon professional assumption that the face-to-face interview is the superior 
method of making referrals. If a general conclusion about office and tele- 
Phone referrals is to be drawn from this research, it is simply that face-to- 
face interviews are not necessarily more effective than telephone interviews 
in making referrals, 

But why be interested in such a modest conclusion? First, because it is a 
matter of considerable administrative consequence. Telephone interviews 
are shorter, hence cheaper. If they are also just as effective a method of re- 
ferral, then they are a more efficient use of valuable staff time. And when 
office interviews are necessary anyway for intake purposes, it will be impor- 
tant to know what is required to make them effective for purposes of referral. 

The conclusion is of interest, secondly, because it is contrary to a widely 
held and relatively unquestioned professional bias. The hypothesis of the 
Study was stated in favor of the office interview because both the staff of the 
Clinic and the research team assumed that the office interview would show 
the better results. The professional literature also supported our expectation 
of greater success from face-to-face interviewing. As a profession we seem to 
make the simple unanalyzed assumption that face-to-face interviewing is 
almost automatically better, where any casework or therapeutic service is to 
be rendered. Our belief seems to run somewhat as follows: that the most 
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effective instrument of referral will be the one that provides the greatest 
scope to the establishment and professional use of relationship. 

Our professional self-image seems to be identified closely with face-to-face 
contact. Historically, the telephone is still a new and less familiar medium of 
communication, and although the clinical professions are finding it increas- 
ingly useful, its use is still being discovered and defended. In the literature 
a burden of proof rests upon telephone communication that is not demanded 
of face-to-face contact. We question the telephone, but it is as if we believe 
in face-to-face contact as somehow inherently beneficial. We often assume 
that a more personal contact is less rejecting, or we think that a telephone 
interview offers less of a service. We put great store in the idea of “visual 
communication”; even our language reflects our equating understanding 
with “seeing.” We just seem to feel more comfortable about the idea of face- 
to-face interviewing, and perhaps the telephone contact offers less job satis- 
faction for the professional person. 

This discussion of attitudes raises the question of how much of what we 
have believed to be valuable about face-to-face contact is actually subjective 
and unnecessary. It may be that the fuller exploration and understanding 
which is gained by the face-to-face interview actually exceeds the degree of 
understanding required for making a successful referral. 

Likewise, the referred applicant may express attitudes inappropriate to 
his referral experience. In our follow-up interviews we found several in- 
stances in which persons who were successfully referred over the telephone 
nevertheless expressed dissatisfaction and stated that they would have pre- 
ferred an office interview. We also found other applicants who expressed 
satisfaction with their office interview, even though it did not result in their 
reaching treatment. Thus, we found instances in which either positive or 
negative attitudes about an interview experience did not correspond to what 
we expected to find associated with referral success or failure. 

The follow-up interviews also encountered considerable expression of 
hostility, which we were unable to explain within the scope of this study. 
The content of the interview schedule itself may have tended to evoke hos- 
tility. But the hostility is worth mentioning as something to be anticipated 
in such a study. 

Whatever the characteristic reactions engendered by application for 
psychiatric treatment, or whatever the varied individual patterns of re- 
sponse, it surely may be anticipated that telephone and office interviews 
provide distinctly different experiences, and that face-to-face contact will 
evoke more complicated and involved feelings and responses. The telephone 
interviews were of shorter duration, generally only running up to twenty 
minutes, while the office interviews could take up to two hours and were 
often full-dress diagnostic interviews. Symbolic of the significance of the 
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office interview is the fact that while the telephone interview was free of 
charge, the fee for the office diagnostic interview was twice the clinic’s hourly 
treatment fee. It should be noted that both kinds of interviews were by 
appointment; there were no “drop-ins,” and telephone interviews occurred 
when the applicant called back at a designated time. Being invited into the 
office after an initial telephone contact probably stimulated expectations of 
treatment and heightened identification with the particular clinic. Many of 
the office group in our sample did say that they had expected treatment when 
they came in for the office interview. 

Thus, with such factors as expectation of treatment, identification with 
the agency, fee payment, duration of interview, visual contact, and the 
establishment of a more personal relationship, the in-office, in-clinic, face-to- 
face interview produces a much more highly involved interpersonal experi- 
ence for the applicant. It is conceivable that this interaction may actually 
involve an applicant in a way that, although it is productive in treatment, 
can be unproductive in referring him somewhere else for treatment. At this 
point, we can only speculate as to what effect this greater interpersonal in- 
volvement may have. Does it reduce the anxiety, motivation, and impetus 
that drive an applicant to seek treatment? Perhaps rejection by the clinic 
after such an involvement is experienced as more total and severe. Perhaps 
the rejection is not decisive enough. Or perhaps there is something about this 
in-office involvement that, in its net effect, deflates, distracts, or somehow 
deters an applicant from going on. 

These are speculations, logical possibilities, for which we did not marshal 
evidence. Nevertheless, they suggest important variables that may affect 
the outcome of a referral. So far, we have mentioned variables that have to 
do with the characteristics of two interview situations as two quite different 
kinds of interpersonal experience. A second group of variables concerns the 
characteristics of professional method, of the use made of the two interview 
Situations. 

To understand why the office referrals were not more successful, we would 
also need to know what went on in the office interview with respect to the 
referral process. Experienced caseworkers suggest that it makes a big differ- 
ence if an applicant’s ineligibility is detected early in the interview, and the 
interview is then focused on his referral elsewhere. Such an interview would 
have two important qualities: 1) the decisive manner in which the applicant 
was rejected for treatment, and 2) the primary focus on referral. f : 

In the sample of our study, the primary purpose of the intake interviews 
was not referral but selection of suitable candidates for treatment by the 
clinic. Sometimes the decision to reject an applicant was not made until 
after completion of the office interview, and referral suggestions were made 
later by telephone. One would not expect these referrals to be as successful 
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as those which came out of an interview in which referral quickly beca 
primary focus of attention. It seems likely that a decisive rejection 
prevent confusion and minimize unproductive involvement, and ce à 
the early point of decision would afford more time for promoting the rei 
At the clinic it was largely a matter of policy and orientation that the do 
nant purpose of interviews was diagnosis and selection of patients. 
Another variable of professional method is the different levels of c; 
skill among the staff who made the referrals in our sample. For inst 
conceivably it is easier for social workers to be decisive over the telep 
and there may be variations in referral process as practiced by differe 
workers. One other variable would be the type of referral procedure. For th 
most part the referrals in our sample were not what is known as “forn 
referrals," in which the agency prepares the way by a contact of its own | 
the referral resource. A previous study? indicates that better results 
tained from formal referrals than from simply giving the names of 
more psychiatrists whom the applicant will go to see on his own. 
A third group of variables relates to the referral resource. In the s 
whom we were able to interview, about three-fourths of the referrals 
to private psychiatrists and one-fourth to other agencies for outpa 
treatment. All but one of the referrals to agencies were successful—all s 
from the telephone interview, and five out of six from the office. This be 
record for referrals to agencies is yet another fact unexplained by the 
search. We suspected, however, that the higher cost of private psychiatri 
treatment (approximately $15 an hour versus the usual sliding scale am 
lower rates of agencies) could be relevant. 
In our follow-up interview we encountered some spontaneous complaint 
about the high cost of psychiatric treatment. Only 9 of the interviewed sample 
of 46 were rejected by the clinic by reason of “over income." Yet 24, or o 
half the interviewed sample, were not rejected for “over income,” but ¥ 
referred to private psychiatrists. Thus, in considering the referral resource 
as a possible variable, we might ask what happens when an applicant applies 
for low-cost treatment and is referred for higher-cost treatment which p 
haps he cannot reasonably be expected to afford. Only about 25 per cent 
the referred applicants in the sample were in treatment at the time of 
follow-up inquiry six months to a year later. It raises the question of whet! 
an office interview, as a more elaborate and refined instrument of referral, 
worth while, when low-cost psychiatric facilities to which people may 
referred are unavailable. , 


Perhaps there is a need for a sociological analysis about the cost of p 


* Dulcine M. Schwartz, 4 Study of 86 One In-Person Interview Cases, Smith Coll. Stud. Soc. Wk, 


5-32, 1952; also reported in Ann W, Shyne, What Research Tells Us about Short Term Cases in 
Agencies, Soc. Casewk., 38: 226-227, 1957, k 
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chiatric treatment that these applicants could reasonably be to 
pay. The sample population rated as middle class on income, occupation, 
neighborhood, and education, but with a discrepancy between high educa- 
tional levels and low incomes. This suggested sophistication enough to ap- 
preciate the need of psychiatric treatment, but a possibly realistic inability 
to pay private fees. Thus, the study seemed to point to the need for other 
high-caliber, low-cost psychiatric clinics for the middle-class population in 
Los Angeles. 

A fourth and final set of variables is the characteristics of the applicants 
themselves and the problems they presented. An effort was made to check 
out the variables of age, sex, marital status, education, occupation, number 
of children, size of living group, and previous agency experience. Our inspec- 
tion did not indicate any significant findings in relation to one interview or 
the other; however, our efforts were not definitive. The degree of psychiatric 
disturbance could also have been different for the two interview groups 
under study, but we were not in a position to judge this except on the basis 
of the clinic’s stated reasons for rejecting the applicants. For the reason 
“too severe pathology,” however, we found no significant weighting of dis- 
turbed applicants in one or the other interview group. 

There are also differences in the willingness of individual applicants to be 
interviewed over the telephone or to be seen in the office. Some of those in 
the sample loss who refused to be interviewed in person, even though hostile 
and resistive, seemed willing to talk over the telephone. Thus our follow-up 
method itself, by shunning telephone interviewing, may have suffered from 
the very bias we have been discussing. For reasons of personality, experience, 
or social class, applicants may differ widely in willingness or ability to use 
the telephone for describing their symptoms. What this paper suggests, how- 
ever, is that if applicants can be expected to use the telephone, then tele- 
phone screening may have special merit as an instrument of referral for 
those applicants who must go elsewhere for treatment. 

To sum up, we have reported on a research project that challenges a pro- 
fessional bias toward the value of face-to-face contact for making referrals. 
In an outpatient psychiatric clinic, the in-office, face-to-face interviews were 
not found to be more effective than telephone interviews in referring ap- 
plicants elsewhere. We also pointed out major variables affecting the out- 
come of referrals. The control of these variables in future research could 
point more definitively to the essential elements of successful referral. 


Discussion 
Leon Lucas:* Much of our theory in social casework and in other areas of 
orthopsychiatric practice has grown out of empirical experience. Conse- 
* Associate Professor, Wayne State University, School of Social Work, Detroit, Michigan. 
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quently, many of our formulations have been based largely on the accumu- 
lated wisdom of the disciplines. Systematic verification by acceptable re- 
search methods has been applied to a very limited degree until recent years. 
The superiority generally of face-to-face interviews to interviews by tele- 
phone or other indirect media has been one of the formulations accepted 
widely as being axiomatic. The authors of this paper have raised the kinds of 
questions which will eventually be confronted in all practice areas of our 
orthopsychiatric disciplines. 

It was assumed in this study that the guidance given the clients would 
affect their behavior. The Los Angeles Psychiatric Service was interested 
in evaluating the relative effectiveness of the two methods of approach to 
referrals. The essential question of the comparability of these two groups 
has been asserted by the researchers partly on established grounds and partly 
on the basis of implied similarities. The assumption of comparability will be 
accepted on this basis in this discussion. 

A study by the New York City Committee on Mental Hygiene in 1949 
(2) cited evidence that in-person interviews by qualified psychiatric social 
workers facilitated more successful use of psychiatric clinic services. Wide- 
spread use of the telephone interview has been shown to be successful for 
varied purposes, such as making referrals and carrying on continuing case- 
work activities. The Institute for Juvenile Research in Chicago, a state child 
guidance clinic covering a large urban, suburban and rural area, reported 
the use of telephone interviews with clients for many purposes, including 
contacts with clients living at great distances from the clinic center. 

Rhode and Szurek (3) discussed the use of the telephone in differential 
casework treatment at the Institute for Juvenile Research; they found some 
15 years ago that the telephone was a useful medium and a valid technique. 
Auditory sensitivity to tone of voice and intonation was thought to com- 
pensate for the lack of visual clues and cues. The client was found to be in 
more control of the situation and could more easily drop out at any point he 
wished to do so. Inhibitions were considered to be lower when the client 
could control the length and depth of the interview on the telephone. He 
could resolve his conflicts about continuing contact more easily and could 
keep in contact on this more tenuous basis more easily than in face-to-face 
relationships. Where there was a relationship previously established they 
found that it enhanced the use of the telephone interview. When the client 
was sensitive about the use of agency service, the telephone served as a pro- 
tection of the client's sensitivities. 

Some clients were able to use telephone interviews when face-to-face inter- 
views were too threatening to them. Others used this in the Fritz Redl sense 
of a “marginal interview” to tide them over immediate crises, not finding 
the usual appointed hour of as much use to them. Occasionally a client was 
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uncomfortable using the telephone and found a letter more helpful. This 
represented an earlier recognition of differentiated levels of ego T 
which led to character adaptations requiring varying degrees of intensity of 
contact. In 1944-45 Rhode and Szurek still posited that the face-to-face 
interviews were always preferable but acknowledged the existence of situa- 
tions where less direct media might be preferable and where the alternative 
might be no contact. 

Rhode and Szurek postulated that there were clients whose neurotic con- 
flicts limited their tolerance of a close dynamic interpersonal relationship; 
and that in situations where the client had unusual fear of his hostile, de- 
pendent impulses as a cause of retaliation by the worker, or where vague and 
unknown fears of the relationship affected the client, the telephone offered a 
sufficient face-saving quality and mastery of the situation by the client to 
result in maintaining some degree of rapport with the client with immediate 
benefit or as a means of laying the groundwork for future contacts. 

Telephone interviews were found to be more effective when rapport was 
already established by interviews and when the client was the one who took 
the initiative. Rhode and Szurek concluded that the client was best left with 
the initiative: 1) where his anxiety had been considerably reduced previ- 
ously; 2) where he was too dependent on the worker or had too great con- 
flict about his growing dependency; and 3) where the client was able to make 
free and effective use of this medium. The worker should take the initiative 
by telephone: 1) where the client was indecisive and could make no choice 
about continuing treatment despite the worker's assurance of its helpfulness; 
2) where the client needed face-saving means because of growing depend- 
ence; 3) where the client feared his hostile impulses too much to take such a 
step; and 4) where the client's or worker's situation caused a temporary 
need to abandon the treatment program. 

The Los Angeles Psychiatric Service had made specific use of the tele- 
phone as a labor-saving device on intake. The staff apparently desired to 
improve their intake service by offering more face-to-face service since they 
saw the telephone as a secondary choice of a medium for service. The report 
of the research study, however, contradicted this objective by raising ques- 
tion about the need for the more complex and expensive face-to-face service 
to effect referrals elsewhere. The law of parsimony applies here in dictating 
the use of the simplest and least expensive service to achieve the desired 
results. Hence the telephone interview should be favored and the face-to- 
face interview would be used for the exceptional cases. 

The findings reported in this study should be evaluated by the usual 
criteria in research. We need to answer such questions as: Are the groups 
compared comparable? Were the criteria for evaluating outcomes adequate? 
Were the statistical data reflective of the outcomes? All of these questions 
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were considered by the investigators and explained in some fashion. It js 
patent that a more rigid design would in the future make us more confident 
of the rather significant findings reported. For example, we might wish to 
see evaluated some of the differences reported as to the degree of emotional 
involvement of the interviewees. Were all those seen face to face equally 
involved emotionally regardless of whether rejection was discussed earlier or 
later? Or should this group be subdivided into those rejected during the in- 
terview and those rejected after the interview? Were the ramifications of 
frustration and hostility at the point of referral elsewhere greater in one 
group than in the other? What did it mean to be called in for a personal inter- 
view at double the usual fee and then to be rejected, as compared to rejection 
on the telephone? Are those clients who use social agencies more prone to 
accept referrals than those who manage through the use of private resources 
and, if so, why? Did clients referred to higher-cost services resist such re- 
ferrals mainly for economic reasons—which was emphasized especially for 
those who were seen at the low-cost service and turned away subsequent to 
this initial contact? Were the socioeconomic and psychopathological factors 
in each group adequately equated? 

The questions posed are some of the aspects that would be included in a 
more tightly designed study. The use of both face-to-face interviews and 
telephone interviews in the study process itself might eliminate some of the 
bias in favor of face-to-face interviews and its effect on the findings. 

The most challenging aspect of this study is its effect in re-emphasizing 
the need for a flexible and differential approach in meeting human needs. 
Many persons are helped merely by having someone to tell their problems 
and attendant feelings, as is seen in the services of agencies like the American 
Red Cross (1, 5). Telephone interviews were reported by the Family Service 
Association of America to have comprised 50 per cent of all casework inter- 
views in family service agencies from 1944 to 1954 (4). These were evenly 
divided between client and collateral contacts in 1952. Among 18 agencies 
investigated there was the belief that where there was undue anxiety, con- 
fusion and disturbance of affect, more than a telephone contact was needed. 
Telephone interviews were found to be most useful where there was previous 
understanding established, e.g., with clients and collateral contacts. The 
worker was able to meet new situations here as in face-to-face interviews. 
The telephone was useful in saving the time of clients and agency personnel 
where referral was indicated to another available resource. In-person inter- 
views may be needed to handle feelings that prevent use of sources to which 
the clients are referred. The ability to use telephone interviews depends on 
the nature of the service requested and the ability of the worker to anticipate 
the client's reactions. The latter requires a high degree of professional skill. 
The telephone also was found very useful in supportive work with the elderly, 
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shut-in, and overly dependent; for preparation for t. M 
and for those who cannot share easily in face-to-cafe contacts, such as the 
id. The persons involved were more important than the purpose or 

subject matter of the interview. 

Research studies in orthopsychiatric practice must constantly seek to 
deepen our understanding of the criteria by which we may best gauge the 
specific approach or the combination of approaches that should be used in 

x the client’s behalf. 


REFERENCES 


1. Houwixx, Eva. Case Work by Telephone. The Family, 26: 261-263, 1945. 

2. New Yorn Crry Cosmurrer on Menta Hyotens. The Functioning of Clinics in 
New York City: A Study Toward the Prevention of Waste, pp. 1-29. New York: State Charities 
Aid Assoc., 1949. 

3. Rnoprz, Cuari, and SrAxisLAvs A. SzunEK. Use of the Telephone in Differential Case- 
work Treatment, AAPSW News-Letter, 14: No. 3, 61-68, 1944-45. 

4. Suyne, Ann W. Telephone Interviews in Casework. Soc. Casewk, 35: 342-347, 1954. 

5. Wivem, PauL, The Telephone Intake Interview in a Child Guidance Clinic. Soc. Casewk 
38: 485—489, 1957. 


IDENTIFICATION OF TEEN-AGE GIRLS WITH 
MEXICAN-AMERICAN MINORITY* 


JEAN LIVERMORE, M.S.S. 
Hacker Psychiatrie Clinic, West Los Angeles, California 


NEARLY universal complaint of parents who bring their delinquent 

or borderline delinquent teen-agers for treatment is that they keep 
"bad company,” and here in California they include on that list the Mexican- 
Americans. These parents are aware that the delinquency rate among this 
minority group is higher than for the general population. They may not be 
able to quote statistics, but they have read in the papers of Pachuco gangs 
and their acts of violence, their crimes against property, and they have 
heard that Mexican girls are given to sexual promiscuity. They know that 
beer and wine are part of the Latin-American tradition, and it is rumored 
that Mexicans are much involved in marijuana and other dope traffic. As a 
result of all this, they fear the influence on their children of contact with this 
group of people. 

This complaint one hears from parents of sons as well as of daughters, but 
in this paper I wish to discuss primarily a type of gir? patient who confesses 
to a special affinity for Mexicans. This girl seeks out friends among them, is 
often sexually attracted to them. She imitates them in clothes, hair styles, 
manners. Even her speech contains some of their words and expressions. 
When she needs someone with whom to talk it is not unusual for her to go to 
the home of one of her Mexican peers and unburden herself, generally to one 
of the older sisters in the family, sometimes to the mother herself. A bone of 
contention between her and her parents is her wish to entertain her minority 
friends in her own home. An even more serious difference of opinion arises 
when she expresses her wish to join the Catholic Church, to which most of 
the Mexican-Americans belong. 

To understand the meaning of this predilection, let us examine the situa- 
tion in which these girls whom I am describing find themselves. One might 
say that they are like all teen-agers—only more so! It has been said that in 
adolescence all the samenesses and continuities relied on earlier are ques- 
tioned again because of the rapidity of bodily growth and because of 
sexual maturation. In these particular girls there have often been all too 
* many dis-continuities before this—in the form of unhappy or broken homes, 
sicknesses, geographical mobility, and so on—with the result that the nu- 
clear conflicts (à la Erikson, 1, pp. 219-227) of one age period were but in- 
adequately resolved before the child was catapulted into another stage o 
development. The parents, crippled by their own emotional problems, were 
unable to give the usual warmth and support. These girls in adolescence fee 
the typical pressure to be freed of infantile dependency and to attain adult 
status, but their capacities tend to be less and their fears greater than those 

* Presented at the 1959 Annual Meeting. 
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of their more fortunate peers. Their dependency on the peer group tends to 
be excessive because their rejection of their parents is greater, and their 
need for something to which they can cling is a desperate one. ~ 

For various reasons these girls have not been accepted by the "in-groups" 
in their neighborhoods or schools. In my particular patient load this is rarely 
because of coming from a poorer background. Economically and education- 
ally their parents measure up to or surpass those of other children. Socially, 
it is true, they are often dissatisfied with the niches they have been able to 
carve for themselves. However, the most important reasons for the rejection 
of these girls by the “better kids" seem to be internal ones. To illustrate, let 
me quote from the Rorschach report of one: 

"Lucy is very fearful and dependent, though she scoffs at such traits overtly and 
tries to deny them through her actions. There are strong aggressive feelings within which 
seem to drive for constant expression. She is preoccupied with ways to fight, hurt, and 
take revenge upon others and also upon herself. There is no question but that she ex- 
pects and invites rejection from others, anticipating a hostile world, loaded against her, 
and in her own efforts at manipulating the environment she tries to use all the tools she 
feels others are going to use against her.” 


Lucy’s father is a successful businessman; her mother, a teacher. They 
are respected but not popular people. They go out with friends rarely and 
entertain even less. One could say that they are in the community but not 
of it. Nonetheless, they are sensitive to public opinion, and the father, par- 
ticularly, is ashamed that his daughter is seen mainly with Mexican friends. 
He has forbidden her to bring them into the home, and the mother enforces 
this prohibition up to a point. She does allow herself to be pushed by her 
daughter into some degree of compromise. I quote from the record: 

“Lucy talked constantly about Mary, her ‘best friend,’ said that she was attractive, 
of nice family, and had never been in any trouble. Mother at last relented and drove her 
to Mary’s house, which she felt sanctioned the relationship. She was relieved that Mary 
did not ‘look Mexican’ but had fine features and skin that was not particularly dark. 
However, she caught a glimpse of the mother ‘who was black-haired, swarthy, and spoke 
with a thick accent.’” 


From the same record, a few weeks later: 

“Lucy is pushing the parents to allow her to see a new Mexican girl friend, Anna. 
She complained bitterly about not being able to bring this girl home. Mother could not 
give in, for father was blaming her for having allowed even the get-togethers with Mary. 
Mother had the distinct impression that it was no longer satisfying with Mary because 
it had been accepted and that Lucy therefore had to push for Anna, whom Mrs. C knew 
to be more ‘typical,’ even rumored to be a Pachuca.” 


It is easy to see the use of the pull toward the minority group in the strug- 
gle of the adolescent with her parents. The fact that the Mexican-Americans 
are different from the family and that one can partake of that difference is 


invaluable in the revolt against the parents. à 
Lucy, like many other girls I have seen, utilized this to the fullest. When I first sa 
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her she was wearing a short tight skirt, with a split up the side, and an off-the-shoulder 
blouse. Her hair was piled up in a high pompadour, with flowers in it. Long gold earrings 
in the form of crosses dangled from her ears. She wore heavy mascara and dark lipstick, 
On both of her forearms and on one of her legs there was tattooing—again crosses. The 
latter angered her father, particularly because they were indelible and permanent dis. 
figurements. Lucy's speech was not so loaded with Pachuco dialect as that of some of the 
girls! She reported that her father "had a temper tantrum" whenever she came out with 
a single word or expression. 


One 15-year-old, quite sophisticated and poised, spoke with me in a first 
interview in such a manner that it required my stopping her at the end of 
each sentence for a translation. She spoke in a mélange, composed of His- 
panicized English and Anglicized Spanish, plus some words which sounded 
like pure invention. The rhythm was quick and nervous; the sound, high and 
nasal. Her voice would rise slightly on the first syllable and drop on the last. 
I have learned subsequently that some of the words totally unfamiliar to me 
are derived from Caló, “a jargon spoken among gypsies, ruffians and pris- 
oners,” the language of the Mexican underworld (2, p. 55). The total effect, 
in any event, is to render the speech incomprehensible to the adult world, 
and, one might add, usually also reprehensible. To imitate the Mexican- 
American in dress and in speech is thus an effective way to cut oneself off 
from the older generation, to deny that one is like one’s parents. 

But the identification of these teen-agers with their peers in the minority 
group seems to go even deeper. These girls whom I am describing conceive of 
themselves as bad, for their low anxiety tolerance has led to much impulsive 
behavior with resultant disapproval from authority figures. Faced now with 
being outcast by the more approved of their contemporaries, it is an easy 
step to ally themselves with the ethnic out-group, the rejected minority, for 
this group is unconsciously conceived of as evil too, as psychoanalysis has 
shown; blackness equals badness. It is significant that the pull of these girls 
is not to the descendants of the Spanish-Colonials, but to the “cholos,” the 
Mexican immigrants who are darker in skin, more Indian in ancestry. Lucy’s 
parents are not alone in their tendency to feel that the darker the skin the 
more evil the identity, for the culture at large nourishes the same prejudice. 
The so-called “normal” teen-agers find themselves in a state of vague dis- 
comfort with age mates of darker shades, this reflecting a sort of negative 
identification or wish not to resemble such a group. They tend to exclude 
them from their cliques altogether, and to reject still further those “white” 
kids who regularly associate with them. Naturally this has the effect of 
cementing the ties of the latter with their Mexican friends. 

Psychoanalysis has revealed to us too the similarities between racial 
prejudice and sexual prejudice. To quote from Erikson: “The differentiating 
factor, whether it is the darker color of the skin or the non-male form of the 
genitals, is assumed to have happened to the less-endowed, in the form of 
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ne oversight or punishment; and it is more or less outspokenly treated as 
blemish” (1, p. 216). Without exception these delinquency-inclined girls 
Id severe doubts about their sexual identities. In Lucy's treatment, for 
ple, it became clear that she unconsciously assumed herself to have 
en castrated in punishment for some terrible sin, and much of her im 
behavior was by way of denying to herself the presumed deformity. Let 
me again refer to the Rorschach report: 
“She sees the father as a feared aggressor, angry at her because of a crime committed 
‘against the mother. She has built up an elaborate fantasy about having killed or injured 
the mother through her own birth and anxiously expects that the father is lying in wait to 
LT punish and avenge this act. This fantasy and many like it, fill her with fear and with 
self-destructive drives. Her main defense is to outdo the father at his own game. In her 
thinking there is a lot of preoccupation with being ‘rolled’ and with criminality, and in 
‘all of this there is no question but that her identification is more with a young man 
than with a girl. . . . The mother is seen as dramatic and narcissistic; Lucy tries to outdo 
her too because of her intense competitive strivings. Her only identification with a 
woman is with an odd, foreign girl who is unlike anybody else.” 


Lucy’s problems with her own sexuality went so far that following a stay 
in Juvenile Hall she went through a period of overt homosexual experiences. 
She had never been able to overcome her fear of boys, and only when she was 
somewhat saturated with alcohol had she permitted even the usual inti- 
macies of petting. The boys all accused her of being cold, with the exception 
of one Mexican boy friend who mistook that for a high standard of morality. 
The first homosexual experience was with an older Mexican Lesbian, from 
* whom she had been able to accept a degree of maternal solicitude. This girl 
did not arouse her competitive tendencies, for she conceived of her as even 
More disabled than herself. 

Very often the attachment to a member of the minority group does not 
ead at all to acting out but to a quite different result. The young Mexic 
boy lends himself well to the teen-ager’s Prince Charming fantasy, for, "S 


Ji 


Throughout the two years that I knew Julia she talked constantly of her love for 
~ Chacho, although rarely did she see him and even more rarely did she “go out’ with 
him. She frequented his home and was friendly with his many sisters and with his 
_ mother. He exerted over Julia a stern rule, chastising her when she kept undesirable 
company, and rejecting her when she drank or played around with marijuana. Bot 
through all of her antics, he seemed to keep a sort of image of her as “the sacred love. 
Although powerfully attracted to him sexually, she was comfortable with him because 
he never made advances as did the other boys she knew. She rationalized her content with 
that by saying that it would be unwise to become deeply involved since because of 
racial and religious differences a marriage would never work out. She was thus protected 
from the dangers of expressed sexuality, while the fantasy allowed considerable relief 
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from emotional tension. Moreover, it sustained her through the narcissistic wounds 
occasioned by her not-too-successful relationships with other boys. Paradoxically 
enough, Julia’s parents were most afraid of her tie with Chacho and did everything to 
discourage it and to foster her going out with almost any “white” boy instead. 


When presumably liberal parents take such attitudes, this type of girl is 
likely to feel that she has at last unmasked their hypocrisy. All of the time 
they have been feigning to believe in the equality of man; now their true 
feelings are exposed and they are manifesting the very prejudices they have 
decried. They are no different from the rest of society. The disappointment 
and resentment, like that about other injustices, however, is seldom mo- 
bilized into a real crusade. There are probably a variety of reasons for this, 
just as there are a variety of reasons why the Mexican-American has not 
been able to enter into any vigorous concerted movement for his own better- 
ment. Both tend to be convinced of their own mediocrity, of having been 
mutilated, rendered impotent to exert that effective pressure which would 
improve one’s lot. So this teen-ager simply identifies also with the futile rage 
against authority which characterizes many of the minority group children. 
She sides with the Mexicans in that condition of mutual antagonism which 
exists between them and the police. I am often appalled by the attitude of 
resignation that prevails when one of these youngsters describes a “cop” 
stopping a group of her Mexican friends on a street corner, searching them, 
sometimes roughing them up, all with absolutely no provocation. She knows 
that it is unfair but cannot conceive that anything might be done about it. 
In fact, she does not consider action on the matter; she is “adjusted” to “the 
way things are.” 

She feels a vague hostility to all authority—all authority, that is, except 
that in the Mexican family itself. I have seen such a girl become attache 
particularly to a Mexican-American mother who is infinitely more strict and 
severe in the enforcement of her codes than even her own parents were! This 
mother is especially zealous about the chastity of her daughters and tends to 
keep them cloistered until marriage, even when she had to buck the majority 
culture to accomplish this. Both she and her older daughters tend to ride 
herd on the younger ones, and when our teen-ager “adopts” this family she 
submits to their admonitions in a manner that would astonish her own 
parents! It would seem to be more than the often described willingness of 
the adolescent to accept any authority more readily than that of her own 
parents. It apparently has to do too with what she senses about the attitudes 
of her Mexican-American friends toward their mother, that they hold her in 
high esteem, that she tends to be more venerated than the American mother. 

I think it is worth speculating whether the “white” youngster senses and 
responds to the firmer definition of roles within the Mexican family as com- 
pared to her own. Her own doubts about sexual identity are often only 
deepened as she perceives that her parents themselves have arrived at no 
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certainties. The Mexican father, in contrast to her own, is usually acknowl- 
edged as the dominant one in the household. And the mother seems to find 
her meaning in life in discharging her duties as wife and mother; she seems 
not to feel that uneasy sense that she should be out competing in the world 
of men. (There is no doubt that in those Mexican-American families that 
have been here for several generations there are drastic modifications in all 
this.) In her search for a model to incorporate, it may be that the adolescent 
&nds the Mexican mother more palatable! 

There is another difference in the Mexican-American family, and that is 
that there is a high level of mutual responsibility. Many observers of our 
own culture have commented on the fact that American families are fine 
training grounds for tolerance of different interests, sometimes to the extent 
that each member goes his own way with little sense of obligation to the 
others. In the Mexican family this is by no means the case. The children 
tend from an early age to be given certain duties within the home, and when 
they are old enough to work it is common that they contribute financially. 
When one sees the patient from this subculture, one is sometimes impressed 
that this goes to the extent that it may constrict individual development. 
But what impresses the teen-ager is the strong family feeling, the readiness 
to help each other. There is a kind of security that she does not feel in her 
more centrifugal family. Several of these girls described to me a warmth and 
love of life, all the more remarkable because of dilapidated physical sur- 
roundings, by no means up to the standards in their own homes. 

Finally, one must comment on the enormous appeal for the teen-ager in 
the religion of her minority friends, Catholicism. I have mentioned the fre- 
quency with which one sees the tattoo on these girls in the form of a cross, 
as well as the fact that many wear crosses around their necks or as earrings. 
The exhibitionism involved is obvious, but a number of my patients went 
further: they beleaguered their parents for permission to join the church. 


. This too can, of course, be seen in part as one more move to set them apart 


from their Protestant or Jewish parents. But it has in it too the desperate 
reaching out for some power strong enough to stem the tide of instinctual 
impulses that threaten to take over the ego. Let me quote again from the 
record of Lucy: 


“I visited Lucy in Juvenile Hall, where she had managed to have herself sent as she 
had warned us she would. I was surprised at her demeanor, which was in contrast to that 
she had shown the first time she had been locked up. She was calm, comfortable, the ten- 
sions subsided. She had even gained weight. She informed me that she was finally doing 
what she had been wanting to do for some time; she was talking with the priest there 
about her wish to join the Catholic Church. He had explored with her her motivations and 
had agreed to give her instruction. She feared what her parents would think of this, but 


it felt so completely ‘right’ to her that she knew she must go ahead no matter what their 
stand,” 


Lucy was a girl pathetically aware of her inability to resist her own 
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impulses. She had begged me to convey to the court the urgent necessity 
for some form of institutionalization, for she knew that if she returned to 
the community she would resume her pattern of running away from home, 
and that she would find herself in more and more serious trouble. She 
consciously hoped to strengthen herself by the Catholic faith so that ulti- 
mately she would be able to keep herself in line. It is interesting that later 
during a trial period at home Lucy went through the process of having the 
tattoos removed surgically from her arms and legs: a painful procedure that 
both satisfied masochistic needs and marked a cessation of her use of religion 
in the service of exhibitionism. Meanwhile she quietly continued instruction 
from a priest. Her parents tolerated the latter, while her Mexican friends 
applauded and supported. However, in spite of all this, Lucy once more 
went down in defeat. 

This brings us to the question of how far-reaching are the inner changes in 
these girls as a result of their experiences with persons of a different culture. 
It is a question I do not feel can be answered except in individual cases. It is 
my impression that in some girls the identification is superficial and limited, 
employed mainly as part of the general revolt, and that in them there is 
little lasting modification in personality. With the fickleness characteristic 
of puberty they move on to other relationships, and to other modes of finding 
relief from internal conflicts. There are girls, however, in whom the bases 
for identification are so many and varied that it would be incredible if one 
were to conclude that their Mexican-American associates were friends with- 
out influence. In any event the influence is by no means necessarily the evil 
one feared by many parents and teachers. 

To recapitulate: there is a type of teen-age girl, usually delinquent or 
borderline delinquent, who, in this part of the country, manifests a prefer- 
ence for Mexican-American companions and a tendency to imitate them in 
dress, Speech and manner. These phenomena are subject to many inter- 
Pretstions, not all of which apply in any given instance. The bases for identi- 
fication are seen as being: 1) that both she and her minority friends are out- 
cast; 2) that both are seen and see themselves as bad; 3) that both are seen 
and see themselves as castrated; 4) that both feel themselves to have severe 
conflicts with authority; and 5) that both tend to handle their problems 
passively. Beyond this, there is the appeal for this girl: 1) of the strict Mexi- 
can mother, acceptable because she is different from her own mother; 2) 
of the Mexican boy as a sort of “Prince Charming”; 3) of the more clearly 
structured family roles of husband, wife and children; and 4) of the religion 
which seems to offer a bulwark against the troublesome instincts. 
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IDENTITY C ONFLICT AND ACCULTURATION PROBLEMS IN 
1 ORIENTAL-AMERICANS* 


VITA S. SOMMERS, Px.D. 
Veterans Mental Hygiene Clinic, Los Angeles, California 


Since biological survival in modern society no longer holds the risks and dangers of 
past ages, man's preoccupation is now predominantly with his social survival or acquisi- 
tion of status and of group acceptance. Failure in these respects is a source of great 


anxiety. 
—S. R. Stavsont 

R my presentation today, I have selected two cases of Oriental- 

Americans from a group of similar patients with whom I have worked 

atthe Los Angeles VA Mental Hygiene Clinic. One of these World War II 

Weterans is an American-born Chinese; the other, a Japanese-American. 


They are presented: 1) to examine the interdependence and cross-influence 
and 2) to 


demonstrate how psychocultural conflicts can be resolved. 

From empirical evidence we know that psychocultural problems can be 
expected in many second-generation Americans. This is particularly true in 
those cases where the two cultures are at great variance with each other, 
especially with regard to family tradition and family structure. For instance, 
the authoritarian elements in the parent-child relationship weigh more 
heayily in the hierarchical climate of the Japanese or Chinese family than in 
the democratic traditions of the American family setting. Members of a 
Western culture are likely to feel it a sign of strength to rebel against tradi- 
tion and parental authority, whereas, according to the Oriental culture 
which stresses that “one should serve one's parents as one serves heaven,” 
strength of character is shown in conforming and not in rebelling. No wonder 
then that any violation of this Confucian doctrine invokes in its adherents 


Severe conflicts. 
Chune is a 29-year-old Chinese who was born and raised in California. Obsessional 
thoughts and fears of death and insanity brought him into therapy. 
When I first saw this young man I was struck by his youthful and delicate appear- 
ance, His shy and gentle look contrasted with the nature of his obsessional fears “to 
Pierce a knife into my brother’s neck,” and "'to bring death to my mother and to my- 


Self." 
Chune lost his father at the age of 2. His brother, two years his senior, took over 


the paternal role as a disciplinarian. When the patient was 8, his mother fell seriously 
ill. She returned to her family in China to secure à home for her two sons in case of her 


* Presented at the 1959 Annual Meeting. à 
1S, R. Slavson, in Social Science and Psychotherapy for Children by O. Pollak and Collaborators, 
P. 78 (New York: Russell Sage Found., 1952). 
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death. At the outbreak of the Sino-Japanese War, when Chune was 15, the mother sent 
the two boys back to the States while she herself remained in China. She was never able 
to rejoin her sons in this country. 

Ever since Chune can remember, he had to work for “white” people. He resented 
the fact that he always had to “please” people. All his life he felt that white people were 
"superior" to Chinese. He held his feelings of inferiority responsible for his inability to 
relate to people. Initially in treatment, he found it equally difficult to relate to the 
therapist. He firmly believed, “There is no sense in talking; one can think about prob- 
lems, but you don't talk about them to people.” Not talking was identical for him with 
“not losing face." In spite of many critical feelings toward Americans, he wished he 
could be an American. He felt deeply ashamed of being Chinese. 

When I reflected that it must have been confusing for him to have lived in two en- 
tirely different cultures, Chune felt grateful that I could understand him, for he finds it 
difficult to make an adjustment to either one. He feels different among Americans, and 
equally different among Chinese. “I feel I'm a stranger everywhere; I'm even a stranger 
to my mother. I feel I'm all alone in the world." He talked a great deal about the dif- 
ference between American and Chinese parent-child relationships, saying, "In Chima, 
children are completely submissive to the wishes of their parents, especially to their 
mothers, whereas American parents seem to submit to the wishes of their children." He 
was envious of the “buddy-buddy relationship between American parents and children. 
They have more fun while Chinese children have more fear... and are trained to 
obey." All of his life he was made to think, “Why argue with an authority if you know 
you cannot win?" 

As therapy progressed, he became increasingly outspoken in his dislike for China. 
He exclaimed, “I feel everything is wrong with China.” The more he verbalized feelings 
of shame, the more it became apparent that the shame was related to his own person. 
As he became aware of it, he related it primarily to his “small size” and some of his 
other Oriental features, He felt he didn’t look like a man. To him, all Americans ap- 
peared manly, husky, and superior. Also, his poor English bothered him. He resented the 
fact that “even though I was born here, people call me Chinese.” With a good deal of 
feeling, he often commented, “I wish I were white.” Being white meant to him feeling 
accepted, bent eo) justified in being self-assertive; whereas being Chinese was identical 
with submission, discrimination and rejection, He admitted that Chinese philosophy is 
good, but he strongly disapproved of Chinese culture. He said, “It is weighed down by 

tion. One person out of a hundred is able to read and write and my own mother is 
terate." A strong positive transference relationship stimulated fantasies such as being 
adopted by à white parent or wanting to marry a white girl. 
, During his Army service he had dated white girls only. This was the only time in his 
life that he was aggressive, that he didn't feel inferior. In fact, he felt very proud of him- 
self because he was the youngest first sergeant in a mixed Army unit. He had more than 
100 men under his command and was chosen out of 1200. He believed that it must have 
peni bis military uniform which gave him an appearance of manliness and importance, 
and a feeling of success. He wondered, “How come that I feel so utterly unmanly now? 
Do I have two personalities?" 

With the aid of therapy he recognized how the uniform had given him permission to 
release his hostility and aggression. Also, he gradually realized how returning to a 
civilian’s role made him once again repress his urges to fight, to hurt, and to assert him- 


€— is a Chinese mental illness called “Latah,” which is a trancelike state marked by automatic 
obedience, 


h 

P 

"aelf. He came to sce how this "'re-repression" evoked anxiety and led him to depreciate 
and even hate himself. In spite of this increase in awareness of his angry and destructive 
"feelings, Chunc remained unable to bring out any kind of negative feelings, either toward 
his brother or his mother, or toward the therapist. Whenever this was pointed out to 
him, he would protect himself by saying, “How can I feel angry? My mother, my brother 


and you, al! have done so much for me.” 


In working with Orientals and other members of ethnic minorities, I have 
frequently encountered marked transference resistance, which stems pri 

“marily from the fact that these patients try to conceal their deep feelings of 
hatred of a parent image or of a white authority figure because of their fear 
‘of retaliation. The idealization of, and identification with a white parent 
figure is then often extended to the white race as a whole, thereby intensify- 
‘ing already existent racial and intrapsychic conflict and distortion of trans- 
ference responses. Therefore, after a year of individual therapy, Chune was 
placed in a therapeutic group with other members of ethnic minorities.* 


It was only four months after he had joined the group and listened to other patients 
who brought out open resentment and contempt for their mothers and brothers that 
Chune began to drop his defenses and expose some of his negative feelings, first toward 
his mother and later toward his brother. Whenever he had done so in individual therapy, 
he used to add, “Perhaps I'm confused, I don't really understand what I’m saying.” 
Chune told the group members how throughout his life he resented the fact that he could 
not be proud of his mother, who is “illiterate, eats with chopsticks and lives on husks 
of tice.” A few sessions later he recalled that at the age of 12 he once threw a pair of 
scissors at his brother. Prior to this he never dared to hit his brother because of his 
mother's tearful pleas, “My children are all I have—I cannot understand why brothers 
should want to kill each other.” 

He told the group how he hated his brother's thriftiness. He also remembered how 
often he had avoided his brother's company; how 


felt. I thought, I’m like an animal, having no 
way.” The patient added that in the past he had never thought of hi 
person; now he can see himself as he actually is. x 

After Chune and the other members of the group had related many similar ex- 
periences, which were associated with feelings of shame and guilt, the group was helped 
to understand how their own thoughts and feelings of hatred and revenge toward a 
family member and other people created in them a sense of unworthiness and self-hatred, 
and how they had projected some of these reactions onto the outer world, thinking that 
this was how people were judging them. In actuality this view of the outer world was 
largely a reflection of their own feelings about themselves. Chune was also helped to see 
how in the past he might have tried to suppress these feelings of hatred and aggression 


? "Tn group therapy the support and mutual acceptance of the other group members who often serve 

_ ina sibling relationship encourage ‘catharsis-in-the-family’—without fear of retaliation. Apparently the 
. siblings serve as an insulation against the fear of authority and thus lessen guilt and anxiety, reduce 
suspicion and lower resistance” —Vita S. Sommers, An Experiment in Group Psychotherapy with Members 


of Mixed Minority Groups, Int. J. Group Psychother., 3: 265, 1953. 
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and might have used his race and culture as a projection defense to conceal some of his 
own inner conflicts from himself and others. 

The more the patient reached an understanding of himself through treatment, the 
more accepting he became of his race and culture. His better acceptance of his Oriental 
background was most vividly expressed in his marriage to a Chinese girl, in the changed 
focus of his vocational career, and in the opening of his studio called ‘Oriental Design." 
Initially in treatment, as a student of industrial arts, he criticized China for “being 
weighed down by traditions; people live with furniture that is thousands of years old in 
design; tables are still in one and the same place in every home; beds have no springs; 
stoves still burn wood.” He was planning to design “American furniture.” In the later 
phase of treatment he changed his plans. Now he is designing Chinese furniture that is 
more suitable for the American and more functional for the Chinese home. 


Summarizing briefly, we may say that this patient’s problems stem from 
low self-esteem and self-hatred which generated from multiple sources: from 
his lack of basically secure and growth-inducing relationships; inability to 
identify with a parent figure; intense sibling rivalry and, last but not least, 
from the conflicting aspects of his dual cultural background. The rivalry 
situation appears in this case to be magnified by his brother’s taking over 
the father’s place. Thus we are led to believe that some of his feelings of 
discrimination have actually originated in his own home and given him the 
subjective impact of his intense feelings of worthlessness and difference. 
Obviously, these feelings were highly sharpened and magnified in later years 
by his having lived on the fringes of two widely different cultures. We know 
that the differences in the value systems of these two cultures—American 
and Chinese—make identity and acculturation processes much harder. 
Chune manifested an ardent desire to be a Caucasian. The constant dis- 
crepancy between illusion and actuality, fantasy and reality, created a con- 
stant source for frustration and brought forth strong feelings of hatred and 
aggressive thoughts and wishes for which his brother became the scapegoat. 
These hostile thoughts, in turn, produced anxiety, guilt and depressed feel- 
DPS: In his guilt he experienced all kinds of retaliatory fears, which were 
evidenced primarily in his fear of death and insanity. In part, he tried to 
repress and conceal his deep feelings of aggression and hate in submissive, 
compliant and withdrawal attitudes, and in a constriction of affect. The war 
and its aftermath, especially his return to his “inferior and subservient” role 


as a civilian, shook up his tenuous defense against turbulent hostility and 
pushed him into a severe neurosis. 


The next case will again indicate how culture conflict can become an 


integral part of neurotic problems and thus make their resolution highly 
difficult and complicated. 


Ichiro is a 32-year-old, American-born and American-reared (nisei) veteran. He is a 
handsome, intelligent, highly articulate young man, married and the father of a 5-year- 
old boy. Ichiro represents an interesting psychocultural study by virtue of at least three 
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aspects of his development: He was reared in the spirit of Oriental ideology, and later 
adopted Occidental culture; he was exposed to two religions, for his mother was educated 
as a Methodist, while his father remained Buddhist; he was brought up in two languages 
—he spoke Japanese at home and English outside. Much like the first case, he was 
tormented by suicidal thoughts and fears of losing his mind. After ten months in the 
Army he was medically discharged for bleeding ulcers. Also, like the first patient, he 
was in psychotherapy for a period of over three years. 

Ichiro is the oldest son in a family of eight children. His parents migrated to this 
country and settled as farmers after the father had made numerous unsuccessful at- 
tempts to secure engineering work, for which he had been highly trained in Japan. The 
farmers nicknamed him “the philosopher and poet,” for he thought and talked about 
poetry rather than potatoes, and Confucius instead of crops. The patient described his 
father as a harsh, volatile, opinionated person with a brilliant mind. He was feared by 
the patient “more than anyone and anything in the world.” Ichiro considered his mother 
puritanical, and “warm in a distant way only.” 

Ichiro thinks his trouble started “way back,” probably at the age of three, when he 
acted like a “‘scaredy cat" and his father, who admired “strength and fearlessness,” used 
“shock treatment” to overcome his many fears. He thinks he reached the “peak” of his 
conflicts in his adolescent years. He played football at the time he had to feed the horses, 
or he read when he should have cleaned the stable. When his father checked up on his 
chores, Ichiro tried to lie or make excuses. Every so often he was “beaten to the ground” 
for lying. He quoted his father as saying, “Tf I can't handle my oldest son, how will I be 
able to handle the other children?” As the patient put it, “The more brutally I was 
treated, the more obstinate and defiant I became; and the more I feared my father, the 
more I hated him.” 

As a boy he always felt deeply ashamed of his father. He resented not only his out- 
landish manner, his sloppy appearance, and his poor English, but also his disregard for 
boyish pleasure and happiness. The father made a virtue of being different, and the more 
he stressed the difference, the more eager Ichiro was to overconform to American 
thoughts and habits. He said, “I hated everything Japanese." At an early age he de- 
cided to become an English teacher and writer. He defied his father's wish that he be- 
come an engineer. 

Ichiro had no clearly defined notion of who he was or how he ought to behave. He 


was torn between rebellion and conformity; between a desire for freedom and fear of 


independence; between hate and a desire for love. Hence, it was no wonder that he 
finally broke down at the time of an acute “identity crisis.” His lifelong struggle for psy- 
chocultural self-definition took on very disturbing reality features when in World War 


II he experienced conflicting loyalties as a Japanese-American soldier. Prior to Pearl 
Harbor, he had identified wholly with American ideals and values. After entering 
he States—he felt “like a 


the military service—he served as a medical corpsman in t he fel a 
being from another planet with thoughts and feelings that have no use in this world. 
He now felt rejected by America, just as he himself had previously rejected everything 
related to Japan. This experience had reinforced his identity diffusion and remobilized 
his sense of not belonging, which left him, in the words of a poet whom he quoted, 
“wandering between two worlds, one dead, the other powerless to be born. 

As might be expected, in the initial phase of therapy his transference feelings were 
markedly affected, not only by his angry feelings toward his parents, especially his 
de to the traditional subservient role of women in Japan. 


father, but also by his attitu arse ^ 
In the first five months of therapy his relationship with me was strongly colored by dis- 
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trust and contempt. He called me “illogical” when I pointed to his feelings; “inscrutable” 
when I turned questions back to him; “a liar,” when I denied that I was angry at him; 
“unbashful female" when I referred to sex. It was necessary fo understand both the roots 
of such feelings in his culture and to appreciate the special psychodynamic significance they 
had for the patient. A proper evaluation of the interplay between culturally influenced 
attitudes and neurotic needs requires careful understanding of both. 

After his distrust and anger abated and his tender feelings emerged in the treatment 
situation, Ichiro repeatedly questioned whether he really knew his father. “Perhaps I 
battled the old boy too hard. I didn’t give him a chance to love me.” He gradually 
recognized that his father might have been well-meaning and right in many ways, but 
that he had failed in making Ichiro understand and recognize that he was right. Obvi- 
ously, his father treated him as the oldest son and the heir in the hierarchical Japanese 
family, rather than as a child with personal needs. This new discovery, besides many 
other newly gained insights, helped him realize that his feelings of resentment were 
mixed with a good deal of admiration for his father. 

In the fourteenth month of therapy Ichiro read his first book on Japan, The Chrys- 
anthemum and the Sword. Hew knew that these kinds of books existed but “I was never in- 
terested in learning anything about Japan." In reaction to the book he said, “Now I can 
see that my father has been a darn good father from the Japanese point of view. Too bad 
that our ideas have been rooted in two different premises. . . . No understanding was pos- 
sible between my father and myself because of our cultural and language barriers—I 
realize I have been a wellspring of resentment.” He also began to realize that he had 
gone “overboard” in his Americanization and that his occupational choice of being an 
English teacher had served as an expression of rebellion against his father’s wishes, as a 
denial of paternal and cultural identification, and as a symbolic identification with the 
American culture. 

Freed from his internal blocks and his crippling intrafamilial conflicts, Ichiro is now 
able to develop a realistic acceptance of himself, the members of his family, and his 
cultural heritage. He can finally relinquish his overidealized distortions of the American 
culture and give up the unrealistic strivings of the past. Feeling more secure in his own 
status, he now can afford to take a more tolerant view of his foreign parentage and rec- 
oncile some of the conflicting aspects of his dual cultural background. This fusion is 
expressed vividly in his modified vocational interests. He is planning to spend his Sab- 
batical year in Japan in order to make a survey of how English is taught in Japanese 
schools. Also the topic of his doctoral dissertation, which deals with the Oriental in- 


fluence on American literature, is a telling evidence of the resolution of his cultural 
conflict. 


Discussion 


What have these two patients taught us about the etiology of the “psycho- 
cultural” neurosis? We suggest that there are wo major sources of the prob- 
lem, both of which must be considered and dealt with if our psychothera- 
peutic efforts are to succeed. 

1 We have seen that one line of development proceeds within the early home 
life. Where the family—irrespective of cultural membership—does not pro- 
vide secure and growth-inducing parent and sibling relationships, affectional 
gratifications, and opportunities for adequate identifications, we might well 
expect neurotic disorders to begin. Both patients clearly demonstrate to us 
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how their culture conflict, primarily their self-hatred and low self-esteem, 
originated in their early home and how this conflict became an integral part 
of their psychological problems. Hence we realize that the resolution of the 
culture conflict becomes as difficult and as complicated as the resolution of 
any neurotic problem. 

The second and equally crucial determinant in the etiology of the “psycho- 
cultural” neurosis is the severe emotional conflict engendered by the impact 
of the culture contrast, particularly in terms of family tradition. Oriental 
emphasis on unconditional parental authority and ever-lasting filial piety 
ascribes a role and responsibility which, against the backdrop of American 
democratic values and ideals, hardly any second-generation child can com- 
fortably accept and discharge. It is not surprising then that the parent or 
parent-substitute who is the exponent of the traditional way of life becomes 
the cathected target of the child’s hatred and revolt. This discord again 
deepens the culture conflict and invokes in the adherents of the Confucian 
doctrine an internalized conviction of sin and feelings of guilt which lead to 
intense inner suffering and often to physical destruction, even suicide. In 
order to free these patients from their strongly punitive “cultural” superego, 
it becomes imperative in the therapeutic process to help them to understand 
the roots of such feelings in their parental culture and thus assist them to 
relinquish the strictness of their own superego. 

It should be noted also that the factor of “cultural” superego and family 
mores assumes heightened significance in the relationship of immigrant 
parents to their children. Most immigrant parents are likely to stress more 
rigidly their Old World traditions in a new country than in their native land, 
to protect themselves in their strange and insecure environment. This, in 
turn, increases the defiance in the younger generation and makes them per- 
ceive their parents not only as the enemies of their personal needs and wishes, 
but also as the exponents of the old culture which sets them apart from those 
with whom they desperately seek to identify. : 

In closing, it is suggested that in working therapeutically with people of 
dual cultural background, our function as therapist is not to “acculturate 
the patient to what we may conceive as appropriate values in terms of our 
own cultural membership. Nor should it be to promote the patient’s alle- 
giance to either culture or to seek any “preconceived synthesis of cultures. 
Our function should be mainly to work with the cultural material as with 
any other conflict-laden material in order to resolve the patient’s neurosis. 
However, in spite of the “therapeutic neutrality,” it will be helpful for the 
therapist to be well versed in the major aspects of the patient’s culture. 
Finally, let me briefly summarize what the resolution of the “psychocul- 
tural” neurosis has achieved for the two patients: Freed from their culture 
conflict, they are no longer blinding themselves to the social reality that 
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there can never be a complete solution to their problem. They never can 
slough off the signs of their origin, the racial characteristics which set them 
apart from the members of the Western world with whom they so desper- 
ately sought to identify. Nevertheless, they can now enjoy a new-found sense 
of belonging—a belonging with their own family and their Oriental heritage, 
as well as a belonging to the country of their birth and their Western culture. 
Through this fusion of both cultures they are gaining something unique and 
valuable for themselves and society that they could not have done previ- 


ously by their torn allegiances. Both Chune and Ichiro have finally found 
their own identity. 


BRIEF COMMUNICATION 


GAUGING DOSAGE AND DISTANCE IN PSYCHOTHERAPY 
WITH ADOLESCENTS* 


PAUL A. ZWICK, M.D. 
Director, Rochester Child Guidance Clinic, Rochester, New York 


a PSYCHOTHERAPY with the adolescent, the ordinary resistance is 
reinforced by phase-specific forces, namely, by his inner drive for eman- 
cipation as well as by society’s expectation of a large measure of self-suffi- 
ciency. Short of the totally unreachable young patients there is a large group 
of adolescents with a mixture of characterological and neurotic sympto- 
matology. This group may well respond to certain modifications in the 
technique of handling their resistance. 

The adolescent who is resistive in treatment, as well as in a large sense in 
his social relationships, is seeking distance between him and the adult world. 
Whether he achieves this distance by antisocially pushing against it or by 
asocially pulling away from it, essentially he is increasing the gap between 
himself and his fellow-humans. Intrapsychically it appears that this distance 
corresponds to the psychological buffer zone he has established between his 
infantile needs in the nuclear area of his ego on the one hand, and his im- 
personation of adult behavior on the periphery of the ego. 

The advent of the therapist is usually an anxiety-provoking situation. If 
the therapist is perceived as a source of gratification, he represents 4 threat 
to the veneer of a flimsy ego identity which desperately attempts to disguise 
a weak, wounded and needy infantile core. Conversely, if the therapist is 
seen as a claimant for conformity he represents a threat to the tenuous con- 
tainment of aggressive impulses. In either case the therapist is a source o 
anxiety; the one projection may call forth an infantile closeness-sceking 
response, the other an aggressive distance-seeking reaction. Of the two 
“evils” the adolescent tends to prefer the latter, with the resultant danger to 
the continuity of contact. 

It is important to avoid early breakdown of therapy with these adoles- 
cents. This kind of therapeutic situation demands perpetual sensitivity as to 
how close or how distant the relationship needs to be fashioned in order to 
establish rapport without overwhelming the patient. At times the therapist 
who has overdone his friendly support must quickly withdraw. In this process 
of building trust, full choice must be offered for the establishment of fluid 
positions along a continuum which ranges from aloofness to clinging. 

* Presented at the 1959 Annual Meeting in a Workshop on "Clinical Representations of Treatment 
of Adolescents,” Evelyn Alpern, M.D., Chairman. 

645 


646 BRIEF COMMUNICATION 


It is the thesis of this paper that chances for continuity of contact with 
these tenuously related adolescents can be enhanced by aiming for an initial 
phase of a quick meaningful engagement, in which the therapist is unusually 
active, to be followed by a long phase of reduced contact. In the first phase, 
interviews take place once or twice a week; in the second phase they may be 
three to six weeks apart. 

The handling of the early phase is of strategic importance. The therapist 
needs to stress his identification with the adolescent’s need for distance and 
self-sufficiency while offering him understanding for the sense of injury and 
victimization of the adolescent. 

The following measures were found to be helpful in the very first interview. 
1) The therapist voices his full respect for the patient’s autonomy, his choice 
in coming for help, his mastery of his change. 2) The therapist simultane- 
ously deflates the image of his own omnipotence by admitting his own help- 
lessness in the face of the patient’s strength, particularly were it to be used 
against the therapist rather than jointly. 3) The therapist offers his :eadiness 
to assist the patient toward greater self-understanding. A mutual agreement 
—yes, a “teamwork approach"— can be discussed, based on joint willingness 
to contemplate inner meanings and currently attempted solutions. 4) The 
patient is given the choice right then to risk or refuse further interviews. 

In some cases started out this way the patient established astonishingly 
quick identification with the therapist and volunteered reports on construc- 
tive behavior and renewed social contacts. The therapist’s subtle emphasis 
on the showpieces of adequacy was instrumental in maintaining the ado- 
lescent’s illusion of distance while establishing emotional closeness. However, 
after a period of a few weeks anxiety over the impact of newly trusted emo- 
tional ties transpired in different ways, and heralded a hostile withdrawal 
from the treatment situation. Such warnings could often also be gathered 
in time from others in the case, the agency worker or the parent. 

In the face of the patient’s fear of his increasing dependency wishes, his 
fear of yielding to imaginary unending demands on the part of the therapist, 
and his fear of ultimate rejection and failure, it seemed strategically impor- 
tant to reduce “dosage” and increase “distance” again. The therapist at 
this point would seize on the patient’s display of self-sufficiency and his 
greater social comfort as valid proof of the patient’s lesser need for thera- 
peutic contact. Jointly, he and the youngster would agree on the appropriate- 
ness of spacing the sessions, usually three weeks apart. In these cases a dilu- 
tion of the interpersonal engagement tended to rescue a beginning step 
toward improvement. One might say the therapist preferred the fixation on 
a level of superficial change over the threatened regression to previous modes 
of behavior. It seemed that in these selected situations the adolescent re- 
mained receptive to the impact of the positive image of his past accomplish- 
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ment with the therapist, which helped him to avoid unbearable crises. It was 
interesting that the interviews spaced farther apart often started in a with- 
drawn, sullen mood. Then the patient would thaw out, confess incidents of 
misbehavior and fear of rejection by the therapist. The renewed acceptance 
and trust would tend to carry them through recurrent critical situations. 
After a period ranging from one to two years of total contact these adoles- 
cents managed to make a reasonable adjustment without any significant 
personality restructuralization. There was decrease or absence of acting-out 
behavior, resumption of academic achievement, and establishment of friend- 
ship with peers. 

In the few cases that this experimental approach was used the father 
figure was cither absent, weak or rejecting while the mother figure was am- 
bivalent. The nature of the family situation was such that it failed to provide 
sufficient continuity or carry-over of the different relationship level started 
in therapy. The adolescents therefore shied away from any conscious sem- 
blance of a parent-child relationship with the therapist. They were most 
comfortable in using the therapist as another peer who was understanding 
of their needs for rebellion. 

This observer is intrigued by the worthwhileness of validating the limited 
contact approach in individual therapy with a large cross-section of adoles- 
cents. This dilution and diffusion of the therapist’s impact is a tool now 
largely used in the group therapy approach with adolescents. In many ways 
group therapy provides the compromise function of decreased interview 
frequency in individual therapy. Both these approaches offer the common 
denominator of preservation of a modified contact with the therapist, de- 
emphasis of dependency needs and stress on adequacy, and above all, the 
avoidance of total emulation of either infant or adult roles for which the 
individual therapist provides too overwhelming and threatening a stimulus. 
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Tue INTEGRATION or Beuavior, Vol. 
III: THe REINTEGRATIVE Process 
IN A PSYCHOANALYTIC TREATMENT. 
Thomas M. French, M.D. Chicago: 
University of Chicago Press, 1958. 
pp. 484. $10. 

This is the third of a series of five 
volumes on the integration of behavior. 
Volume I, Basic Postulates, attempted to 
lay down a theory of the integrative 
processes involved in goal-directed be- 
havior. It drew heavily on Gestalt psy- 
chology, field theory, and the social psy- 
chology of George Herbert Mead. Vol- 
ume II, The Integrative Process in 
Dreams, set forth a theory of dream in- 
terpretation having the basic assump- 
tion that the dream is a means of solving 
problems. It dealt largely with the mani- 
fest dream content, ignored the distinc- 
tion between dream process and dream 
work, and used comparisons between the 
present situation of the dreamer and the 
manifest content of the given dream, to 
reach an understanding of the meaning 
of any given dream. Basically, French 
has attempted to study rational thinking 
through the study of the dream. This is 
possible only if the nature of the dream 
work itself is ignored, and if day residues 
and blatant transference phenomena are 
substituted for the associations of the 
dreamer; for only under these conditions 
will the dream be subsumed under ra- 
tional goal-seeking behavior. That is to 
say, that method has to be selected 
which will blur the irrational nature of 
the dream work and which will block 
access to the infantile conflict contained 
in the dream wish. French’s methods, 
which include reliance upon the reality 
situation of the patient, and on the as- 


sociations of the analyst rather than on 
those of the patient (and it is quite clear 
that the analyst is oriented to the adap- 
tation of the patient to the present rather 
than to an attempt to construct the 
childhood neurosis of the patient), are 
admirably suited to accomplish his pur- 
pose. 

Volume III, The Reintegrative Process 
in a Psychoanalytic Treatment, is “an at- 
tempt to improve our understanding of 
just what happens in the day-to-day and 
month-to-month course of a psycho- 
analytic treatment.” Obviously it is un- 
fair to review this volume, the middle 
one of a projected five-volume work, as 
if it were independent, or as if one could 
predict from it what the reconstruction 
of psychological theory that French is 
attempting will look like upon its com- 
pletion. Volume III is long and compli- 
cated. It begins with a section on the 
theoretical analysis of psychoanalytic 
therapy, in which the author repeats 
some of the theoretical material of Vol- 
ume I. Here, for instance, are contained 
such statements as ''rational purposive 
behavior is organised about hopes, which 
are based on present opportunities and 
on memories of past success and satis- 
faction.” (I cannot refrain from observ- 
ing that this formula fits regressive or 
neurotic behavior as exactly as it does 
rational purposive behavior.) A trau- 
matic episode is defined as an event 
which disrupts learning. Here French 
has a curious blind spot for the fact that 
the traumatic episode can force almost 
explosive learning under the spur of anx- 
iety. That is to say, he ignores the role of 
anxiety as a motive for the modification 
of behavior through experience. French 
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postulates that integrative capacity is 
based on hope. Much of the section 
on traumatic memories and defenses 
against them ignores psychoanalytic 
knowledge about the ego and its mech- 
anisms of defense. It may be interesting 
to quote what French has to say about 
Hartmann’s work: 

In the last twenty years Heinz Hart- 
mann has been trying to correct this 
one-sided orientation—insisting that the 
Ego has a “‘conflict-free sphere” which 
antedates its function of seeking solu- 
tions for conflicts. I am in agreement 
with Hartmann on this point. To define 
the Ego’s function as only a defensive 
one is like defining the function of a 
government as one of putting down 
revolutions. Putting down or preventing 
revolutions is not the normal function 
of a government but only an emergency 
activity. Similarly, the normal function 
of the Ego is its integrative function; 
defenses are activated only when the 
integrative function has failed or is 
about to fail. The Ego is an integrative 
mechanism whose usual function is not 
to defend itself against the instincts and 
drives, but rather to learn how it can 
satisfy the needs of the organism. Even 
when the Ego is confronted with a con- 
flict, the normal Ego’s primary task is 
to try to find a solution rather than to 
defend itself against recognizing the 
conflict and against having to struggle 
to solve it. 


This is less than fair to Hartmann, 
who does not insist that the conflict-free 
functions of the ego appear earlier than 
the function of seeking conflict-solutions. 
Rather, it is Hartmann's point that there 
are certain ego activities which have a 
primary autonomy and which are at a 
greater distance from conflict than are 
others, French seems to have confused 
the undifferentiated structure from 
which ego and id later arise with the no- 
tion that the conflict-free sphere is the 
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primary one. Secondly, French has 
dropped the whole idea of the inevitabil- 
ity of conflict at each developmental 
phase, with its accompanying anxiety, 
and thus, the idea of the normal de- 
fenses against anxiety. 

French assumes that there is a quan- 
titative relationship between integrative 
capacity and integrative task. As we 
have already said, integrative capacity 
is based on hope. The integrative task is 
“the amount of pressure that must be 
absorbed by or channelled through the 
integrative field." French sees therapy 
as resumed learning on the part of the 
patient. His feeling is that hope plays an 
essential role in the therapeutic process, 
and that it is the task of the analyst to 
help the patient to formulate and to 
work out appropriate hopes. 

Section II consists of the case report 
and the interpretive comments on the 
first year of treatment, reprinted with 
slight changes from the first two volumes 
of the series. There follows a four-page 
chapter called “Focal Conflict in Orient- 
ing Hope.” The focal conflict is the pre- 
conscious center from which the pa- 
tient’s thoughts radiate. It is upon the 
preconscious center that the work of the 
analyst should be concentrated. 

Section III elucidates neurotic cycles 
which for French seem to constitute the 
base line for the study of the therapeutic 
process. He distinguishes between the 
life of a rational purpose with an explora- 
tory phase, an executive phase and a 
phase of after-discharge, and neurotic 
cycles. In the neurotic cycle there is 
frustration rather than achievement, 
and rejection and dissociation of im- 
pulses rather than their mastery by the 
integrative mechanism. French shows 
three cycles in the course of the patient 
in therapy. 

Section IV centers about the patterns 
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that persist from the patient's past, 
mostly as revealed through the manifest 
content of his dreams, and through 
either the analyst's or French's under- 
standing of the symbols and patterns of 
the dreams, Here it is quite clear that 
French's handling of the dream, the 
dream wish, and the censor, has almost 
no relation beyond a verbal one to what 
classical analysis means by the use of 
these terms. For instance, no longer is 
the censor related to the superego; in- 
stead, “analysis of the dream censorship 
involves two steps: (1) finding the 
dreamer's reactive motive, and (2) analyz- 
ing how the Ego has adapted its ‘practical 
understanding’ of the focal conflict to the 
dreamer’ s integrative capacity.” 

Section V continues the case report 
through the second year of treatment. 
Again one is impressed by the paucity of 
the patient’s associations, and by the 
limiting of the interpretations to trans- 
parently preconscious material. It is dif- 
ficult to see what the patient is working 
through during this period. The sixth 
section, “Effects of Diminishing Fear,” 
is the theoretical analysis of the second 
year of treatment. French feels that in 
this period the patient has lost much of 
his fear of the analyst and of his sexual 
impulses toward her. Since talking about 
these impulses is an inadequate way of 
handling them, it is expected that the 
patient will begin to act them out either 
in his dreams or in activity. Thus he 
splits his attitude toward the analyst 
and her husband into three: he plays 
pinochle at the home of a married woman 
toward whom he makes some sexual ad- 
vances, he dreams about men, and he 
talks to the analyst about his sexual im- 
pulses. 

Section VII, “Impulsive Behavior 
and Responsible Behavior,” according 


to the author indicates, through com. 
parison of the manifest content of the 
patient's dreams rather than through 
their analysis by means of free associa- 
tion, the gradual broadening of the pa- 
tient’s ability to take responsibility for 
other people, particularly for his chil- 
dren. It is essentially a study of how the 
patient’s orientation toward responsi- 
bility developed during the second year 
of treatment. “Responsible behavior is 
behavior guided by a plan that takes 
adequately into account the probable 
consequences of one’s acts insofar as 
these can be anticipated.” Samples of 
the predictions made are, for instance, 
that “this patient’s traumatic fears of 
offending the mother will diminish. Then 
his integrative capacity for dealing with 
this conflict will expand.” Or, “... we 
may expect that the patient will grapple 
more directly with the problem of re- 
sponsibility for children." Or, “ ... we 
shall expect to find evidence of underly- 
ing fantasies of hostile attack on the 
pregnant mother." In general, French 
feels that these predictions are verified. 
Section VIII, “The Analyst’s Interpreta- 
tions and the Patient's Insight," is short, 
and can be summarized by a quotation: 
He [the analyst] must either find a 
time when the patient's integrative ca- 
pacity is adequate to understand and 
make use of what the analyst is telling 
him, or he must find a way to increase 
the patient's integrative capacity so as 
to make it adequate. 

Section IX, "Contributions to the 
Art of Psychoanalytic Therapy,” makes 
some salient points. It suggests that the 
therapist identify with the patient's ego; 
it implies that the important work in 
therapy is connected with working with 
the integrative aspects of the ego. It 
states that “a psychoanalyst should not 


of himself as a technician, or of 
shoanalysis as a technique. He should 
im rather to be a wise counselor. ..." 
advocates a plan for treatment, and 
iges prediction of the outcome of in- 
ations. However, insofar as this 
plves formulation of a rather fixed 
plan for the analysis of a given patient, 
implies the abandonment of the theory 
d techniques of classic analysis. 
The final section consists of a series 
of supplementary chapters, which I can- 
pot weave into the mainstream of the 
Previous reviewers have noted 
that these chapters are attempts to meet 
criticisms of the first two volumes, and 
is may very well be true of Chapter B, 
ur Orientation Toward Some Familiar 
hoanalytic Concepts," in which the 
hor tries, and in my judgment with- 
Qut success, to relate his concepts to 
Freud's concepts of the superego and the 


I do not believe that any final judg- 
ment of this series of books should be 
rendered until the last two volumes have 
‘been published. But certain tentative 

opinions may be stated. The conceptual 
framework that French erects is not that 
of classical analysis. It will not be useful 
to classical analysts. The reasons are 
Obvious: the vision of the role of the 
© analyst, of the course of the treatment, 
of the nature of the neurotic process, all 
Are too different. For instance, the po- 
sition of the classical analyst is equidis- 

tant to the three psychic structures. In 
the type of therapy French describes, 
- the analyst is to identify himself with 
_ the ego of the patient. In classical analy- 

Sis, one does not deal with the interpre- 
_ tation of the focal conflict, but with the 
analysis of affect, resistance, and de- 
fense, in order to reach the repressed id 
Content, and to permit that to be worked 


through. In classical analysis, the ana- 
lyst is not a“ wise counselor,” He confines 
himself to the analysis of the patient's 
neurotic problems, leaving it to the pa- 
tient, to his values, and to the healthy 
aspects of the patient's ego to deal with 
the reconstruction of the patient's life, 
if that should be necessary as the out- 
come of the analysis. The analyst can be 
trained to be a skilled psychoanalyst, in 
the sense of mastery of the techniques of 
laying bare what is unconscious, But 
how does one acquire training in know- 
ing what someone else should do, except 
in a common-sense fashion? 

Indeed, it is exactly on this dilemma 


manipulative. In in 
these are matters not of science, but of 
values, and they are expressed in terms 
of advice rather than in terms of inter- 
pretation. whether the 
advocated in these volumes 
will not result in more rather than less 
repression, in the patient's taking over 
the analyst's values, and in utilizing 
practical advice rather than obtaining 
insight. This may be very valuable; it 
may even—since we have no adequate 
studies comparing the outcomes of dif- 
ferent types of therapy—be more helpful 
than classical analysis, but French's 
theory and technique are hardly related 
to the work of Freud. What French is 
attempting to erect is a learning theory 
applicable to psychotherapy, but a type 


of psychotherapy in which suggestion 
and direct advice to the patient are em- 
ployed rather than the interpretive in- 
terventions characteristic of the classi- 
cal analyst. Sidney Axelrad 
Tue Roors or PsvcHOANALYSS AND 
Psycnormenary, S. A. Szurek, M.D. 
Ill.: Charles C Thomas, 
1988. pp. 134. $4.25. 


This is a small book, but one of large 


analysts is not, with what has been 
written on the theory of technique, the 


fenses and defensive maneuvers, to the 
use of energy in adaptation in a much 
more conflict-free way than was possible 
before successful treatment. 
Unfortunately, Szurek does not de- 
fine psychotherapy, but he certainly does 
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not mean by it suggestion or the at- 

to achieve greater repression, or 
bolstering up and strengthening de- 
fenses, or manipulation of the patient or 
his environment. All these may be help- 
ful, in the sense of making a patient feel 
better, or adjust better, but, unless I 
misunderstand Szurek, he would not 
consider them psychotherapy. The 
model which is always before him, and 
the reader, is that of classic psychoanaly- 
sis: five or six times a weck, a number of 
years in duration, the patient on the 
couch using free association as much as 
his defenses will permit him to do so, 
with the analyst essentially neutral, 
intervening only to interpret as he sees 
the pattern of the patient's conflicts, 
defenses and resistances as they are 
brought together into the strand of the 
transference neurosis. The analyst's 
work, through focusing his free-floating 
attention, is to observe: to observe the 
patient's total behavior in the situation, 
not only as the patient talks, but as he 
is silent; not only as he lies still upon the 
couch, but as he moves. The patient's 
task is to report whatever passes through 
his mind, and to attempt to convert into 
words not only his feelings, but his sen- 
sations. In a sense, it is the task of the 
analyst to teach the patient how to 
analyze himself, so that after the term- 
ination of treatment, the patient can 
continue to apply and work through the 
insights he has gained. 

Szurek does not attempt to justify 
this as a model, and as a successful means 
of achieving abiding changes in person- 
ality. He assumes these, and does so on 
the basis of the now more than fifty 
years of clinical experience with this 
method. But if this method is known to 
be successful, then a further assumption 
can be made: that the body of psycho- 


al theories and facts on which the 
od rests is valid. Now since this 
que and this theory work to pro- 
lace lasting and integrated changes in 
personality, it is Szurek's contention 
any form of psychotherapy which 
"not classic psychoanalysis must still 
upon the knowledge and use of psy- 
alytic theory and psychoanalytic 
thnique. Psychotherapy must, in some 
or other, be a form or variant of 
hoanalysis. Whatever results psy- 
rapy achieves come about be- 
cause of its closeness to the techniques 
ind the theory of psychoanalysis. The 
del which is employed in this book 
does not allow for alternate versions 
of psychic structure and process, the one 
o be used for classic psychoanalysis, the 
Other for psychotherapy. 
Explicitly, Szurek suggests that there 
five factors common to both psycho- 
therapy and psychoanalysis: "1) The 
re or the severity of the patient's 
disorder, or both; 2) the skill of the an- 
lyst or therapist; 3) the frequency of 
analytic or therapeutic sessions; 4) the 
total number of sessions or the duration 
of the analysis or therapy; 5) that factor, 
| perhaps compounded from the first four, 
| but still independently describable, 
"Which has been called the analytic, or, 
more generally, the therapeutic situa- 
fion." These five factors are di 
— from the standpoint of psychotherapy 
and classical psychoanalysis. However, 
the weight of the discussion is on the 
| Side of psychoanalysis, with the implica- 
tions for psychotherapy raised in the 
form of questions. 
The second part of the book, “Some 
| Aspects of the Classical Psychoanalytic 
- Situation,” consists of the following: 
a discussion of the task of the analysand, 
n with special attention on the analysand's 
= 
v 
= 


converting of sensations, pauses and 
blocks into speech; a chapter on the role 
of the analyst; one on pro- 
cesses; the problem of acting out, both 
within and without the analytic hour; 
and finally, three pages on behavior and 
ego functioning. | would recommend this 
section of the book to any serious stu- 
dent of psychoanalysis, Much can be 
learned from it by even the advanced 
student. 

The third section of the book, en- 
titled “The Therapeutic Situation in 
Psychotherapy,” is short, consisting of 
27 pages. Basic to this section is Szurek's 
feeling that rational can 
differ from psychoanalysis essentially in 
the reduction of the number of weekly 
sessions. This part of the book, the one 
most closely devoted to psychotherapy, 
does not state rules for the conduct of 
psychotherapy. It raises questions; it 
formulates problems. It warns of pos- 
sible dangers. It is not a condensed 
manual of rules for the conduct of psy- 
chotherapy. Szurek discusses in some 
detail whether the use of the couch, the 


up procedures as the strengthening 
and attacking of defenses. 

With regard to the use of the couch 
in otherapy, Szurek takes the posi- 
tion that while it may be contraindicated 
for certain patients under certain condi- 
tions, there is no general reason why the 
couch should not be used. With regard 
to free association, it is Szurek's position 
that from the analysis of the narcissistic 
neuroses, and of children, sound analytic 
work can be done without the use of free 
association. But the therapist should 
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always, in psychotherapy, aim in the 
direction of having the patient free asso- 
ciate, As far as the so-called relentless 
regression of the analytic situation is 
concerned, it is Szurek's feeling that the 
skill of the analyst, his neutrality, his 
ability to follow the patient without be- 
coming anxious or frightened, and the 
therapist's remaining always in an 
equidistant position from the psychic 
structures, will negate the regression, aid 
integration, and help to bring psycho- 
therapy closer to the model of classic 
psychoanalysis. Szurek differentiates be- 
tween that therapeutic work which 
strengthens repression, and that which 
tries to inhibit acting out. The latter he 
regards, and correctly so, in my opinion, 
as a positive help to the patient, and 
neither.an attack upon, nor a strengthen- 
ing of defenses. The former, the aiding 
of repression, he regards as a danger to 
therapy, and to mental health. The 
final section points out that it is still 
not known whether working through is 
possible with reduced frequency of ses- 
sions, but with a possibly longer duration 
of therapy. It is also not known exactly 
what the effects are upon the therapist 
and patient of longer than daily intervals 
between sessions, or whether these ef- 
fects may be either positive or negative. 
These and the other questions posed in 
this book should be the subjects of re- 
search. 

One quality of the book I should like 
to call to the reader's attention. The 
book is completely without polemical 
qualities, and without bitterness. It does 
not attack those who have other views. 
It holds serenely and firmly to the posi- 
tion of the author. I can give the spirit 
of the book in no better way than by 
quoting from the final paragraph: “If the 
therapist is becoming more and more of 
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a psychoanalyst with the particular pa- 
tient, then his work cannot be other than 
psychoanalytic, or, perhaps more pre- 
cisely, it will be moving steadily towards 
a classic psychoanalytic situation. ... 
Then we may perhaps further refine the 
‘gold of analysis’ or transmute it into 
an element even more rare on the earth 
—when we must work in the most ad- 
verse of circumstances. We may then 
need less and less to alloy our procedures 
with some baser element like the 'cop- 
per of suggestion.'" I should add only 
that if Szurek is correct, the psychother- 
apist will require the full training of the 
psychoanalyst. The finer the material 
one works with, the greater the skill 
needed. Sidney Axelrad 


Tue Prosiem or DreLiNQUENCY. Edited 
by Sheldon Glueck. Boston: Hough- 
ton Mifflin, 1959. pp. 1183. $10.50. 


This monumental tome undertakes 
to bring together a wide variety of sig- 
nificant contributions on the subject 
“which will reflect the intricacies of the 
problem and assist in training prospec- 
tive prosecutors, judges, probation and 
parole officers, clinicians, social workers 
and others in an appreciation of its 
ramifications and implications.” Of 
course, this is a large order. In the judg- 
ment of the reviewer it is well accom- 
plished, but its very range and variety 
make the book difficult to review. 

Part I deals with “Incidence and 
Causation.” Chapter 1, “Incidence and 
Measurement of Delinquency,” includes 
an article by Fred J. Murphy, Mary M. 
Shirley and Helen L. Witmer dealing 
with the incidence of hidden delin- 
quency. 

Section II of Part I is entitled 
“Theories and Findings Regarding 
‘Causes’ of Delinquency.” Chapter 2 


deals with “Cause and Effect in Bio- 
social Problems Involving Delinquency.” 
Chapter 3 deals with the “Anthro- 
pologic-Biologic (Hereditary-Constitu- 
tional) Aspects of Delinquency" and in- 
dudes among other articles the oldest re- 
in the book, "Introduction to 
Criminal Man" by Cesare Lombroso 
(1911), *A Critique of Lombrosianism” 
by Charles Goring, and “The Role of 
Constitution” by Sheldon and Eleanor 
Glueck. This last is an application of 
William Sheldon’s somatotyping to the 
problem of delinquency. Chapter 4 deals 
with “Psychologic Aspects of Delin- 
Chapter 5 deals with “Psychiatric 
and Psychoanalytic Aspects of Delin- 
quency.” Bernard Glueck has a sum- 
mary of “Analytic Psychiatry and 
Criminology,” and there follow articles 
by R. L. Jenkins and Lester Hewitt, 
Abram Blau, Blau and Wilfred C. Hulse, 
and George E. Gardner. A final section 
by Sheldon and Eleanor Glueck is based 
on a Rorschach examination of delin- 
quents and nondelinquents by Ernest G. 
Schachtel and Bryant A. Moulton. It 
emphasizes a negative association of 
neuroticism with delinquency and the 
Positive association with asocial “primi- 
tive" poorly adjusted personalities, and 
of psychopathy with delinquency. 
Chapter 6 is “Family Life and Delin- 
quency.” Chapter 7, "School Influ- 
ences and Delinquency,” has an article 
by Edward H. Stullken on “The Schools 
and the Delinquency Problem.” Chapter 
8, “Sociocultural Aspects of Delin- 
quency,” includes an article on “Gang 
Membership and Juvenile Misconduct” 
by William W. Wattenberg and James J. 
Balistieri, dealing with 5,878 adolescent 
boys “interviewed on complaint” by 
Detroit police officers. Those boys who 
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belonged to gangs differed from nongang 
boys in showing more frequency of com- 
ing from easygoing homes and living in 
socioeconomically low neighborhoods. 
The nongang members tended to come 
from tense and depriving families. In 
predicting repetition of delinquency by 
these boys, socioeconomic indices had 
greater value in the case of gang mem- 
bers, and family indices in the case of 
nonmembers. 

An article in this chapter by Clifford 
Shaw and Henry McKay on "Urban 
Areas and Delinquency" and another by 
Henry McKay on “The Neighborhood 
and Child Conduct” emphasize the role 
of neighborhood disorganization in the 
genesis of delinquency. An article by 
S. N. Eisenstadt from Israel reprinted 
from the British Journal of Delinquency 
discusses “Delinquent Group-Forma- 
tion Among Immigrant Youth.” A final 
reprint is from the United Nations, “A 
Brief Outline of Factors Influencing De- 
linquent Behavior.” 

Chapter 9 deals with “Theories of 
Delinquency Causation.” An article by 
S. Kerson Weinberg on "Theories of 
Criminality and Problems of Prediction" 
compares two types of theories of crime, 
crime as delinquent behavior and crime 
as learned behavior. Arthur L. Beeley 
presents a *Sociopsychological Theory of 
Crime and Delinquency" in terms of 
factors which enfeeble self-control and 
factors which enfeeble social control. The 
section closes with two reprints from 
Sheldon Glueck on “Crime Causation” 
and “Theory and Fact in Criminology.” 
The latter especially is based on exten- 
sive studies by the Gluecks, underlines 
the complexity of the problem, and ef- 
fectively demolishes the differential- 
association theory of Sutherland as an 
adequate explanation of delinquency. 
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Part II deals with “The Juvenile 
Court and the Law" and includes an ex- 
position of the Glueck tables for predict- 
ing the response to various types of 
treatment. 

Part III. deals with "Treatment"; 
Section I, with “Types of Disposition 
and Treatment.” Chapter 21 is on 
“Probation and Its Adjuncts," Chapter 
22 on “Foster Home Care." Chapter 23 
on “Institutional Care" includes a fas- 
cinating reprint from William and Joan 
McCord comparing the effects of the 
Wiltwyck School for Boys with an un- 
named "typical public reformatory." 
Chapter 24 deals with “Hospital Care.” 
Chapter 25 is on “Institutional Person- 
nel" Chapter 26 begins Section Il: 
“Techniques of Treatment.” Chapter 27 
deals with “Individual Psychotherapy.” 
This chapter includes articles on “Child 
Therapy Procedures” by Stanislaus A. 
Szurek, “Treatment of the Pseudo- 
social Boy” by Ruth Topping, and 
“Specific Factors Determining Anti- 
social Acting Out” by M. E. Giffin, 
A. M. Johnson, and E. M. Litin. 

Chapter 28 deals with "Group 
Therapy" and is divided into three 
parts. Part A deals with “Group 
Therapy Proper." Part B, relating to 
“Work with Gangs,” includes “An Ap- 
proach to Antisocial Street Gangs" by 
James R. Dumpson and "Establishing 
Relations with Antisocial Groups and an 
Analysis of Their Structure" by Lloyd T. 
Delaney. Part C is on “Camp Work." 
Chapter 29 deals with “‘After-Care” and 
Chapter 31 is an article by the Gluecks 
on "Post-Treatment Behavior." 

Part IV deals with the “Prevention 
of Delinquency." The Gluecks explain 
their prediction tables in Chapter 32. 
Chapter 33 deals with “Preventive 
Philosophy, Programs and Devices." 
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This includes an article on "Organiza. 
tion for Delinquency Control" by 
Lowell J. Carr. 

Probably no two editors would select 
quite the same articles for an extended 
coverage in this field. This selection is 
very broad and highly varied yet, in the 
opinion of this reviewer, achieves an ex- 
cellent general balance. The contribu- 
tions of the Gluecks themselves are of 
course well represented, but to this re- 
viewer they do not seem at all out of 
balance. Each chapter is introduced by 
some general discussion by Sheldon 
Glueck which should help the reader un- 
familiar with the field to achieve an 
orientation. Richard L. Jenkins 


Youxc CuitpgEN 1N Hosrrrars. James 
Robertson. New York: Basic Books, 
1959, pp. 136. $3. 


For some years there has been an in- 
creasing and a gratifying trend toward 
direct observation of children in a vari- 
ety of clinical settings in order to clarify 
certain emotional problems. Under the 
guidance of John Bowlby, Mr. Robert- 
son, the author of this text, has assidu- 
ously tackled the specific problem of 
children in hospitals. In this he has been 
guided by the work of his brilliant Eng- 
lish predecessors, Charles West in the 
last century, and Sir James Spence in 
this one. The present book brings up to 
date, in a most easily readable form, the 
summary of his work over the years an 
a series of recommendations concerning 
the reorganization of hospitals better to 
meet the needs of both mothers and their 
children. d 

Mr. Robertson again outlines previ- 
ously described stages of children set- 
tling into the hospitals—the protest, 
the despair, and then the denial that the 
child experiences in becoming adjusted 


i o pital setting, even in a very brief 
me. He emphasizes once more the 
critical younger age periods which 
most destructive because of the 
ig dependency relationships to the 


ollowing two case histories of chil- 
with different periods of hospital 
“stay, he outlines procedures best suited 
to present knowledge of hospital man- 
a t. He points out that the ad- 
- mission of both mother and child is the 
‘optimal method for handling the separa- 
on problem but adds a variety of ex- 
r concerning the organization 
‘such a procedure. 
— The problems of unrestricted visits; 
preparation for the hospital; and of 
“the feelings of parents are covered ina 
similar fashion, with considerable de- 
‘tail given to the ways in which changes 
routine can be carried out. Mr. Rob- 
-ertson feels that this is highly im- 
. portant because of the variety of feel- 
- ings in administrators and hospital au- 
‘thorities toward such changes. 
— . His studies have led to certain con- 
cerns about misconceptions relative to 
substitute mothering. He points out the 
confusions that can arise in a child’s 
mind when everyone is picking him up 
and caring for him, even though this 
may be well intentioned. Furthermore, 
- he notes that the organization of volun- 
teers as a method of substitute mother- 
ing may also lead to considerable confu- 
sion in the child’s mind. In addition, it 
may serve as a diversion from some 
fundamental thinking as to how mothers 
themselves can be used in the process 
of caring for the children. 
One cannot fail to subscribe to Rob- 
ertson's conclusion that the methods 
_ Which he describes, as well as the cau- 
tions and pitfalls, will definitely lead to a 
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more normal expression of the emotions 
and behavior of children. This in itself 
should make the care of children easier 
and perhaps even reduce the hospitaliza- 
tion of children. 

It has been suggested previously 
that not all of Mr. Robertson's methods 
are entirely applicable to the American 
culture. It is the feeling of this reviewer, 
however, that the principles which he 
elaborates are sound and that our major 
need is to try to understand these princi- 
ples in the light of our own cultural pat- 
terns about visiting and hospital care. 
We still lack studies of what a commu- 
nity expects of mothers and how much 
pressure this puts on them to do some- 
thing which may be in opposition to 
their fundamental drives toward their 
children. Transportation and living 
problems in hospitals in this country are 
certainly different from those which 
Mr. Robertson describes. There is, 
therefore, still need for a" continuing 
study of how best to adapt these well- 
enunciated principles so that the goals, 
which he has laid out so clearly, can be 
achieved. Henry H. Work 


PsycHoLocy or THE CHILD: Personal, 
AND DisTurBeD CHILD Dz- 
VELOPMENT. Robert I. Watson. New 
York: Wiley, 1959. pp. 662. $6.95. 


Watson's entry to the increasing 
field of recent texts in child psychology 
has both assets and liabilities. Its con- 
tent is sufficiently complete and care- 
fully handled so that the book should be 
quite useful as a text for sound instruc- 
tion in child psychology. While the au- 
thor is essentially a clinician, his book 
displays clinical emphasis in only two 
senses: 1) the stated belief that findings 
from clinical child psychology have 
tended to be much neglected in other 
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child psychology texts, and 2) the inclu- 
sion of three chapters devoted more or 
less exclusively to consideration of dis- 
turbances in child development. 
According to the preface, the ex- 
pressed aim of this text is to integrate 
learning theory and psychoanalysis as 
approaches to the study of childhood, 
and the chosen procedure is through 
presentation of considerable detail about 
certain selected empirical studies rather 
than through extensive cataloguing of 
research findings. The author thus 
insulates himself to some degree from 
criticism for omission of particular sig- 
nificant research material, stating his 
criterion for exclusion of various studies 
as one of relevance to his intended goals. 
One may, however, more directly criti- 
cize the extent to which the intended 
integration of learning theory and psy- 
choanalysis is actually attained. The 
book is unfortunately handicapped in 
achieving this goal by its rather com- 
partmentalized presentation of each of 
these two approaches to various develop- 
mental phenomena. In most cases, inte- 
gration is limited merely to conclusions 
that the two positions are not mutually 
contradictory or logically incompatible. 
An introductory chapter dealing 
with the history of child study implies 
that Watson holds for a “psychology of 
the child” abstracted and apart from 
“general developmental psychology.” 
He is critical of early approaches to the 
study of children for having directed at- 
tention toward childhood as prepara- 
tory for adulthood, and for having lost 
sight of the child as such. The book it- 
self, however, is essentially concerned 
with discussion of developmental 
changes in various aspects of human be- 
havior from infancy through the early 
school years, and the fact that it ex- 


cludes consideration of further changes 
after the onset of pubescence seems to 
represent only an arbitrary, rather than 
a logical, delineation of “child psychol- 
ogy.” 

A very good chapter concerning 
methods and techniques of scientific 
study of the child, a chapter on “De- 
velopment” (which contains a thorough 
and up-to-date discussion of research 
evidence on imprinting and the critical 
period hypothesis), and adequate thumb- 
nail outlines of ‘“behavior-social learning 
theory” and “‘psychoanalytic theory” as 
approaches to the study of personality 
development round out the initial sec- 
tion of the book, “History and Princi- 
ples.” The tendency toward oversimplifi- 
cation of certain concepts in such abbre- 
viated presentations of two rather com- 
plex theoretical positions is perhaps in- 
evitable; however, excellent chapter 
summaries following each presentation 
serve well to integrate the presentation 
and to correct earlier apparent over- 
simplification, 

The book’s subtitle, “Personal, So- 
cial, and Disturbed Child Develop- 
ment,” is evidently intended to describe 
the basic plan of organization for the 
text: the presentation of material dealing 
with personal psychological develop- 
ment, with psychosocial development, 


and with disturbances in the course of 


development of the child. Following the 
initial section on history and principles 
of child psychology, three chronologi- 
cally defined phases of childhood (In- 
fancy, extending from birth through 
the second year, Early Childhood, ex- 
tending from about age two to about 
age five or six, and Later Childhood, ex- 
tending through the elementary school 
years) are each considered in separate 
chapters dealing with psychological de- 
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velopment, psychosocial development, 
and disturbances in development. The 
distinction between "psychological" and 
"psychosocial" development appears not 
to be solely a matter of emphasis on non- 
social or social variables respectively; in 
general, the discussions of “psychologi- 
cal development” present normative 
data on the development of specific re- 
sponse patterns or molar behavioral 
units, while the discussions of “‘psycho- 
social development” present interpreta- 
tive considerations of the dynamics of 
development first from a learning theory 
point of view and then from a psycho- 
analytic point of view. While the author 
states clearly his conviction that "psy- 
chological disturbances of infancy and 
childhood are exaggerations and distor- 
tions of normal development” (p. 285), 
his discussion of disturbances is only 
very loosely integrated with his discus- 
sion of “psychological” and “psycho- 
social” development. The selection of 
this mode of organization for the text, 
according to Watson, was designed to re- 
tain emphasis on “‘the whole child,” and 
to avert artificial segmentation of phe- 
nomena under topical headings such as 
“emotion,” “learning,” “social develop- 
ment,” “personality,” and the like. Un- 
fortunately, the emergent format of the 
book proves somewhat awkward and un- 
wieldy, especially in terms of integrating 
both social and nonsocial aspects of de- 
velopment with childhood disturbances 
considered to represent aberrations of 
development. 

The shortcomings of this text, then, 
for the most part appear to lie in the area 
of integration. The consecutive, but dis- 
Crete, presentation of learning theory 
and psychoanalytic approaches to the 
study of child development does not af- 
ford convenient integration of specific 


concepts within each conceptual frame- 
work. The separated discussions of de- 
velopmental disturbances do not afford 
convenient integration of erratic or de- 
viant patterns of child behavior with 
specific exaggerations or distortions in 
development. For example, the discus- 
sion of "Psychological Disturbances in 
Childhood" (Chap. 13) dismisses “con- 
duct disturbances" with only a brief 
consideration of “aggressive, destructive, 
delinquent behavior.” The absence here 
of consideration of distortions of normal 
dependency in the child may be largely 
due to the awkwardness of the basic or- 
ganization of the book, for the chapter 
on psychosocial development in later 
childhood contains an excellent discus- 
sion of the dynamics of both dependency 
and aggression. 

The presentation of research evi- 
dence in this text is worthy of particular 
commendation. The research which 
Watson has selected for review is han- 
dled both critically and cautiously. His 
criticism is objective and clearly stated, 
and he does not appear to be guilty of 
throwing babies away with the bath 
water. Among several discussions which 
might be cited specifically as examples of 
this achievement are his recommenda- 
tions for interpretation of the Sears, 
Maccoby, and Levin maternal interview 
findings, his presentation of Piagetian 
ideas, and his discussion of mutual inter- 
relationships between parent behavior 
and child behavior. All of these discus- 
sions indicate thoughtful assimilation of 
research evidence. 


John W. McDavid 


Basic Issues 1x. Psycutatry. Paul V. 
Lemkau, M.D. Springfield, Jll.: 
Charles C Thomas, 1959. pp. 106. 
$3.50. 


This book consists of a series of lec- 
tures to a group largely composed of 
general practitioners; the course was 
sponsored by the American Academy of 
General Practice. 

The material is presented simply and 
lucidly, and with none of the not uncom- 
mon overtones of talking down to an un- 
sophisticated audience. The series takes 
off from a discussion of the magnitude of 
mental health problems, and its presen- 
tation, as is to be expected, is expert and 
inclusive, This is an area to which the 
author himself has made distinguished 
contributions and of which he has a 
truly encyclopedic knowledge. The chap- 
ter on “The Preservation of Central 
Nervous System Tissues,” which is en- 
livened by an interesting discussion of 
causation (the author thinks of it in 
terms of two major classes: those due 
primarily to brain damage and those 
caused by malfunction of an intact 
brain), is illuminating and instructive. 

I found the chapters on “The Preven- 
tion of Psychogenic Illness" and “The 
Treatment in Psychiatry” somewhat 
less satisfactory. Obviously, the author 
worked under serious time limitations, 
and furthermore had to pitch the ma- 
terial to what he knew to be his audi- 
ence’s interests, capacity and prior 
knowledge of the subject. It is largely a 
matter of emphasis and selection; I 
realize that I write from my own bias 
as a psychoanalyst. Thus, I found Lem- 
kau’s discussion of psychoanalysis and 
such things as the meaning of the trans- 
ference rather meager and inadequate, 
but all such judgments must be tem- 
pered by recognition of the considera- 
tions mentioned. 

The book concludes with an interest- 
ing chapter on “Administration of Psy- 
chiatric Programs,” perhaps the most 
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rewarding chapter in the book, illu. 
minated with flashes of wit and a good 
historical sense as well. 

All in all, for the audience to which 
it is directed and for psychiatrists who 
are engaged in teaching their medical 
colleagues, this is a useful and contribu- 
tory book. Sol Wiener Ginsburg 


Group Processes: TRANSACTIONS OF 
THE Fourrn (1957) Conrerence. 
Edited by Bertram Schaffner, M.D. 
New York: Josiah Macy, Jr. Found- 
ation, 1959. pp. 266. $4.50. 


This is the fourth and last of the con- 
ferences on group processes, and a par- 
ticularly stimulating one. Those readers 
who have acquainted themselves with 
this Josiah Macy, Jr. Foundation Pro- 
gram will know that these meetings are 
as much documents of the group pro- 
cesses of the participating members as 
they are of a specific topic. There are 
four formal presentations: two given by 
Fritz Redl on “The Impact of Game- 
Ingredients on Children's Play Behav- 
ior,” and “Implications for Our Current 
Models of Personality"; one by Alex 
Bavelas on “Group Size, Interaction, 
and Structural Environment," and the 
last one by Konrad Z. Lorenz on “The 
Role of Aggression in Group Forma- 
tion." 

The material offered for discussion to 
the group was based on excellent and 
minute observations of man and ani- 
mals, and given by Redl and Lorenz in 
such rich descriptive language that it will 
continually surprise and please the 
reader. Take some of Redl’s talented 
formulations when he classifies certain 
roles—‘‘the ways and means organizer,’ 
“the overgroup ambassador,” “the long 
range goal reminder," “the gossip culti- 
vator,” etc. The theoretic inferences are 


J 
> 


„only after careful description of 
al data of behavior. The study of 
r fantasy life of children has not been 
systematically, and Redl's 
are therefore particularly 


F Bavelas uses a very simple test situa- 
ion to show complicated mechanisms 
_ and theoretical guidance in communica- 
tion. 
— Lorenz continues to discuss his geese, 
~ and offers his unique investigation into 
i jon and ritual formation which 
cannot but help in strengthening the 
and research of human behavior. 
| The discussion attempts to bridge 
differences between the various 
ds. You will enjoy exploring in un- 
ed territory, grateful for the oppor- 
ty to participate as a reader in the 
-take discussions. 
— "Taking advantage of Dr. Fremont- 
"Smith's inviting suggestions, I would 
E these: Could the participants state 
- in their introduction the theoretical prin- 
ciple which they bring to their work and 
offer for further testing? Could the editor 
"summarize the central point of the dis- 
cussion and questions left open at the 
end of each chapter? The transactions 
of this fourth conference will be reward- 
- ing reading. The editor, Bertram Schaff- 
ner, must have worked diligently to pre- 
sent it in this well-organized form. 
[ Peter B. Neubauer 


_ Group PSYCHOTHERAPY: THEORY AND 

-— Practice. J. W. Klapman, M.D. 2d 

ed. New York: Grune & Stratton, 
1959. pp. 301. $6.75. 


I have not been able to compare this 
. Second edition with the first book, which 
. appeared in 1946, nor has the author 
. given any indication in his preface of 
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how many, and what kind of changes he 
has made. 

This book is a general introduction to 
group therapy, well organized, and 
clearly written. It covers many facets 
from theory to practice, describing the 
various forms of techniques and settings 
within which group therapy has been 
practiced. The author's interest also 
covers many of the different schools of 
psychoanalysis and psychiatry, and 
their influences on group therapy. It is 
this wide range of interests which leads 
every so often to the shortcomings of 
this book. So much is covered that some- 
times it appears to be misleading because 
of the abbreviations necessary. For in- 
stance, if a topic such as “the signifi- 
cance of free association” is discussed 
within half a page, it is not surprising 
that this very important technical tool 
can be dealt with in only the most cur- 
sory way. This is also true for transfer- 
ence, selection of members, group milieu, 
and many other of the factors which dif- 
ferentiate group from individual ther- 
apy. Furthermore, when the author dis- 
cusses the different schools of psycho- 
analysis, he simplifies the problem, and 
without investigating the further theo- 
retical implications to be faced in our 
field, he gives opinions based on formu- 
lations, which appear highly doubtful. 
As an example, he quotes “Corsini’s divi- 
sion of group psychotherapy practices 
of three categories: (1) intellectual, (2) 
emotional, and (3) actional.” Then he 
continues, “Taking three well known ex- 
ponents of these categories he demon- 
strates convincingly how each of their 
respective approaches is a function and 
factor of their personalities, e.g., Freud: 
psychoanalysis (intellectual), a detached 
objective, scientific methodology. Carl 
Rogers: client-centered therapy (emo- 


tional or affectional), the warm, accept- 
ing, kindly personality. J. L. Moreno 
(psychodrama-actional), a dynamo of 
energy and activity.” 

This book, therefore, is a good intro- 
duction to the field, but the reader needs 
to maintain his objective evaluation of 
the data presented, and the theories 
which the author summarizes. In addi- 
tion, it would be of value if the many 
questions which still exist in group psy- 
chotherapy could have been discussed 
more explicitly. 

Peter B. Neubauer 


PsvcuoaNALYsIS, Scientiric METHOD 
AND PnuiLosoprHvy: A Symposium. 
Edited by Sidney Hook. New York: 
New York University Press, 1959. 
pp. 370. $5. 

This book is the report of a sym- 
posium of the New York University In- 
stitute of Philosophy held in March 
1958, in which psychoanalysts and 
philosophers discussed the scientific 
status of psychoanalysis. The book con- 
sists of four parts: 1) “Psychoanalysis 
and Scientific Method," 2) “Psycho- 
analysis and Society,” 3) "'"Psycho- 
analysis and Philosophy,” 4) Discussion, 
Criticism, and Contributions by Other 
Participants.” There were 28 contribu- 
tors: 4 Psychoanalysts, 18 Philosophers, 
and 6 were the disciples of Psychology 
and Sociology. 

Three psychoanalysts, J. A. Arlow, 
H. Hartmann and L. S. Kubie, shared 
the more classical or orthodox Freudian 
point of view and A. Kardiner repre- 
sented a more neo-Freudian point of 
view. The philosophers might be con- 
sidered in a continuum from those whose 
point of view was strictly of the aca- 
demic philosophical attitude, E. Nagel, 
S. Hook and D. C. Williams, to the 
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other extreme in which one of the phi. 
losophers, M. Lazerowitz, applied psy. 
choanalytic interpretation to philos. 
ophy. There were some philosophers who 
ranged in between with a more sym. 
pathetic approach to psychoanalysis, 
with an appreciation of the clinical as. 
pects and an awareness of the fact that 
psychoanalysis deals with personal prob- 
lems of human beings—F. W. Gramlich, 
R. Demos. E. van den Haag, J. Hospers 
and M, Lazerowitz. 

From the above it must be clear that 
it would take someone well grounded 
both in psychoanalysis and in philosophy 
to review this book adequately and 
neutrally; however, inasmuch as the 
reviewer is a psychoanalyst his particu- 
lar bias will be apparent. In the argu- 
ments by the philosophers whom I have 
designated as academic philosophers, 
one feels this lack of familiarity with 
the subject matter of psychoanalysis; 
that is, that it deals with the behavior of 
human beings. The attempt to apply 
philosophic criteria and scientific meth- 
odology to data with which one has not 
had intimate contact makes for extreme 
difficulty. On the other hand, similar 
criticism might apply to psychoanalysts 
in trying to present psychoanalysis as a 
science. This book reflects the same type 
of problems which one encounters when 
professional individuals are not well 
versed in the two disciplines that they 
are discussing. 

A. Kardiner repeats the criticism 
“that Freudian analysis did not know 
how to include the environment,” but he 
is admirably answered by E. van den 
Haag in his presentation “Psychoanal- 
ysis and Its Discontents.” E. van den 
Haag and A. Flew came to the defense of 
M. Lazerowitz’s paper on the relevance 
of utilizing psychoanalytic concepts !? 


L S. Kubie, in his paper on 
' ysis and Scientific Method,” 
the fact that psychoanalysis 
been primarily a therapeutic tool, 
í recommends the use of psychoanal- 

sis for pure research. The reviewer 
ze that such a separation could ever 
“take place. One of the most tolerant dis- 
cussions was given by R. Demos in his 
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paper “Psychoanalysis: Science and 
Philosophy.” Incidentally, it is mellow, 
wise, humane and humorous as far as 
this reviewer is concerned. 

What would have happened if phil- 
osophers such as J. Read and J. Rich- 
field, who have had close contact with 
psychiatrists and psychoanalysts, had 
participated in this symposium? 

Joseph J. Michaels 


BOOKS AND PAMPHLETS RECEIVED 


Hock, Alfred, M.D. Reason and Genius: 
Studies in Their Origin. New York: Philo- 
sophical Library, 1960. pp. 138. $3.75. 

Kurtz, Russell H. (Ed.). Social Werk Year 
Book 1960. New York: National Associa- 
tion of Social Workers, 1960. pp. 767. 
$8.50. 

Lichtenberg, Philip, Ph.D., Robert Kohr- 
man, M.D., and Helen Macgregor, MSS. 
Motivation for Child Psychiatry Treatment. 
New York; Russell & Russell, 1960. pp. 
220. $5. 

May, Rollo (Ed.). Symbolism in Religion and 
Literature. New York: George Braziller, 
1960. pp. 253. $5. 

Robison, Sophia M. Juvenile Delinquency: 
Its Nature and Control. New York: Holt, 
1960. pp. 546. $6.75. 

Ross, Alan O., Ph.D. The Practice of Clinical 
Child Psychology. New York: Grune & 
Stratton, 1959. pp. 275. $5.75. 

Sarason, Seymour B., et al. Anxiety in Ele- 
mentary School Children. New York: 
Wiley, 1960. pp. 351. $7.75. 

Weinstein, Eugene A. The Self-Image of the 
Foster Child. New York: Russell Sage 
Foundation, 1960. pp. 80. $2. 


NOTES AND COMMENTS 


THIKTY-EIGHTM ANNUAL MEETING 


The Thirty-Eighth Annual Meeting 
of the Association will be held in New 
York City on March 23, 24 and 25, 1961. 

For the first time in some years the 
various sessions of the meeting will take 
place in a single hotel, the Statler-Hil- 
ton, This hotel is undergoing major re- 
modeling in some of its principal areas 
during the summer of 1960. We look 
forward to sufficiently extensive meet- 
ing space to house the sessions that are 
so well attended when the Association 
has its Annual Meeting in New York 
City. 

The Cochairmen of the Program Com- 
mittee, Dr. Alfred Freedman and Mr. 
Mortimer Schiffer, report a large number 
of abstracts submitted for Committee 
consideration. Currently some 235 ab- 
stracts have been received from all parts 
of the country and from Canada. Many 
of these abstracts include proposals for 
panel discussions, symposia and work- 


The Call for Papers invited particu- 
lar attention to the six projects set up for 
World Mental Health Year. These 
areas include: 1) needs of children, the 
world-wide state of childhood mental 
health; 2) cross-cultural surveys of atti- 
tudes to mental disorders; 3) mental 
health teaching in professional educa- 
tion; 4) mental health in developing 
industrialization; 5) psychological prob- 
lems of migration; 6) psychological 
problems of the aged. The Program 
Committee, as well, welcomed abstracts 
on topics of particular interest to the 
Association membership. 

The Program Committee has given 
careful consideration to the planning of 
workshops, panel discussions, symposia 


and other types of sessions. In addition 
to case workshops and a variety of sub. 
ject workshops the Committee will set 
up about five workshops as an experi- 
ment in workshop design. This small 
group of workshops will be carefully 
structured, with detailed planning by 
the chairmen and resource participants, 
Material will be prepared in advance 
and sent to those registered for these 
sessions. It is planned to have careful 
reporting of these workshops. Efforts 
will be made to evaluate this carefully 
designed and structured workshop or- 
ganization. The Committee also plans 
to set up several preregistered panel 
sessions providing for an attendance of 
100 to 125. Several symposia are in the 
process of planning, including such 
subjects as "Intensive Treatment of 
Adolescents," "Evaluation of Psycho- 
therapy," as well as a variety of other 
subject matter. 

The Presidential Session will be con- 
cerned with the child as he is confronted 
with the stresses of physical illness and 
hospitalization. 

We look forward to a high level of 
membership participation in the 1961 
meeting. 

Witttam S. Lancrorp, M.D. 
President 


SoL WIENER GINSBURG 
Itis with deep sorrow that we report 
that our friend and colleague Dr. Sol 
Wiener Ginsburg died on July 2. Dr. 
Ginsburg was for many years a member 
of the Editorial Board of THE JOURNAL. 
An obituary will appear in a later issue. 


GENERAL : 
'The Association for Psychiatric 
Treatment of Offenders, 9 East 97th St., 
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York 29, announces the formation 
Massachusetts Chapter, the charter 
bership of which includes the direc- 
of all 13 Massachusetts Court 
Clinics; a Northern California Chapter; 
da Florida Chapter. 
The APTO has also formed a Clergy 
ittee, for the purpose of acquaint- 
tymen with the latest techniques 
rehabilitation of delinquents, and 
the areas of cooperation be- 


igned primarily for members of the 
y professions dealing with the prob- 
n. The first six publications are now 
ble and can be purchased from the 
intendent of Documents, U. S. 
k ment Printing Office, Washing- 
‘ton 25, D. C. They are: 1) The Children’s 
3 w and Juvenile Delinquency (30¢); 
72) Sociological Theories and Their Im- 
plications for Juvenile Delinquency (156; 
8) Selected, Annotated Readings on Group 
Services in the Treatment and Control of 
| Juvenile Delinquency (156; 4) Delin- 
“quency Prevention—The Size of the Prob- 
dem (156); 5) Identifying Potential De- 
linguents (104); 6) Family Courts an 
| Urgent Need (156). Some ten more pub- 
ications will be available later. 


Dr. Leo Kanner recently received the 
"First Annual Award of the National 
- Organization for Mentally Ill Children 
- "for distinguished contributions to the 
“understanding of mental illness in 
Children." 


| „Dr. Louise Evans, clinical psychol- 
Ogist, and Dr. Thomas Ross Gambrell, 
physician in general practice, were 
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married in Fullerton, Calif, on Febru- © 
ary 23. Dr. Evans, who willenter private ~ 
practice on a medical referral basis, will a 
continue to use her maiden name pro- 
fessionally. 


Dr. Alfred M. Freedman has been 
appointed Professor al airman of 
the Department of Psy try at New 
York Medical College. 


Dr. Joseph D. Teicher, Director of 
the Child Guidance Clinic of Los An- 
geles, has been appointed Adjunct Pro- 
fessor of Child Psychiatry at the Uni- 
versity of Southern California School of 
Medicine, and Director of the Children’s 
Psychiatric Services of the Los Angeles 
County General Hospital. w 

The closing date for submitting ap- = 
plications for U. S. Government Awards —— 
under the Fulbright Act for University 
Lecturing and Advanced i in 
Europe, United Kingdom Colonial Areas, 
the Near East and the Far East for 
1961-62 is October 1, 1960. Information * 
and application forms from Conference 
Board of Associated Research Councils, — — 
Committee on International Exchange - 
of Persons, 2101 Constitution Ave, — — 
Washington 25, D. C. 

The Institute for the Crippled and . 
Disabled, 400 First Ave. New York 10, i 
announces a Vocational Rehabilitation 
Counseling Internship Program, sup- 
ported jointly by the Office of Voca- 
tional Rehabilitation, U. S. Department 
of Health, Education and Welfare, and 
by the Institute. Enrollment is limited _ 
to United States citizens. Write to Dr. 
Wilfred Haber, Chief, Vocational Re- 
habilitation Counseling Services, In- 
stitute for the Crippled and Disabled. 

The Department of Psychiatry of the 
University of Montreal is organizing an 


* 


s 


international symposium on “The Extra- 
pyramidal System and Neuroleptics” to 
be held at the University on November 
17, 18 and 19. Admission to the sym- 
posium will be* unrestricted but par- 
ticipation will be by invitation only. 
Information from Jean-Marc Borde- 
leau, s Department of Psychiatry, 
Pedes of Montreal, Montreal, 
Canada. 


An International Postgraduate Cere- 
bral Palsy Course sponsored by the In- 
ternational Society for Welfare of Crip- 
ples and United Cerebral Palsy, Inc. 

, will be conducted at the Institute for the 

. Crippled and Disabled, and metropoli- 
tan medical schools and clinics, Septem- 
ber 6-23. Details from Dr. Isabel P. 
Robinault, Institute for the Crippled 
and Disabled, 400 First Ave., New York 
10. 


"The 90th Annual Congress of Cor- 
-rection, sponsored by the American Cor- 
rectional Association (135 East 15th 
St, New York 3), will be held at the 
Denver Hilton Hotel, Denver, Col., 
-from August 28 to September 2. The 
theme of the Congress will be **Correc- 
tions in Retrospect and Prospect." 


-~ ^ The Association for Group Psycho- 


-. analysis will give its courses on “Fun- 


damentals” and “Clinical Problems of 
Group Psychoanalysis" beginning Oc- 
tober 6. Further information from the 
Association, Apt. 4B, 50 East 72nd St., 
New York 21. 


On October 22, there will be an all- 
day Symposium on Paul Federn's "Ego 
Psychology and Its Applications" at the 
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New York Academy of Medicine, 2 East 
103rd St., N.Y.C. The speakers will be 
Martin Bergmann, Yonata Feldman, 
Peter Glauber, and Edoardo Weiss, 


The New York State Federation of 
the Council for Exceptional Children 
will hold its Ninth Annual Conference 
at the Hotel Ten Eyck, Albany, on 
November 3, 4 and 5. The theme will be 
"Mental Health of the Exceptional 
Child." Details from Joseph Fenton, 
President, 25 Bancroft St., Albany 8, 
N 


The American Public Health Asso- 
ciation (1790 Broadway, New York 19) 
will hold its 88th Annual Meeting at the 
Civic Auditorium, San Francisco, Calif., 
October 31-November 4. 


The National Health Council, 1790 
Broadway, New York 19, announces 
that the 1961 National Health Forum on 
“Better Communication for Better 
Health” will be held at the Waldorf 
Astoria Hotel, N.Y.C., March 13-16. 
Granville W. Larimore, M.D., Deputy 
Commissioner of the New York State 
Department of Health, is Chairman of 
the 1961 Forum Committee. 


Human Relations Aids, 104 East 
25th St., New York 10, announces the 
publication of Help Wanted, by Marjorie 
E. Watson and Irving M. Brown, a one- | 
act, six-character play about family re- 
action to the subject of working wives | 
and mothers. The play is designed ex- 
pressly to stimulate discussions by com- 
munity groups. Available in single copies 
at $1.25 each or in producing packets at 
$5 each. 
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SUCCESSFUL ADJUSTMENT: A FRAME OF REFERENCE** 


W. MASON MATHEWS, Pw.D. 
Chairman of Laboratory Teaching, Director of Summer Camp Program, 

| Merrill.Palmer School, Detroit, Michigan 
Ne Thursday, February 25, 1960, I formally open the thirty- 

seventh annual meeting of the American Orthopsychiatric Association. 
To our guest speakers, our members, fellows and friends, I wish to extend 
warmest greetings. Our program is a rich one and I believe one in which each 
of you will find material of great interest and considerable value. Your Presi- 
dent, your Board, Chairmen and members of the Program, Arrangements 
and Public Relations Committees, and your Executive Secretary and the 
staff from the Central Office, will in every way in their power try to make 
these next three days pleasant and successful ones for you. 

Before formally commencing the program with this morning's session, I 
should like to repeat from last year one paragraph of Dr. Stanislaus Szurek's 
opening comments: “May the spirit of this Association's historical eagerness 
tolearn more and more of the whole truth about ourselves and about our fel- 
low men, may the spirit of its tolerance and respect for anyone's relevant 
ideas—ideas which have been independently and freely derived by each and 
every one of us from our work and tested in that work—may this spirit pre- 
side over all our deliberations and thus enhance our individual and mutual 
sense of human dignity!” 

Over recent decades there has been a gradual but clearly increasing trend 
to consider more intently what normal, healthy, successful adjustment is and 
its importance both to the well-being of the individual and to the well-being 
of society. To most efficiently use any of the various approaches to promoting 
better human adjustment, a practical and workable frame of reference is 
essential with which to compare, for any individual, internal patterns, both 
of satisfaction and dissatisfaction; and external behavior patterns, both ac- 
ceptable and unacceptable. Movement of the individual toward successful 
adult adjustment is in large measure related to his internal organization. 
How one learns to perceive, to relate feeling to thinking, to channel, control 
and guide one's desires, is primarily the product of experience combined with 
the innate capacity of the individual to deal with these everyday factors. 
Values and value systems of people become clear or confused as a result o 


* Presidential Address delivered at the 1960 Annual Meeting. 

1 Since it is ultimately necessary to measure growth and adjustment, 
as normal, healthy and efficient, in terms of success I have preferred to use 
ment" as the objective for which a frame of reference both quantitative and 
termined. 


regardless of adjectives such 
the term “successful adjust- 
qualitative needs to be de- 
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the way they experience their world. Experience is the most manageable - 
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variable influencing growth. That Man and Society believe this, is evidenced 
by the efforts of parents, teachers, friends, acquaintances, employers and 
others to influence and manage every type of human behavior; and in the 
mores of such societal institutions as family, school and church; and in the 
very laws of the land. How, to provide experience of the right kind and 
amount to encourage successful adjustment is less clear and at times causes 
tremendous doubt and confusion. Our volatile and changing beliefs about 
child rearing, causes of delinquency, mental illness, learning successes and 
failures, are some examples of such confusion and lack of clearn ss. It is es- 
sential that we learn what successful growth and adjustment is «1d, further, 
determine how to encourage optimal growth and truly successful individual 
and group adjustment. Any improvement over our present methods, tech- 
niques and approaches to helping make man’s adjustment more successful 
would be indeed a real boon to the world. 

A frame of reference firmly anchored to successful adjustment must be suf- 
ficiently flexible to provide a framework within which to understand the 
infant, the toddler, the child in nursery school and in primary school, the 
adolescent, and the adult, young, middle-aged, and old. It must constitute a 
reference standard for the person with things, with ideas and with other 
persons; for people with other people and with true groups of people. Is it 
possible to provide a definition which could encompass all this? I believe itis, 
at least at the operational point. In parent management of children, learning 
successes and difficulties in the public schools, establishing proper goals in 
psychotherapy—in fact, in all work with people a clear definition of successful 
adjustment is mandatory if we are to see where we are going in these areas. 
Where can we seek reliable resources with which to create at least an opera- 
tional definition? One which presupposes that whatever definitiveness is 
achieved for any point in human development must to a large extent hold for 
every other point of development. In an effort to approach a workable defini- 
tion of successful adjustment, ideas from a number of important sources have 
been considered. 

A. H. Maslow describes “self-actualizing” as a process of fulfilling the 
potential inherent in the person (7, Ch. 12). Maslow further believes that à 
person actualizes himself best if his background is full of certain need grati- 
fications. If there have been meaningful experiences, physical satisfaction, 
love, security, and respect, then the individual can be free to self-actualize oT 
achieve successful adjustment. His perception of reality is clearer. He accepts 
himself and others better. He becomes creative, has better autonomy, im- 
proves interpersonal relations and in general has a deeper feeling for self and 
for mankind as a whole. 

William Blatz presents his concept of “independent security” as the state 
of consciousness which accompanies a willingness of a person to accept the 
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uences of his own decisions and actions (2, Ch. 9). This independent 
security comes as learning. It involves a task to be done by the individual, 
who must either actively work at the task or give up. If he works at it, he will 
by overcoming his feelings of inadequacy, and achieving success with the 
"task, thus attain independent security through learning how to solve prob- 
Jems with his work, in interpersonal and intrapersonal relations, and actually 
"iin all areas of his living. 
Harry Stack Sullivan's "non-parataxic interpersonal relations" is defined 
by him as referring to a person with clear, realistic ideas of other people 
which are not unduly confused by past experiences (9, pp. 102-106). This 
implies that there must be a clear awareness of and a belief in oneself as well 
as others. When distortions of reality and ambivalence concerning other 
people commence in the child, it can confuse the meaning of experience so 
that in later life this confusion interferes with accurate perceptions of self, 
other people and situations. Contrariwise, where reality is not greatly dis- 
torted and where the attitudes and beliefs of the so-called “mothering per- 
son” or persons about self and others are realistic and positive, then there 
tends to be little or no confusion in the meaning of experience to the growing 
child and hence he becomes a successfully adjusted adult who is clear about 
self and others and fully aware of interpersonal relations. , 

Alfred Adler uses the term "social feeling" and sees this as involvement 
with all mankind (1, pp. 30-32). To achieve this, the person must have expe- 
rience which will not make his power striving only a means to compensate for 
inferiority, and his competition with others so intense and deadly that there 
can be no way for him to love them (humanistically) or them to love him. 
Rather it is important for him to have experience during growth which per- 
mits warm identification with others and clear feeling of self-adequacy. For 
Adler this identification and self-adequacy seems to be the real focus of per- 
sonality and hence allows for successful adjustment. : 

Erich Fromm's "productive orientation" approaches the understanding of 
human growth in a slightly different way (4). Here the principal idea hinges 
on the individual striving through his life to find real personal meaning 
within his own world. Man, according to Fromm, is filled with immense lone- 
liness. Successful adjustment, then, comes only when man is free enough to 
join with his fellow men in a loving, productive way. Through such experi- 
ences real self-fulfillment can happen—hence better interpersonal relations 
which will lead to a better society- 

Otto Rank speaks of “creativity” as relating to the individual who accepts . 
and affirms his own will and his own individuality (8). The awareness of one- 
self as one really is, with assets and liabilities in clear relief, frees the person 
from false self-images and permits more successful adjustment. Basic to this is 
the assumption that the individual has positive, integrative, constructive 
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elements at the core of his being and that through the use of the will, growth 
toward a satisfying self-concept can emerge; then this self-security will per- 
mit a more reality-oriented interaction with other humans and the world in 
general. E 

Of course, the writing of many other authors provides material of great 
value in attempting a clearer picture of successful adjustment. Those used of 
the many studied were selected because collectively their major assumptions 
typify most sources of material throwing light on the mature, healthy, nor- 
mal, i.e., successfully adjusted, personality. How to combine these basic 
criteria into one definitive statement broad enough to allow for all levels of 
development and varying situational conditions is a problem. Reading in 
Marie Jahoda’s book (6, p. 19) W. W. Bochm’s statement—‘‘Mental health 
is a condition and level of social functioning which is socially acceptable and 
personally satisfying"—and Mary L. Northway’s statement from the intro- 
duction of Margaret Fletcher's book (3, p. xvi) —" We are concerned with 
helping children become people who face up to life situations, make decisions 
about what they want to do and how they want to live, and accept the out- 
come of these decisions with serenity and a further willingness to go ahead" 
—encouraged me to introduce a practical, operational definition worked out 
some 20 years ago to explain, through illustration, child-rearing practices and 
the relationship of experience to adult attitudes in releasing the growth, 
learning and adjustment potential of children. It stated: “A successful per- 
son is one who lives and grows in such a way that he is actively avare, rela- 
tively satisfied and feels largely successful with his internal adjustment and 
as a result of this exhibits behavior that is generally approved by him and 
relatively acceptable to the outside world." 

Such a definition becomes a goal, perhaps never fully reached but attain- 
able in large measure. Experience with people, ideas and things provides the 
crucible in which growth toward such a goal occurs. Experience which allows 
for physical satisfactions, emotional fulfillment and intellectual challenge is 
essential. When one's world provides food, love, trust, sex, freedom, limits, 
responsibility, and respect as a consistent part of one's life and when these 
experiences are provided in a way that produces feelings of satisfaction and 
success, then there is real encouragement to behave appropriately in the eyes 
of self and others. From birth, for many years it is the responsibility of sig- 
nificant adults to thoughtfully provide the kinds of experience which will 
challenge, satisfy and fulfill the growth potential of the child to the greatest 
extent possible. As the infant moves through childhood and beyond, the 
responsible efforts of the significant adults do not lessen; they only change 
toward a more cooperative peer position. To the extent that adulthood at- 
tains successful adjustment, man is free to join his fellow men in a loving, 
creative and productive way. This results in a truly creative and effective 
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individual of great value to himself, to his group and to society. The experi- 
ence of parents, teachers, child therapists, and to some extent researchers, is 
replete with situations which illustrate the validity of the above definition, 


Two babies ten weeks old, in an agency note pending adoption, were equally alert, 
vigorous and generally above average developmentally. Four women cared for the 
babies in the nursery. The general pattern of care was consistent and fair. Two of these 
significant mothering persons smiled at, played with, and in other ways gave attention 
to the babies whenever near them. The other two adults gave physical care but were 
casual or indifferent when in contact with the babies. To the warm approach the two 
babies responded by becoming more alert, active and aware of things outside of them- 
selves, With the more casual, detached approach of the other “mothering adults” the 
babies were restless, irritable, and many times showed signs of withdrawal; i.e., the 
babies would show pained stillness, their eyes would focus on nothing, and they would 
become passive. Adoptive parents were finally selected. It was agency policy to have 
frank discussions with new parents about their baby, his development, their attitudes 
and values, what relationships and methods he had been used to and which of these 
seemed most successful. 

The parents of one infant were able to understand, and quickly became emo- 
tionally involved in a healthy way. They used the conferences to help them work at 
loving and helping their baby develop. Through the first year this baby was active and 
happy. As the parents continued spending time with him as he began to grow, allowing 
him freedom with his toys and at the same time maintaining a consistent living schedule 
for him, establishing limits only where necessary but holding consistently to them, this 
baby made extremely rapid progress. For him, locomotion was early. His attention to 
objects and general surroundings was high; soon he showed evidence of distinguishing 
between discrete objects. His awareness and delight with his parents and other adults 
gave evidence of the beginning of very positive feelings for people. Real confidence in 
self and trust in others was shown by the way the baby when almost a year old could 
interact with not too familiar adults, i.e., the agency social worker and psychologist. He 
seemed to have met his developmental tasks positively and for this period of his life made 
a successful adjustment. This pattern of positive and thoughtful management was Con- 
tinued, and when the child was five years old he entered kindergarten and was quite suc- 
cessful. 

The parents who adopted the other baby had the same contacts and information that 
had been given to the other parents. They seemed unable to realize more than intel- 
lectually what was offered them. As soon as the baby became theirs they showed fairly 
constant anxiety and disturbance over how to manage the child. They had many con- 
flicts between and within themselves. Sometimes they would let the baby “cry out” his 
distress; at other times they would pick him up and cuddle him. Feeding and other 
schedules were not consistent. The experience of this baby consisted of an excess of sit- 
uations laden with anxiety, fear and periods of remoteness rather than warmth and very 
positive feelings. Through the first year the child made fair progress though he was more 
irritable, less willing to try things and at times responded poorly to adults, especially 
when his mother brought him to the agency. After three years his adjustment was of great 
concern to the parents and added help was given to them. Again they seemed unable to 
use this very positively, and at entrance to kindergarten the child was seen as emo- 
tionally immature and likely to have school difficulties. 


Two boys of eight with similar personalities and background experiences were ina 


672 SUCCESSFUL ADJUSTMENT 


camp setting. The families of the boys corresponded to the adoptive parents already 
described. The parents of one boy were emotionally warm, only mildly demanding, with 
a consistent way of relating to cach other, providing good climate, clear explanations of 
situations and, generally, showing real respect for the child. The boy was outgoing with 
people, showing real enthusiasm and warmth for his peers, respect and liking for his 
counselor, and clear ability to manage himself in a new situation. His first time in a camp 
and staying overnight with nonrelatives presented him, as it would any boy his age, 
with a difficult task. His ability to manage his anxiety around homesickness and other 
troublesome experiences was clear. He would ask for explanations, information and re- 
assurance from his counselor. He managed soon to draw two cabinmates into a trip 
around camp to get acquainted. Over and over this boy met difficult situations and used 
his successes and personal skill in leadership and in artcrafts to make it clear that he 
could enjoy, learn and be successful. 

The parents of the other boy were emotionally less secure, the mother having a great 
deal of anxiety and tension, the father somewhat hostile and inconsistent, and both 
wavering between a negative, indecisive family structure and a reasonable and clear set 
of expectations for their boy. They were intelligent but could not feel free or secure 
enough to really believe in themselves or their child. The son cried at parting with the 
parents, and for some distance they followed the bus taking the children to camp. In 
camp the boy rushed aimlessly to unpack, talked incessantly of what he liked and was 
going to do, asked questions of the counselor but seemed not to hear the answers, bragged 
to his cabinmates, and soon was in trouble with an old camper who was striving to be 
the cabin leader. This boy’s tension, anxiety and fear of new situations prevented him 
from using rather clear answers that had been given to his questions. There was also 
some beginning dislike on the part of his fellows. These things seriously interfered with 
his adjusting to the new situation. As a result, he started the first night feeling lonely, 
homesick, picked upon and generally unsuccessful. It required careful work by the coun- 
selor and his supervisor to find the boy’s strengths and use them to build in him feelings 
of trust, security and success with the adults, his peers and the various activities of the 
program. Because of this attention from trained adults the boy became in the following 
weeks fairly happy and independent, and developed good ability to think through prob- 
lems, manage himself and relate to his peers. Had this supervision not been given, less 
and less successful adjustment probably would have occurred. 


Two young women receiving premarital counseling came from usual middle class 
families. The parents of each had been married only once; the marriages had lasted for 
25 and 28 years. There were several children in each family. One girl indicated that her 
parents were comfortable, warm, realistic people who had always talked freely and 
frankly about most family matters but had not given much information or help to the 
girl about her coming marriage. She had had college courses in child development and 
family life. As she posed problems around child rearing, living in a distant city, and her 
ideas which were at variance with her fiancé’s, she showed some worry and concern. As 
she talked, her own strengths quickly appeared. She was, with only mild support of the 
counselor, able to see several possible solutions for each question and had little difficulty 
in seeing alternate courses of action, choosing a preferred one but admitting that alter- 
nate choices were acceptable. She was able later to talk honestly and frankly with her 
fiancé and reach compromises that were acceptable to both. Four years later the couple 
had two children, and from her description of their marriage she and her husband had 
been able in spite of many rough periods to continue frank communication, reaching 
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mutually acceptable decisions, were still very much in love, and believed their children 
were developing successfully. 

The second girl described her family as quite rigid in many of their beliefs, keeping 
the children out of as much important me e as possible, never explaining 
situations clearly, worrying about trusting or not trusting her. Her mother had conveyed 
the idea that marriage was very difficult, sex was to be endured, and that love did not 
last. She was tense and anxious throughout the counseling sessions. It was difficult for 
her to bring up her real concerns and when these did appear she would become tearful 
and confused or try to intellectualize and avoid the real issue. After a great many ses- 
sions she had made some progress but was still beset with anxiety and indecision. She 
could never talk frankly with her fiancé but kept indicating that if they loved each other 
all would work out. She was seen again three years after marriage. They had one child, 
and her description of the marriage was “so-so.” Her husband was away from home a lot 
and seemed never to want to listen to her difficulties at home. She complained of loneli- 
ness, inability to help her child do well with his eating and sleeping, and in general felt 
that the family situation was not good. She knew that much of this was her fault, that 
her parents had left her no alternative but to remain distant from people, to doubt her- 
self, and to be afraid to face situations honestly and talk them out. She and her husband 
were able to accept recommendations to get professional help and a year later had made 
some improvement. 


Two men soon to reach retirement age had both had successful family and job experi- 
ences. The man who had done the better with his life had had less emotional difficulty 
with adjustment, He had always been able to find satisfaction and produce well even if 
he had to accept his second or third choices of courses of action. He had always believed 
a wide field of interest was useful and had developed many hobbies and other outlets for 
his needs and talents. He believed that life was good; people were pleasant and helpful 
whenever they knew you wanted their help. He had a firm belief that he could learn new 
ways even when he was older. He stated that his parents, teachers, employers, wife and 
friends had always reinforced this belief by their actions toward him. However, they 
had also made him feel that life for old people was very different. He had anticipated his 
retirement and was very concerned that society saw retirement as “going to pasture’ 
and waiting for death. After talking this over with his counselor, it was not difficult for 
him to see that there were many people who did not have these values. After several sup- 


portive interviews he was able to plan realistically with his wife and children. He worked 


out an agreement with several employers to do part-time work and was able to find time 
king possibilities. Several 


for developing some of his hobbies into private money-ma b Á 
years later he described his life as fuller than ever before. His private business was yield- 
ing a fair income and he felt well physically and had more freedom and enjoyment with 
his work, his family and friends than he had thought possible. 

The other man had been very productive in his field, was widely read and apparently 
well liked. His parents had always taught him to be careful with people, that they were 
apt to take advantage of one and show friendliness only in order to get what they wanted, 
He said that his experience had taught him that in general they were right. He was im- 
mensely worried over retirement, knew of nothing to do that would satisfy him, was 
unhappy that his money-making days were over, resented the fact that his fairly well- 
off children planned to add to his income and felt that he and his wife were in for a 
somber life from then on. Even with a great deal of support and help from his counselor, 
this pattern persisted. He kept referring to what his mother and father taught him, to 
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be independent because in the last analysis you can really only depend on yourself. It 
was always best to give all one’s time to one’s work and home; hobbies were pleasures 
one could ill afford. He finally said, “I know this isn’t right but I can’t change now. No 
matter what I do people will not respect me any more.” In follow-ups on two occasions 
some years later, little change was revealed. He and his wife though financially secure 
lived alone, were very frugal, obviously believed they were old and not worth very much 
and seemed to have accepted the “just hanging on 'til I die” attitude. 


If the foregoing illustrations are viewed within the concept of develop- 
mental tasks set forth by Havighurst, the material will be best understood in 
relation to the concept of successful adjustment. He states: "A developmental 
task is a task which arises at or about a certain period in the life of the indi- 
vidual, successful achievement of which leads to his happiness and to success 
with later tasks, while failure leads to unhappiness in the individual, disap- 
proval by society and difficulty with later tasks" (5). To clarify the illustra- 
tions further, they should be viewed in terms of three notable task sources: 
characteristics of physical maturation, the constantly reinforcing cultural 
presence of society, and the vital life core of the individual to become and 
create. 

The stream of successful adjustment is wide and any individual at any time 
may find himself at a different point between its shores as well as a certain 
distance downstream. Variable experiences bring out, hold back or divert 
each individual's innate potential. The case illustrations show both of these 
concepts clearly. From a practical, operational point of view (it must be 
remembered that this was all that was proposed) the definition of successful 
adjustment holds very well. Hence, it provides a very usable frame of refer- 
ence in which to view human adjustment throughout life. It does constitute 
a reference standard for the individual and ideas, feelings, things and rela- 
tionships, of many kinds. Such an operational standard does not permit 
discriminations of fine differentials within or between individuals whose 
adjustment is quite variable but still clearly successful. It should, however, 
accentuate such differentialness where successful adjustment merges into the 
unsuccessful, unhealthy, maladjusted or pathological. Actually though it 
serves well here, it could be improved a great deal. Herein, of course, lies the 
weakness of all attempts at any kind of differential diagnosis. Even awith 
rigorous research approaches, this, as yet, has not been overcome. However; 
the more exact gathering and handling of data with application of specific 
numerical values to the results in order to deal with them, does make the 
individual variables stand out more clearly and hence may somewhat in- 
crease our ability to distinguish finer differentials. There should be an ever 
increasing emphasis on such research. 

On the whole, and especially in cooperative professional work, successful 
adjustment as a frame of reference serves many practical purposes for social 
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workers, psychiatrists, psychologists, teachers, parents and others in their 
efforts at broadly assessing, determining helping plans, and interpreting 
results. It applies equally well in vocational, educational and therapeutic 
planning and provides an especially useful starting point to help parents and 
teachers examine the strengths and weaknesses of themselves and children. 
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PRIMARY AFFECTIONAL PATTERNS IN PRIMATES* 


HARRY F: HARLOW, Px.D. 
Comstock Research Professor in Psychology, University of Wisconsin, Madison, Wisconsin 


T IS our belief that the affectional life of primates—monkeys, apes, and 

man—is encompassed by four or five relatively separable affectional sys- 
tems: the affectional pattern of infant for mother, the affectional pattern of 
child for child—peer for peer, the heterosexual affectional pattern, the ma- 
ternal affectional pattern, and probably a paternal affectional pattern. We 
certainly can see the paternal pattern in human beings, and field studies of 
monkeys indicate that some large, dominant males show affectional as well as 

- protective patterns toward infants within their own social groups. 

We believe that each of these systems progresses through definable stages 
and that the nature and strength of each affectional system is in large part 
determined by different variables. Thus, for example, intimate physical con- 
tact, which is the variable of primary importance underlying the affectional 
pattern of infant for mother, is a variable operating to inhibit rather than 
enhance the affectional pattern of infant for infant. An infant monkey cannot 
form adequate affectional patterns for other monkey infants unless it can 
break the contact bond which has been established between it and the 
mother. Furthermore, if two infant monkeys are housed together very early 
in life, they develop strong contactual and clinging patterns which appar- 
ently delay, and possibly even destroy, full capability for normal infant- 
infant affection and possibly all other subsequent affectional patterns. 

Today we are going to give primary attention to the analysis of the affec- 
tional pattern of the neonate and infant monkey for the mother. Within this 
affectional system there are four describably different stages, namely, the 
reflex, the attachment, the security, and the independence affectional stages. 
Although, with the exception of the reflex stage, there is a great deal of over- 
lapping during the developmental process, we believe that criteria can be set 
up to justify the classificatory system which we propose. 

_ Thereis little reason to doubt that the same or similar variables determin- 
ing the infant monkey’s affection for the mother operate in the human being 
and that the research findings obtained on the baby rhesus monkey during 
the first year of life have high generality to the human baby. The monkey 
baby differs from the human baby in two basic developmental characteris- 
tics: it is more mature at birth and develops approximately four times aS 


* Delivered in the Presidential Session at the 1960 Annual Meeting. 
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. During the first year of life there is close similarity in the behavior 
s of monkey and child and in the developmental stages through which 
they go. This is not only true for affection, but it also holds for such emo- 
tional patterns as fear and anger and even for intellectual growth. The 
notable shortcomings of the monkey are the failure to develop a smiling 
response and a symbolic language, but only in these traits does the year-old 
monkey appear to be inferior to the year-old human infant. There is a third 
difference: the year-old rhesus monkey is a far more sentient and intelligent 
animal than the year-old human infant. As measured by objective learning 
tests involving processes not unlike those commonly employed in intelli- 
gence testing, the 4-year-old monkey is brighter than the 16-year-old human 
idiot, roughly on a par with the 8-year-old human imbecile, but inferior to 
the normal 4-year-old child. We concede that eventually some human 
beings—actually about 99 per cent—become brighter than monkeys, but this 
is attained only after time, patience, and considerable tender, loving care. 

It would appear that in primates the primary tie of the infant for the 
mother is achieved through the operation of two dominant systems: à sys- 
tem associated with the breast and the act of nursing and a system developed 
around contact, or to use Bowlby's term, “contact-comfort.” Both mecha- 
nisms can be demonstrated to be operating during the infant monkey's first 
day of life as a group of reflexes. Nursing is achieved through a system of 
specific reflexes, which may be evoked, especially in the hungry animal, by 
touching the lips, the cheeks, or above or below the lips of the neonate. Such 
contact stimulation elicits head turning, mouth opening, and oral clasping of 
the stimulating object, and sucking movements. If the face of a neonat 
monkey is touched with soft cloth which is then gradually withdrawn, the 
animal follows in a forced, reflex manner and may even be drawn off the top 
of a table—and, let me assure you, caught before it hits the floor. The neona- 
tal monkey also shows climbing responses which no doubt assist it in attain- 
ing the breast and the support of its mother's arms. 

Although most neonatal monkeys cannot walk, they show well-developed 
righting reflexes. If a neonate is placed on its back, it will immediately turn 
over and assume a normal prone posture. If, however, à baby monkey is 
placed on its back and then permitted contact with either a soft cylindrical 
object or a wire cylinder, it will clasp the object and make no effort to right 
itself (see Fig. 1). Thus, it appears that contacting and clinging are special 
primate postural reflexes. Another reflex belonging to the contact system 1s 
that of grasping by hands and feet when the palm of the hand or the plantar 
surface of the foot is stimulated. This reflex system guarantees contact to the 
mother’s body and support when the mother animal’s hands and arms are 
not available. We have seen dramatic illustrations of its reflex nature in the 
ten-day-old monkey that has climbed a little ladder and then tries to jump 
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down, The front end of the body jumps, while the feet remain handcuffed to 
the rungs of the ladder through the operation of the grasp reflex. The front 
half of the body has come under voluntary control while the back half re. 
mains reflexive, in keeping with the law of cephalocaudal development. 

The reflex stage appears to drop out between the tenth and twentieth days 
of life and is followed by the stage of active, voluntary affectional attach- 
ment. One of our first interests was to evaluate the relative importance of the 
variables of contact-comfort. One way we tested this was to separate baby 
monkeys from their mothers at birth, placing them in cages with iwo differ- 
ent cubicles attached, one containing a cloth mother surrogate and the other 
a wire mother surrogate. The basic wire frame was left bare for the “wire” 
mother and covered with terry cloth for the “cloth” mother. The only addi- 


Fic. 1. Clasp reflex in neonatal rhesus monkey, 


tional difference was the faces, a variable which subsequent controlled 
researches have shown to be of no importance. In our original experiment, 
one group of four baby monkeys nursed exclusively from cloth su rrogates and 
another group of four nursed exclusively from wire surrogates. The measure 
of affection was contact time on the mothers, recorded automatically and 
continuously. As can be seen from Figure 2, nursing appeared to be a variable 
of little or no measurable importance, particularly after the first three weeks. 
Whether the babies nursed from the cloth mother or the wire mother, they 
came to spend 15 to 17 hours a day on the cloth surrogate. Conversely, 
whether or not the babies nursed from the wire surrogate, they did not spend 
more than 1 or 2 hours a day on her. This latter fact is extremely striking 
since psychological theory would predict that the appearance of the mother's 
face and body would become associated with the satisfactions obtained from 
the act of nursing, leading to the formation of affectional bonds between the 
infant and the nursing surrogate. The data of this particular experiment give 
no evidence whatsoever for the formation of such a bond. 
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an effort to demonstrate that the breast and activities associated with 
ing were variables of measurable importance in the infant's affection for 
mother, we conducted a further experiment holding constant the contact- 
fort variable. We raised babies with two cloth surrogates—one with a 
green terry cover and one with a brown cover. Half the babies nursed on the 
surrogate and half on the brown surrogate. The results are extremely 
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striking, There were no color preferences, but early in life there developed a 
Statistically significant preference for the lactating cloth surrogate (Fig. 3) as 
measured by contact time in the living situation. This preference disap 

by 80 to 100 days of age and never reappeared. Actually, tests in the open 
field suggest that even earlier than 3 months this variable has ceased to be of 


any importance. 
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These are extremely striking data since nursing was continued for 180 days 
and all the conditions essential for the formation and maintenance of derived 
motives existed throughout this time. This was the first of the collapsing 
variables which we discovered, and it illustrates the fact that we cannot 
understand the variables influencing behavior unless we trace their roles 
throughout their course. A variable which is of vast importance at one stage 
of development may become a variable of absolutely no importance at an- 


Fic. 4. Young rhesus monkey nursing from wire surrogate. 


other. The power of the contact variable in a 120-day-old monkey is dramati- 
cally illustrated in Figure 4, which shows that if one has the requisite mental 
ability, it is possible to have one’s cake and eat it too. 

Another variable which we attempted to measure was that of rocking 
motion. We did this in two situations: the first measured the responsiveness 
of the infants to two cloth surrogates, one stationary and the other con- 
stantly rocking. The second measured the responsiveness of the baby 
monkeys to two cloth-covered planes or, to use different terms, cribs or 
cradles, as illustrated in Figure 5. The data comparing rocking and nonrock- 
ing planes are presented in Figure 6. The data for the rocking and nonrocking l 


surrogates are not included here, but they are almost identical. It is 
jous from the figure that rocking motion is a variable of importance dur- 
the first 150 to 180 days of life, and thereafter it also collapses—it ceases 


the second hundred days of life, the monkey itself becomes so mobile and 
supplies itself with so much proprioceptive stimulation that the additional 
movement provided by mechanical means is completely insignificant. 

In an effort to assess the importance of the variable of clinging, we com- 
pared the responsiveness of a group of infants to a cloth surrogate and a cloth 
plane, both stationary. The data shown in Figure 7 represent an extension of 
- our principle of the collapsing variable—for here we see that the importance 
of the two variables reverses, beginning at about 180 days of age. Early in life 
the babies show a clear-cut preference for the planes, which are less steeply 
angled than the mothers’ bodies and probably provide a better sleeping and 
resting surface. But from 180 days on, the preference shifts from one for the 
planes to one for the cloth mothers, whose body form permits the tight cling- 
ing and clasping denied in the crib situation. 
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Thus, we have been able to trace the importance of variables relating to 
contact-comfort, nursing, rocking motion, and clinging. It can be shown that 
the nursing and rocking variables are important at certain developmental 
stages, but it is perfectly obvious that they are not the specific variables 
which provide the extremely binding and long-term attachment that the in- 
fants come to feel for their properly proportioned, contact-comfort-provid- 
ing, cloth surrogate mothers. 

After 180 days of age we separated all the baby monkeys from their sur- 
rogate mothers and tested for affectional retention at 30-day intervals dur- 
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ing the following six months and at 90-day intervals during the subsequent 
year. The last day of each of these retention intervals was devoted to reten- 
tion testing, including time spent with the surrogate in the living situation, 
home-cage fear tests, and open-field tests, and the infants had contact with 
the mother surrogates only during this time. The data from one of these 
tests—that of time spent on the mother surrogates on test days—are shown 
in Figure 8. These data clearly demonstrate that separation for an 18-month 
period has in no sense whatsoever destroyed—perhaps not even diminished— 
the strength of the affectional attachment. This is a remarkable finding, 
since there exist in the psychological literature no comparable data for 
permanence of attachment and retention except possibly in the case of eX- 
tremely strong fears or phobias. It is comforting to know that mother love, 
once formed apparently remains. Mothers should be cheered when their 
babies are kicking them on the shins, telling them that they do not love them, 
or stating that they wish they were dead, to know that the infant is hope 
lessly trapped. No matter what he does or says and no matter how little he 


tands it, the infant belongs to the mother forever, imolar as the 
primate affectional bonds are concerned. ra 

responses of the infants to the cloth surrogates which we hawe de- 
d so far represent behavior characterizing the attachment stage of 
Mffectional development. Attachment behaviors have also been measured in 

Other test situations (described in earlier publications), including a home- 
t age fear test in which the animal is suddenly presented a frightening object 
Wits own living cage. Under these circumstances, even the young infant goes 
“to the cloth mother and attaches. Soon after the initiation of the attachment 
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Fic, 8, Retention: time spent on surrogate mother. 


. Stage, one can see the beginnings of the development of the third affectional 
stage, the stage of security. Within minutes or even seconds after attaching, 
the subject's hands and body relax and the monkey will visually explore the 
j frightening stimulus with little or no sign of anxiety. : 
— Similar behaviors are seen in the open-field situation—a room 6 ft. by 6 ft. 
_ by 6 ft. with a half-dozen playthings scattered about. If the cloth surrogate is 
- inthe room, the infant rushes to her, clings, and rubs its body against her. As 
in the home-cage fear situation, it is only a matter of minutes or fractions ofa 
"minute before the animal relaxes and fears disappear. These security re- 
‘sponses show progressive development, and at an appropriate level the in- 
— fants actually leave the cloth mother after originally contacting her and go 
_ out and explore the open field and manipulate and play with the various 
jects. On the basis of earlier researches, we know that monkeys will not 
or manipulate even under conditions of mild anxiety, and the capa- 
bility of an inanimate surrogate mother to instill feelings of security in the 
infant is indeed remarkable. 
. This capacity of the cloth surrogate to give security is admirably illus- 
-trated by behaviors observed in another test, which we call the “open-field 
fear test." This situation is simply the open-field test with the cloth surrogate 
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against the wall in the far corner of the room shielded by a large Plexiglas 
screen adjacent to which is one of several mechanical “monsters.” When the 
monkey is released from the start box, it can reach the cloth mother only by 
running around the screen and the monster. This is a situation which terrifies 
the infants. When they are released from the start box, they typically freeze 
with fear; after a time, they pull themselves together and make a mad dash, 
sweeping around the Plexiglas shield and the feared object. As in the open- 
field test, they first cling tightly to the cloth mothers, then gradually relax, 
but often after a minute or two of contact or even less, their security is such 
that they will leave the surrogate and go out and play in the room. Indeed, in 
many cases they not only explore the room, but they will actually go and 
explore and manipulate the monster, the very object that a minute or two 
before had left them in a state of abject, frozen terror. Again, the capability 
of these inanimate surrogates to change completely the nature and direction 
of the responses is remarkable. It is striking indeed to see an animal which 
one minute is frozen in terror, go out the next minute and actually manipu- 
late the fear-producing object. Three of the babies, after they had contacted 
their mothers and their fears had disappeared, even tore these frightening 
monsters to pieces—at a cost of $3.95 a monster, a price which we considered 
modest in terms of the nature and importance of the phenomenon. 

"This open-field fear test has proved particularly useful in measuring the 
long-term retention of the affectional responses. We have data in this situa- 
tion on infants that have been separated from their mothers for 18 to 24 
months or more. By this time, the infants have grown into very full-sized 
"babies," and they may be as large as, or even larger than, the surrogate 


mothers. Even so, when they are released, they rush wildly to the mother and 


ding and clasp her body before their fears are dissipated and terror is re- 
placed by manipulation and exploration of the field. In a number of our 
animals, a very striking phenomenon has appeared: the monkeys picked up 


the cloth mothers and carried them about the room as they made their ex- — 


plorations. Without the cloth mothers, they were unhappy and ill at ease 
Carrying the cloth mothers, they showed no anxiety whatsoever; indeed, 
they wore their mothers about their bodies as if they were a surrogate St. 
Christopher’s medal. 
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EXISTENTIAL BASES OF PSYCHOTHERAPY* 


ROLLO MAY, P».D. 
Fellow and Member of Faculty, William Alanson White Institute of Prychiatry, 
Piychology, and Psychoanalysis, New York, N.Y. 


HOUGH the existential approach has been the most prominent in 
European psychiatry and psychoanalysis for two decades, it was prac- 
tically unknown in America until a year ago. Since then, some of us have 
been worried that it might become foo popular in some quarters, particu- 
larly in national magazines. But we have been comforted by a saying of 
Nietzsche's, “The first adherents of a movement are no argument against i 
We have no interest whatever in importing from Europe a ready-made 
system. I am, indeed, very dubious about the usefulness of the much-dis- 
cussed and much-maligned term “Existentialism.” But many of us in this 
country have for years shared this approach, long before we even knew the 
meaning of that confused term. 
On the one hand this approach has a deep underlying affinity for our 
American character and thought. It is very close, for example, to William 
James' emphases on the immediacy of experience, the unity of thought and 
action, and the importance of decision and commitment. On the other hand, 
there is among some psychologists and psychoanalysts in this country à 
great deal of hostility and outright anger against this approach. I shall not 
here go into the reasons for this paradox. 
I wish, rather, to ġe existentialist, and to speak directly from my own 
experience as a person and as a practicing psychoanalytic psychotherapist. 
Some fifteen years ago, when I was working on my book The Meaning of 
Anxiety, I spent a year and a half in bed in a tuberculosis sanatorium. I had a 
great deal of time to ponder the meaning of anxiety—and plenty of firsthand 
data in myself and my fellow patients. In the course of this time I studied the 
two books written on anxiety up till our day, the one by Freud, The Problem 
of Anxiety, and the one by Kierkegaard, The Concept of Dread. I valued 
highly Freud’s formulations: namely, his first theory, that anxiety is the re- 
emergence of repressed libido, and his second, that anxiety is the ego's reac- 
tion to the threat of the loss of the loved object. Kierkegaard, on the other 
hand, described anxiety as the struggle of the living being against non-being 
which I could immediately experience there in my struggle with death or the 
Prospect of being a lifelong invalid. He went on to point out that the real 
terror in anxiety is not this death as such but the fact that each of us within 
* Delivered in the Presidential Session at the 1960 Annual Meeting. k 
From Existential Psychology, a Random House Study in Psychology, edited by Rollo May, with 
contributions by Gordon W. Allport, Herman Feifel, Abraham H. Maslow, Rollo May, and Carl R. 
. To be published by Random House in late 1960. 
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himself is on both sides of the fight, that “anxiety is a desire for wha 
dreads,” as he put it; thus like an “alien power it lays hold of an individi 
and yet one cannot tear one’s self away.” 

What powerfully struck me then was that Kierkegaard was writing ab 
exactly what my fellow patients and I were going through. Freud was noty 
was writing on a different level, giving formulations of the psychic meg 
nisms by which anxiety comes about. Kierkegaard was portraying w 
immediately experienced by human beings in crisis—the crisis specifically 
life against death which was completely real to us patients, but a crisis 
I believe is not in its essential form different from the various cris 
people who come for therapy, or the crises all of us experience in mich moi 
minute form a dozen times a day even though we push the ultimate prosp 
of death far from our minds. Freud was writing on the technical level, whe 
his genius was supreme; perhaps more than any man up to his time, he Am 
about anxiety. Kierkegaard, a genius of a different order, was writing on. 
existential, ontological level; he knew anxiety. > 

This is not a value dichotomy; obviously both are necessary. Our 
problem, rather, is given us by our cultural-historical situation. We in tl 
Western world are the heirs of four centuries of technical achievement 
power over nature, and now over ourselves; this is our greatness and, at € 
same time, it is also our greatest peril. We are not in danger of repressing tl 
technical emphasis (of which Freud’s tremendous popularity in this count 
were proof if any were necessary). But rather we repress the opposite. I 
may use terms which I shall be discussing more fully presently, we repress t 
sense of being, the ontological sense. One consequence of this repression of | 
sense of being is that modern man’s image of himself, his experience of hit 
self as a responsible individual, his experience of his own humanity, | 
likewise disintegrated. ; 

The existential approach, as I understand it, does not have the aim i 
ruling out the technical discoveries of Freud or those from any other bral 
of psychology or science. It does, however, seek to place these discoveri 
a new basis, a new understanding or rediscovery, if you will, of the natu 
and image of man. j 
: I make no apologies in admitting that I take very seriously the deh 
izing dangers in our tendency in modern science to make man over into tl 
image of the machine, into the image of the techniques by which we stu 
him. This tendency is not the fault of any “dangerous” men or "v 
schools; it is rather a crisis brought upon us by our particular historical pt 
dicament. Karl Jaspers, both psychiatrist and existentialist philo 
holds that we in the Western world are actually in process of losing se 
sciousness and that we may be in the last age of historical man. Willi 
Whyte in his Organization Man cautions that modern man's enemies 1 
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turn out to be a “‘mild-looking group of therapists, who . . . would be doing 
what they did to help you.” He refers here to the tendency to use the social 
sciences in support of the social ethic of our historical period; and thus the 
process of helping people may actually make them conformist and tend 
toward the destruction of individuality. We cannot brush aside the cautions 
of such men as unintelligent or antiscientific; to try to do so would make su 
the obscurantists. 

You may agree with my sentiments here but cavil at the terms "being" 
and "non-being"; and many of you may already have concluded that your 
suspicion was only too right, that this so-called existential approach in 
psychology is hopelessly vague and muddled. Carl Rogers remarked in his 
paper at the American Psychological Association convention last September 
in Cincinnati that many American psychologists must find these terms ab- 
horrent because they sound so general, so philosophical, so untestable. 
Rogers went on to point out, however, that he had no difficulty at all in put- 
ting the existential principles in therapy into empirically testable hypotheses. 

But I would go further and hold that without some concepts of “being” and 
“non-being,” we cannot even understand our most commonly used psycho- 
logical mechanisms. Take for example, repression, resistance and transference. 
The usual discussions of these terms hang in mid-air, without convincingness 
or psychological reality, precisely because we have lacked an underlying 
structure on which to base them. The term “repression,” for example, obvi- 
ously refers to a phenomenon we observe all the time, a dynamism which 
Freud clearly described in many forms. We generally explain the mechanism 
by saying that the child represses into unconsciousness certain impulses, such 
as sex and hostility, because the culture in the form of parental figures dis- 
approves, and the child must protect his own security with these figures. But 
this culture which assumedly disapproves is made up of the very same people 
who do the repressing. Is it not an illusion, therefore, and much too simple, to 
speak of the culture over against the individual in such fashion and make it 
our whipping boy? Furthermore, where did we get the ideas that child or 
adult are so much concerned with security and libidinal satisfactions? Are 
these not a carry-over from our work with the neurotic, anxious child and 
adult? 

Certainly the neurotic, anxious child is compulsively concerned with se- 
curity, for example; and certainly the neurotic adult, and we who study him, 
read our later formulations back into the unsuspecting mind of the child. But 
is not the normal child just as truly interested in moving out into the world, 
exploring, following his curiosity and sense of adventure—going out “to learn 
to shiver and to shake,” as the nursery rhyme puts it? And if you block 
these needs of the child, you get a traumatic reaction from him just as you do 
when you take away his security. I, for one, believe we vastly overemphasize 
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the human being's concern with security and survival satisfactions because 
they so neatly fit our cause-and-effect way of thinking. I believe Nietzsche 
and Kierkegaard were more accurate when they described man as the or. 
ganism who makes certain values— prestige, power, tenderness—more im- 
portant than pleasure and even more important than survival itself. 

My implication here is that we can understand repression, for example, 
only on the deeper level of the meaning of the human being's potentialities, 
In this respect, “being” is to be defined as the individua 's “pattern of poten- 
tialities." These potentialities will be partly shared with other persons but 
will in every case form a unique pattern in each individual. We must ask the 
questions: What is this person's relation to his own potentialities? What goes 
on that he chooses or is forced to choose to block off from his awareness some- 
thing which he knows, and on another level knows that he knows? In my work 
in psychotherapy there appears more and more evidence that anxiety in our 
day arises not so much out of fear of lack of libidinal satisfactions or security, 
but rather out of the patient's fear of his own powers, and the conflicts that 
arise from that fear. This may be the particular “neurotic personality of our 
time"—the neurotic pattern of contemporary “‘outer-directed,” organiza- 
tional man. 

The “unconscious,” then, is not to be thought of as a reservoir of impulses, 
thoughts, wishes which are culturally unacceptable; I define it rather as 
those potentialities for knowing and experiencing which the individual cannot or 
will not actualize. On this level we shall find that the simple mechanism of 
repression is infinitely less simple than it looks; that it involves a complex 
struggle of the individual's deing against the possibility of non-being; that it 
cannot be adequately comprehended in “ego” and "not-ego" terms, or even 
“self” and “not-self”; and that it inescapably raises the question of the 
human being's margin of freedom with respect to his potentialities, a margin 
in which resides his responsibility for himself which even the therapist can- 
not take away. 

Let us now come back from theory to more practical matters. For a num- 
ber of years as a practicing therapist and teacher of therapists, I have been 
struck by how often our concern with trying to understand the patient im 
terms of the mechanisms by which his behavior takes place blocks our under- 
standing of what he really is experiencing. Here is a patient, Mrs. Hutchens 
(about whom I shall center some of my remarks this morning) who comes 
into my office for the first time, a suburban woman in her middle thirties who 
d keep her expression poised and sophisticated. But no one could fail to 
see in her eyes something of the terror of a frightened animal or a lost child. 1 
know, from what her neurological specialists have already told me, that her 

presenting problem is hysterical tenseness of the larynx, as a result of whi 
she can talk only with a perpetual hoarseness. I have been given the hypothe- 
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from her Rorschach that she has felt all her life, “If I say what I really 
I'll be rejected; under these conditions it is better not to talk at all." 
ing this first hour, also, I get some hints of the genetic why of her problem 
she tells me of her authoritarian relation with her mother and grand- 
er, and how she learned to guard firmly against telling any secrets at all. 
tif as I sit here I am chiefly thinking of these why's and how's concerning 
way the problem came about, I will grasp everything except the most 
portant thing of all (indeed the only real source of data I have), namely, 
“this person now existing, becoming, emerging, this experiencing human being 
immediately in the room with me. 
l "There are at present in this country several undertakings to systematize 
psychoanalytic theory in terms of forces, dynamisms and energies. The ap- 
“proach I propose is the exact opposite of this. I hold that our science must be 
relevant to the distinctive characteristics of what we seek to study, in this 
case the human being. We do not deny dynamisms and forces—that would be 
nonsense—but we hold that they have meaning only in the context of the 
existing, living person; that is to say, in the ontological context. 

I propose, thus, that we take the one real datum we have in the therapeutic 
ituation, namely, the existing person sitting in a consulting room with a 
‘therapist. (The term “existing person” is used here as our European col- 
leagues use Dasein.) Note that I do not say simply "individual" or “person”; 
‘if you take individuals as units in a group for the purposes of statistical pre- 
diction—certainly a legitimate use of psychological science—you are exactly 
"defining out of the picture the characteristics which make this individual an 
‘existing person. Or when you take him as a composite of drives and deter- 
ministic forces, you have defined for study everything except the one to whom 
these experiences happen, everything except the existing person himself. 
Therapy is one activity, so far as I can see, in which we cannot escape the 
‘necessity of taking the subject as an existing person. : 

Let us therefore ask, What are the essential characteristics which con- 
Stitute this patient as an existing person in the consulting room? I wish to 
propose six characteristics which I shall call principles, which I find in my 
Work as a psychotherapist. Though these principles are the product of a good 
deal of thought and experience with many cases, I shall illustrate them with 
"episodes from the case of Mrs. Hutchens. 

First, Mrs. Hutchens like every existing person is centered in herself, and 
an attack on this center is an attack on her existence itself. This is a charac- 
‘teristic which we share with all living beings; it is self-evident in animals and 
plants. I never cease to marvel how, whenever we cut the top off a pine tree 
on our farm in New Hampshire, the tree sends up a new branch from heaven 
knows where to become a new center. But this principle has a particular rel- 


From a philosophical point of view, these are to be termed “ontological principles." 
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evance to human beings and gives a basis for the understanding of sickness 
and health, neurosis and mental health. Neurosis is not to be scen as a devia. 
tion from our particular theories of what a person should be. /s not neurosis, 
rather, precisely the method the individual uses to preserce his own center, his 
own existence? His symptoms are ways of shrinking the range of his world 
(so graphically shown in Mrs. Hutchens’ inability to let herself talk) in order 
that the centeredness of his existence may be protected from threat; a way of 
blocking off aspects of the environment that he may then be adequate to the 
remainder. Mrs. Hutchens had gone to another therapist for half a dozen 
sessions a month before she came to me. He told her, in an apparently ill-ad- 
vised effort to reassure her, that she was too proper, too controlled. She re- 
acted with great upset and immediately broke off the treatment. Now tech- 
nically he was entirely correct; existentially he was entirely wrong. What he 
did not see, in my judgment, was that this very properness, this overcontrol, 
far from being things Mrs. Hutchens wanted to get over, were part of her 
desperate attempt to preserve what precarious center she had. As though she 
were saying, “If I opened up, if I communicated, I would lose what little 
space in life I have.” We sce here, incidentally, how inadequate is the defini- 
tion of neurosis as a failure of adjustment. 4n adjustment is exactly what neu- 
rosis is; and that is just its trouble. It is a necessary adjustment by which cen- 
teredness can be preserved; a way of accepting non-dcing, if I may use this 
term, in order that some little deing may be preserved. And in most cases it 
is a boon when this adjustment breaks down. 

This is the only thing we can assume about Mrs. Hutchens, or about any 
patient, when she comes in: that she, like all living beings, requires centered- 
ness, and that this has broken down. At a cost of considerable turmoil she 
has taken steps, that is, come for help. Our second principle thus, is: every 
existing person has the character of self-affirmation, the need to preserve its cen- 
teredness. The particular name we give this self-affirmation in human beings 
is “courage.” Paul Tillich's emphasis on the “courage to be" is very cogent 
and fertile for psychotherapy at this point. He insists that in man being is 
never given automatically but depends upon the individual's courage, and 
without courage one loses being. This makes courage itself a necessary onto- 
logical corollary. By this token, I as a therapist place great importance upon | 
expressions of the patients which have to do with willing, decisions, choice 
I never let little remarks the patient may make such as “maybe I can,” "per- 
haps I can try,” and so on slip by without my making sure he knows I have 
heard him. It is only a half truth that the will is the product of the wish; I 
wish to emphasize rather the truth that the wish can never come out in 18 | 
real power except with will. 

Now as Mrs. Hutchens talks hoarsely, she looks at me with an expression 
of mingled fear and hope. Obviously a relation exists between us not only - 


but already in anticipation in the waiting room and ever since she 
t of coming. She is struggling with the possibility of participating with 
Our third principle is, thus: adf existing persons have the need and possi- 
of going out from their centeredness to participate in other beings, This 
ys involves risk; if the organism goes out too far, it loses its own cete — 
ness —its identity—a phenomenon which can easily be seen in the biolog- 
world. If the neurotic is so afraid of loss of his own conflicted center that 
refuses to go out but holds back in rigidity and lives in narrowed reactions 
shrunken world space, his growth and development are blocked. This is 
“the pattern in neurotic repressions and inhibitions, the common neurotic 
forms in Freud's day. But it may well be in our day of conformism and the 


er-directed man, that the most common neurotic pattern takes the oppo- 


ds omitted. Indeed, if we are successful in our search for these ontological 
principles of the existing person, it should be true that the omission of any 
one of the six would mean we do not then have a human being. wes 
Our fourth principle is: the subjective side of centeredness is awareness. The 
ipaleontologist Pierre Teilhard de Chardin has recently described brilliantly 
liow this awareness is present in ascending degrees in all forms of life from 
Gmocba to man. It is certainly present in animals. Howard Liddell has 
Pointed out how the seal in its natural habitat lifts its head every ten seconds 
during sleep to survey the horizon lest an Eskimo hunter with poised 
bow and arrow sneak up on it. This awareness of threats to being in animals 
Liddell calls vigilance, and he identifies it as the primitive, simple counter- 


eaning knowledge of external dangers and threats. Its cognates are beware 
ary. Awareness certainly is what is going on in an individual’s neurotic 
reaction to threat, in Mrs. Hutchens’ experience in the first hours, for ex- 
ample, that I am also a threat to her. Consciousness, in contrast, we define as 
not simply my awareness of threat from the world, but my capacity to know 
myself as the one being threatened, my experience of myself as the subject who 
has a world. Consciousness, as Kurt Goldstein puts it, is man's capacity to 
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transcend the immediate concrete situation, to live in terms of the possible; 
and it underlies the human capacity to use abstractions and universals, to 
have language and symbols. This capacity for consciousness underlies the 
wide range of possibility which man has in relating to his world, and it con- 
stitutes the foundation of psychological freedom. Thus human freedom has 
its ontological base and I believe must be assumed in all psychotherapy. 

In his book The Phenomenon of Man, Pierre Teilhard de Chardin, as we 
have mentioned, describes awareness in all forms of evolutionary life. But in 
man, a new function arises, namely, this self-consciousness. Teilhard de 
Chardin undertakes to demonstrate something I have always believed, that 
when a new function emerges the whole previous pattern, the total gestalt of 
the organism, changes. Thereafter the organism can be understood only in 
terms of the new function. That is to say, it is only a half truth to hold that 
the organism is to be understood in terms of the simpler elements below it on 
the evolutionary scale; it is just as true that every new function forms a new 
complexity which conditions all the simpler elements in the organism. In this 
sense, the simple can be understood only in terms of the more complex. 

This is what self-consciousness does in man. All the simpler biological 
functions must now be understood in terms of the new function. No one 
would, of course, deny for a moment the old functions, nor anything in bi- 
ology which man shares with less complex organisms. Take sexuality for ex- 
ample, which we obviously share with all mammals. But given self-con- 
sciousness, sex becomes a new gestalt as is demonstrated in therapy all the 
time. Sexual impulses are now conditioned by the person of the partner; 
what we think of the other male or female, in reality or fantasy or even re- 
pressed fantasy, can never be ruled out. The fact that the subjective person 
of the other to whom we relate sexually makes least difference in neurotic 
sexuality, say in patterns of compulsive sex or prostitution, only proves the 
point the more firmly; for such requires precisely the blocking off, the check- 
ing out, the distorting of self-consciousness. Thus when we talk of sexuality 
in terms of sexual objects, as Kinsey does, we may garner interesting and use 
ful statistics; but we simply are not talking about human sexuality. 

Nothing in what I am saying here should be taken as antibiological in the 
slightest; on the contrary, I think it is only from this approach that we can 
understand human biology without distorting it. As Kierkegaard aptly put 
it, “The natural law is as valid as ever.” I argue only against the uncritica 
acceptance of the assumption that the organism is to be understood solely in 
terms of those elements below it on the evolutionary scale, an assumption 
which has led us to overlook the self-evident truth that what makes a horse? 
horse is not the elements it shares with the organisms below it but what con- 
stitutes distinctively "horse." Now what we are dealing with in neurosis ar 

those characteristics and functions which are distinctively human. It is these 
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that have gone awry in our disturbed patients. The condition for these func- 
tions is self-consciousness—which accounts for what Freud rightly discov- 
ered, that the neurotic pattern is characterized by repression and blocking 
off of consciousness. 

It is the task of the therapist, therefore, not only to help the patient be- 
come aware; but even more significantly to help him to /razsmute this aware- 
ness into consciousness. Awareness is his knowing that something is threaten- 
ing from outside in his world—a condition which may, as in paranoids and 
their neurotic equivalents, be correlated with a good deal of acting-out be- 
havior. But self-consciousness puts this awareness on a quite different level; 
it is the patient’s seeing that he is the one who is threatened, that he is the 
being who stands in this world which threatens, he is the subject who has a 
world. And this gives him the possibility of in-sight, of “inward sight,” of 
seeing the world and its problems in relation to himself. And thus it gives 
him the possibility of doing something about the problems. 

To come back to our too-long silent patient: After about 25 hours of ther- 
apy Mrs. Hutchens had the following dream. She was searching room by 
room for a baby in an unfinished house at an airport. She thought the baby 
belonged to someone else, but the other person might let her take it. Now it 
seemed that she had put the baby in a pocket of her robe (or her mother’s 
robe) and she was seized with anxiety that it would be smothered. Much to 
her joy, she found that the baby was still alive. Then she had a strange 
thought, “Shall I kill it?" 

The house was at the airport where she at about the age of 20 had learned 
to fly solo, a very important act of self-affirmation and independence from 
her parents. The baby was associated with her youngest son, whom she reg- 
ularly identified with herself. Permit me to omit the ample associative evi- 
dence that convinced both her and me that the baby stood for herself. The 
dream is an expression of the emergence and growth of self-consciousness, à 
consciousness she is not sure is hers yet, and a consciousness which she con- 
siders killing in the dream. "S 

About six years before her therapy, Mrs. Hutchens had left the religious 
faith of her parents, to which she had had a very authoritarian relation. She 
had then joined a church of her own belief. But she had never dared tell her 
parents of this. Instead, when they came to visit, she attended their church 
in great tension lest one of her children let the secret out. After about 35 ses- 
sions, when she was considering writing her parents to tell them of this 
change of faith, she had over a period of two weeks spells of partially fainting 
in my office. She would become suddenly weak, her face would go white, she 
would feel empty and “like water inside," and would have to lie down fora 
few moments on the couch. In retrospect she called these spells “grasping for 
oblivion.” 
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She then wrote her parents informing them once and for all of her change 
in faith and assuring them it would do no good to try to dominate her. In the 
following session she asked in considerable anxiety whether I thought she 
would go psychotic. I responded that whereas anyone of us might at some 
time have such an episode, I saw no more reason why she should than any of 
the rest of us; and I asked whether her fear of going psychotic was not rather 
anxiety coming out of her standing against her parents, as though genu- 
inely being herself she felt to be tantamount to going crazy. I have, it may be 
remarked, several times noted this anxiety at being one's self experienced by 
the patient as tantamount to psychosis. This is not surprising, for conscious- 
ness of one's own desires and affirming them involves accepting one's origin- 
ality and uniqueness, and it implies that one must be prepared to be isolated 
not only from those parental figures upon whom one has been dependent, but 
at that instant to stand alone in the entire psychic universe as well. 

We see the profound conflicts of the emergence of self-consciousness in 
three vivid ways in Mrs. Hutchens, whose chief symptom, interestingly 
enough, was the denial of that uniquely human capacity based on conscious- 
ness, namely, talking: 1) the temptation to kill the baby; 2) the grasping at 
oblivion by fainting, as though she were saying, “If only I did not have to be 
conscious, I would escape this terrible problem of telling my parents"; and 
3) the psychosis anxiety. 

We now come to the sixth and last ontological characteristic, anxiety. 
Anxiety is the state of the human being in the struggle against what would 
destroy his being. It is, in Tillich's phrase, the state of a being in conflict 
with non-being, a conflict which Freud mythologically pictured in his power- 
ful and important symbol of the death instinct. One wing of this struggle will 
always be against something outside one's self; but even more portentous 
and significant for psychotherapy is the inner side of the battle, which we 
saw in Mrs. Hutchens, namely, the conflict within the person as he confronts 
the choice of whether and how far he will stand against his own being, his 
own potentialities. 

From an existential viewpoint we take very seriously this temptation to 
kill the baby, or kill her own consciousness, as expressed in these forms by 
Mrs. Hutchens. We neither water it down by calling it “neurotic” and the 
product merely of sickness, nor do we slough over it by reassuring her, 
“O,K., but you don't need to do it." If we did these, we would be helping her 
adjust at the price of surrendering a portion of her existence, that is, her oP- 
portunity for fuller independence. The self-confrontation which is involv 
in the acceptance of self-consciousness is anything but simple: it involves; 
to identify some of the elements, accepting the hatred of the past, her 
mother's against her and hers of her mother; accepting her present motives 
of hatred and destruction; cutting through rationalizations and illusions 
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her behavior and motives, and the acceptance of the responsibility and 
ess which this implies; the giving up of childhood omnipotence, and 
of the fact that though she can never have absolute certainty of 
she must choose anyway. But all of these specific points, easy 
: to understand in themselves, must be seen in the light of the fact that. 
conciousness itself implies always the possibility of turning against one's self, 
"denying one's self. The tragic nature of human existence inheres in the fact 
“that consciousness itself involves the possibility and temptation at every 
instant of killing itself. Dostoevski and our other existential forebears were 
not indulging in poetic hyperbole or expressing the aftereffects of immoderate 
vodka when they wrote of the agonizing burden of freedom. 
I trust that the fact that existential psychotherapy places emphasis on 
“these tragic aspects of life does not at all imply it is pessimistic. Quite the 
— "contrary. The confronting of genuine tragedy is a highly cathartic experi- 
- ence psychically, as Aristotle and others through history have reminded us. 
Tragedy is inseparably connected with man’s dignity and grandeur, and is 
the accompaniment, as illustrated in the dramas of Oedipus and Orestes ad 
- infinitum, of the human being's moments of greatest insight. 

I hope that this analysis of ontological characteristics in the human being, 
‘this search for the basic principles which constitute the existing person, may 
- give us a structural basis for our psychotherapy. Thus the way may be 
- opened for the developing of sciences of psychology and psychoanalysis which 
- do not fragmentize man while they seek to study him, and do not undermine x 

his humanity while they seek to help him. ; 


ADMINISTRATIVE PROBLEMS IN ESTABLISHING A 
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I 1952, the Division of Mental Hygiene, of the Massachusetts Depar 
ment of Mental Health, shifted its program from one of traveling € 
guidance clinics and traveling school clinics which met in various cities 
towns on a part-time basis to a program of locally cosponsored comm 
mental health centers (1). These centers were to be located in the communi 
ties which they served and generally were to have a population coverage: ) 
about 150,000 persons. The office space, secretarial help, and basic supplie 
were to be provided by a local mental health association made up of intei 
ested lay and professional participants, while the basic professional team wa 
to be supplied and paid by the Division. The Division of Mental Hygiene de 
veloped a community organization section which was to help communiti 
interested in such programs to develop associations or other supporti 
agencies. The philosophy of the Division was that this change in appro 
was basically aimed toward a partnership between local communities an 
the State, with both playing an equal role in the development and functior 
ing of the centers and with flexibility to meet the individual needs of loca 
areas. ; 

The concept of “community psychiatry” or “preventive psychiatry” 
the foundation upon which the Massachusetts Division of Mental Hygiene 
built its area mental health center program. One of the key features of tl 
concept was crystallized in a new role—that of a mental health consulta 
who was to work at the community level rather than within the center (2). 
This individual was to work closely with community groups and caretak 
agents who were involved directly with children and their families in heal 
educational and other settings. The consultation function was seen as I 
in the area between that of the traditional clinical function and that of 
mental health educator. This was to be a fourth member of the psychia: 
team, in addition to the psychiatrist, clinical psychologist and psychia 
social worker (3). 4 

The change in program philosophy, with the mental health consultant 
key role, was based on various factors, not the least of which was the obs 
vation that the previous traveling school clinics had not been fully effec 


* Portions of this paper were originally presented as a case study at the 1959 Annual Meetin 
were incorporated into this more general discussion which was presented at the 1059 Annual 
of the American Public Health Association. 

1 Chief Mental Health Coordinator. 

1 Supervisor of Community Mental Retardation Centers. 
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because of their lack of roots in the community which they served. There 
was a recurrent complaint concerning the traveling inics. Teachers had no 
opportunity to discuss questions about a particular child that they may have 
had. Strict scheduling was the rule, and the school received written reports 
which often failed to satisfy the teachers' real needs for help with the prob- 
lems of children. This new concept of the community mental health center 
was, therefore, an outgrowth of a public health approach to mental health 
with specific emphases on health promotion, early recognition and prompt 
treatment of cases and disability limitation (4). Through educational activ- 
ities and consultation services, teachers and others in social systems who 
might be involved with many children could gain from a closer liaison with 
mental health center personnel. 

Concurrently, there arose a need to relate the special education program 
for the mentally retarded in the public schools to the new mental health 
center program, because the traveling school clinics had been abandoned 
(5, 6). It was proposed that public schools hire their own school psycholo- 
gists, who would be certified by the State Departments of Education and 
Mental Health, to assume the psychodiagnostic functions of the previous 
traveling school clinics. If necessary, they would be supervised by the senior 
psychologist from the nearest area mental health center. Part of the salary of 
these school psychologists would be reimbursed by the State. It was expected 
that this additional trained person within the schools would fill a needed pro- 
fessional service in screening and early case-finding. 

While this change was coming about, the Division of Youth Services, a 
separate state agency, proposed the development of a new program of school 
adjustment counselors for public school systems. These individuals were to 
act as case-finding agents in the elementary schools, particularly to screen 
out those children who might be potential juvenile delinquents. Their basic 
role appeared to be that of a school social worker, and they would be paid by 
the school system with a large portion of their salary reimbursed by the 
State. 

The new program of the Division of Mental Hygiene with its focus upon 
community mental health as well as clinical services, coupled with develop- 
ing roles of the school psychologist and school adjustment counselor, seemed 
to provide the basis for a strong mental health program for the public school 
systems and other agencies concerned with children. This paper will show 
not only how difficulties arose in relation to the development of some of the 
mental health centers, but also other problems that can arise from the inter- 
action of mental health center personnel with community persons who are 
also involved in the area of mental health programming. Each must work out 
his role in relation to the other, as well as in relation to a multitude of groups 
and forces in the community. Although each agency has as its goal “ 
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mental health," nevertheless, these agencies approach this goal from a some. | 
what different focus and with different techniques and background, with the | 
result that problems of cooperation and mutual understanding soon arise. 
Problems can also arise from differences among the professional groups 
within any single agency. These problems will now be discussed more fully. 


COMMUNITY ATTITUDES 


Although the concept of “mental health” is generally considered to be a 
virtuous and worthy one, many and various attitudes are involved. These 
attitudes must be understood and evaluated in order for mental health per- 
sonnel to work effectively in a particular locale. Communities as well as in- 
dividuals within communities have various levels of sophistication about 
mental health. Some who fear the term "mental health" think solely about 
mental illness and mental hospitals; others think of uncontrolled outbursts 
of behavior; still others think it is a problem area which can be completely 
served through a vast outpouring of pamphlets, speeches and films. Fortun- 
ately, there are in every community some persons who see each of the above 
as only parts of a broad and complex field. It is important to recognize what 
attitudes are currently being held by community leaders so that attempts at 
enlisting community participation do not inadvertently offend the sensibil- _ 
ities of these individuals. For example, if leaders of a particular community 
feel that mental health is only concerned with mental illness, it would be 
incumbent upon persons involved in program development to establish re- 
lationships on the basis of this mutually recognized concern and then work 
toward the expansion of their horizons concerning mental health. 

Long-term contacts with community caretakers may be required to effect 
change in attitude before trying to develop a service program. A most im- 
portant role which the community organization practitioner had to play in 
the development of local community mental health programs was to dis- 
cover which leaders of the community held what views about mental health. 
A similar problem and most important for community organization is the 
knowledge of how the community leaders perceive the development of serv- 
ices to meet their own needs. For example, one community leader may €x 
pect the State Department of Mental Health to open a special center for 
juvenile delinquents because he is a judge or is otherwise concerned with 
problems of children with behavior disorders. In another community, people 
may expect that the State will provide only educational services without 
clinical services since their attitude is that the populace needs further sophis- 
tication in these matters. At the same time, it must be recognized that 
communities have different problems from one another; e.g., needs may 
differ for low socioeconomic areas as contrasted with high socioeconomic 
areas. In the low socioeconomic community, many- dramatic social and 
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b problems which demand immediate attention present themselves; 
" whereas, in the high socioeconomic area, the problems may be more subtle 
and difficult to define as a responsibility of a mental health agency. Through- 
- eut much of what will follow, reference is made to community attitudes and 
"these must be constantly kept in mind as a frame of reference in any admin- 
"istrative planning for program development. 


Cosmunrry ORGANIZATION FOR PARTICIPATION > 


— Many of the community organization problems are related to community . 
" attitudes and are encompassed by the discussion above. Although specific 
| problems of community organization in regard to the Massachusetts pro- 
gram are to be discussed (1), these doubtless can arise in any program which — 
is oriented toward community mental health. s 
One of the first problems for community organization was the definition 

of goals for a state-wide community mental health program and the rela- 
“tionship of these goals to local needs. Although the Division of Mental 
“Hygiene had wide latitude in its legal mandate to develop a program, 

- limitations of appropriations which were made per geographic area 

the development of priorities. It did not seem feasible with a limited budget 

and limited personnel from the central office of the Division of Mental _ 
Hygiene to offer immediate services to all areas of the State and to all — 
segments of the population. Therefore, it was decided to focus attention 
upon the problems of children from preschool through high school age. — _ 
Insofar as clinical services were concerned, the parents of these children —— 
_ would be seen, but the presenting problem had to be that of the child. One 

- ean readily see that this aim would be eagerly accepted by many in the 
communities but would disappoint other segments of the community 

interest might lie in starting an adult service center. Nevertheless, it seemed 
justified for several reasons: (a) budgetary limitations, which were not 
Sufficient to allow the staffing of centers with both adult and child special- 
‘ists; (b) the selection of a younger age group was consistent with the goals 

- of health promotion, prevention and early case-finding; (c) the readiness of 

- communities to accept services for children because of the gap left by the 

- abolition of the traveling school clinics; (d) the opportunity to utilize this 
-age group as a means of involving important community agencies in pro- 
viding better integrated services, and by so doing to develop a model for 
future, more comprehensive mental health services for the entire population. 
Once these priorities had been established, there was available a guide 
with which community leaders could be approached. Following a general 
announcement that the Division was prepared to develop community men- — 
tal health programs with local and state support, the community organiza- —. 
tion section used this guide in following up any requests for new services. 
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The requirement for a population coverage of about 150,000 people raised 
some special issues. It meant, for one thing, that. centers covered areas of 
disparate size—some relatively compact, others rather far-flung. When the 
disparities grew too extreme, or the travel too difficult, the population ratios 
were adjusted. Somewhat less simple to resolve were the questions occasion- 
ally raised by the grouping together of a variety of autonomous commun- 
ities into a single mental health association. There were occasional dropouts - 

“and readjustments but generally things developed fairly smoothly, if some- 
what slowly. This can probably be attributed to the fact that efforts were 
made to follow natural groupings, liaisons and shopping patterns as well as 
giving the communities a voice in deciding with whom they should enter 
this venture. 

This was not necessarily the only way in which the local programs were 
initiated. Several clinics were in existence prior to the reorganization of the 
Division and, in at least one instance, a center was begun prior to local 
request because the area seemed a "natural" for such development. Differ- 
ences were readily noted in this approach. On one hand, communities might 
have interest but not know very much about their actual needs, and require 
a great deal of education and interpretation. On the other hand, commun- 
ities might have had a particular type of service such as the traveling school 
clinic and expected a continuation of the same service. This made for many 

"problems, and in some instances it took as long as four years to help a 
community work through and understand its goals in relation to those of 
the Division of Mental Hygiene. 

An important need in the development of any community health program 
is mental health education. The Division recognized the lack of such a 
service at an early stage, and made a number of groping attempts to meet. 
this need. Many of the staff members participated in “one-night stands,” 
such as lectures, film programs, group discussions and general public rela- 
tions. They worked closely with the community organization section, and 
attempted to interpret professional activities to lay groups. This approach 
was only partially successful. There was inadequate coordination, and the 
task required a carefully planned effort with several goals: (a) general 
mental health education in which communities become acquainted with 
mental health problems and methods of control; (b) specific understanding 
of the variety of services available from a community mental health center; 
(c) promotion of support (both moral and financial) for mental health 
programs. A mental health education section was established in 1956 which 
is working toward these goals. This section has developed a large film library, 
and has prepared pamphlets, brochures and directories. In addition, it has 
been available for consultation and technical assistance to the mental health 
centers, and mental health associations. The mental health education Se 
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tion has also worked closely: with the community organization section. In 
this connection, it has assisted in those communities where associations are 
being formed. Its activities have been designed to interpret the long-range 
futility of limiting @ program merely to clinical services, and the validity 
of making mental health consultation and promotion an integral part of 
the program of a mental health center. 

It should be noted that community organization is a highly technical 
skill which generally depends upon a relatively nondirective approach and. 
which can provide assistance by indicating various methods of reaching 
goals. A fundamental axiom is that it should not be overtly directive. If 
this should occur, and if the Division of Mental Hygiene is seen as a super- 
visory and inspection agency rather than a consultant and partner, it is 
more likely to be rejected by the local community. This, in effect, also 
changes the perception by the local community of the state agency as 
partner and perhaps this is in contrast to the matching fund programs in 
which the mental health authority may play primarily an inspection and 
evaluation function. On the other side of the coin, excessive nondirection 
raises another set of problems in the administrative development of such 
programs. It has been learned from experience that communities need a 
certain degree of direction and technical assistance. More than one com- 
munity has later complained that excessive permissiveness resulted only in 
anxiety and frustration because they were not in possession of a sufficient 
degree of technical information upon which to base their own conclusions 
or to direct themselves knowledgeably. In general, the Massachusetts 
community organization method has shown that patience, combined with 
appropriate amounts of guidance at propitious moments, leads to pro- 
ductive, sustaining partnerships which give evidence of supporting long- 
term community mental health programs. 

Among the many other problems which may arise in the area of commun- 
ity organization, we should like to emphasize the following three: First, 
there was the problem of a lack of clarity in communication and coordina- 
tion when a center had been established in a particular area. At this point, 
the communities quite naturally turned to the local center for continuing 
organizational guidance. However, because the local center was staffed by 
dinically trained personnel, who were at first much less knowledgeable in 
community mental health practices, they all frequently depended upon the 
Division’s community organization section for guidance. This section, which 
was understaffed and which, of necessity, devoted most of its energies to 
the establishment of new centers, could not respond as effectively as would 
have been desired. Furthermore, in certain instances, there was à lack of 
clarity between the director of the mental health center and the community 
organization section as to who would be playing the primary role in rela- 
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tion to the local community mental health association. In time, as the nature — 


of this problem became clearer, the various roles were spelled out more 
sharply for all concerned. One outgrowth was that the community organiza- 
tion section encouraged the development of a Massachusetts Conference of 
Community Mental Health Associations, to which it related, while the 
mental health center director played a more autonomous and advisory role 
at the local level. 

A second major problem was in regard to representation in the local 
mental health association and, in particular, on its board of directors. Al- 
though the original plan was for broad representation, including members 
from various professional, social, cultural, religious, political and labor 
groups, it soon became evident that, in some communities, representation 

"was limited to certain social strata and groups. For example, in few im 
stances have labor groups had direct representation. Many boards were 
top-heavy with people who were also on many other agency boards and who, 
although skilled and of good will, had limited time to devote to any one 
project. In one town, which was divided very evenly between the major 
political parties, every board member belonged to the same party. Although 
this was completely fortuitous and party membership had not been a cri- 
terion, it took several years to placate the other party, which meanwhile 

_ successfully blocked the town’s participation in the program. From this 
incident came a realization by the community organization section that à 
conscious effort must be made in the future to circumvent such barriers to 
effective program development. 

Third, the medical profession was asked to play a leading role in the 
development of the community mental health centers, because of its vital 
concern for the health of the community. It was felt that its support would 
provide important backing for the program. This occasionally led to diffi- 
culties in developing the centers. In some communities, the physicians 
readily perceived the center as a place where they could refer trying and 
difficult problems, and as a vital and needed community service. Through 
their wholehearted support, these centers were often able to start more 
rapidly. However, in other communities, some physicians found it difficult 
to accept what they thought was a development leading to “socialized medi- 
cine," especially in a state which has prided itself on private practitioner 
and private community hospitals. It was also felt by some that this service 


might "compete" for funds with other medical projects in the same com- - 


munity which they valued more highly. Even though the entire program 
was cleared with the state medical society and was continually interpret 

to local medical groups, occasional difficulties arose. Objections came mos y 
from those physicians who had little contact with such services and who 
spoke only as individuals. At first, a disproportionate amount of time was 
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t interpreting the program to them. It soon became evident to 
vision that when the majority of local physicians, health officers (s 
was one) and the medical society supported the program, the 
ring association was able to cope more effectively with these indi 
objections and proceed with its plans. f 


PROBLEMS OF FINANCING fo 


The Massachusetts approach can be contrasted with the more frequent. 
"use made of matching funds in other state community mental health pro- 
grams (7). The former method appeared to meet the needs of Massachusetts 
communities for local autonomy and participation while, at the same times, — 

it provided for wider local involvement, flexibility in program planning, p 
and machinery for continuing interaction between state and local commun- i 
ties. Funds from the local community come from various sources, such aS 
health department funds, school department funds, Red Feather (Com- Lm 
munity Chest), local fund drives, private endowments and the purchase of 
‘Consultation service by other agencies. This can be contrasted with the h 
model of the more centralized sources of local financial support in the match- i 
g fund programs. ) 
Over a period of years, some weaknesses became manifest. At the state 
level, Massachusetts is hampered by the fact that a community can express — 
a desire for a mental health center, and work with the Division toward. i 
this goal, but before implementation is possible, the legislature must appro- — — 
priate earmarked funds for that community. Thus, the law does not guar- 
This may be a definite 
drawback because carefully nurtured plans are sometimes, at the last mo- ——— 


ment, prevented from reaching fruition. In the matching fund states, the —— 
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support in a community often led to a failure to raise funds and, in the 
long run, aroused conflicts within the larger area mental health association 
because one community did not carry its weight. It should be added that 
problems of the latter type generally reflect internal difficulties in the 
social system, which in turn are indicative of the general level of effective- 
ness of a community in dealing with its social and mental health concerns. 
In some respects, this could be a clue which could be used by the mental 
health association and the community organization section of the Division 
in helping this community to gain more self-understanding and eventually 
to resolve some of its problems. 

The Massachusetts approach would be greatly strengthened if funds were 
allocated to the Division in a lump sum, to be disbursed to communities as 
partnerships are readied. With this improvement, it would seem that the 
Massachusetts program with its focus upon broad-based community in- 
volvement, and a flexible partnership in which the community maintains 
its autonomy and receives technical assistance and guidance, rather than 
inspection and approval from the state mental health authority, would 
have a greater likelihood than the matching fund approach for effective 
programming. 


In-Service TRAINING, STANDARDS AND SALARIES 


Problems to be discussed under this heading are not necessarily peculiar 
to Massachusetts but can be found in any state mental health or health 
program. The first problem is one of staffing a newly conceived community 
mental health center with personnel who have sufficient training in clinical 
techniques and some basic knowledge of public health and community 
mental health practice. Such personnel were not available when this pro- 
gram began and, in fact, are still difficult to recruit. 

It was necessary to develop an extensive in-service training program. 
All new personnel spent a year in an orientation seminar which met weekly 
with the Director of the Division. In addition, monthly meetings were h 
in which the Division personnel from the local mental health centers assem- 
bled to hear important speakers and to discuss program problems. Special- 
ized personnel, such as the mental health consultant, received several years 
of training in consultation techniques from a leading theorist and practi- 
tioner at the Harvard School of Public Health (8). In later years, as several 
of the staff members gained experience as well as advanced degrees in public 
health practice, there were also monthly seminars in advanced concepts 9 
community mental health, as well as a course in public health aspects © 
mental health. 

There was also established, under the direction of a highly experienced 
clinical director from a large private agency together with the Director o 
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Division, a special seminar for the directors of the mental health centers 
"o discuss problems of administration, community organization, clinical 
practice and programming. This seemed to afford the beginnings of a cadre 
ol personnel oriented toward community mental health and ready to uti- 
lize the techniques of public health practice such as epidemiology, community 
organization and health education. Three members of the central office staff 
have public health degrees in addition to their clinical training, and several ~ 
of the centers are field stations for the Harvard School of Public Health. 
The Director of the Division is on the Harvard faculty, and other staff 
members participate in the Harvard training program. 

The success of the above methods has been achieved despite certain handi- 
caps. A number of the clinically trained personnel who professed interest 
in this approach when entering the program got “cold feet" when it came 
to dealing directly with the community. All forms of resistance and ration- 
alization were discovered as these individuals tried to explain away their 
reasons for not becoming involved in mental health activities outside the 
center itself. Traditionally, psychiatrists have developed their role as pro- 
viding service to people within their office, and in recent years psychiatric 
social workers have not ventured into the community as they had formerly. 
Although the clinical training of psychologists had not particularly prepared 
them for a community role, several became interested in the social implica- 
tions of community work and were often eager to attempt these new roles. 
Their interest, combined with the hesitation of the other team members in 
this area, eventuated in psychologists’ becoming the first mental health 
consultants in Massachusetts. There are now increased numbers of person- 
‘nel from all disciplines who are participating directly in the consultation 
"and mental health promotion aspects of community mental health practice. 

Because clinical services were often the backbone of the program and its 
Most tangible aspect, it was necessary to provide continuing advanced train- 
ing and supervision for these clinical skills. A review of yearly statistics has 
shown that although intensive training has been continually going on in 
dinical as well as community organization and consultation skills, never- 

eless, ever-increasing services are also being rendered to the people of the 
; Commonwealth. In keeping with local needs, centers varied with respect to 

the degree of clinical versus consultation services, and no over-all regulation 
concerning degree of time to be spent in consultation services could be 
_ Made. It was initially hoped that 75 per cent of professional time would be 

Spent in community work, and only 25 per cent in the clinic, but this goal 

hot yet been approached. 

The challenge of working in a community mental health program and the 
Opportunity for new, high-level training helped to recruit and maintain 
Télatively experienced clinical personnel in the face of an appallingly low 
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salary schedule. However, realistic considerations could only be put off, and 
not avoided. Many of the communities soon found that once their personnel 
had acquired valuable experience, they were being sought by other agen- 
cies and other communities throughout the country at much higher salaries, 
A disturbing problem appeared in this program as it has in so many others. 
Many communities which are top-flight training centers in the various pro- 
fessions do not provide career opportunities for the people whom they 
train. As a result, there are often good program leadership and excellent 
training in these locales, but the wide-spread service functions are generally 
carried on by people in various stages of training. When these employees 
have become fully experienced professionals, they often leave for leadership 
roles elsewhere. 

As this problem became apparent in the community mental health pro- 
gram, efforts were made to cope with it. First, the Department tried to 
raise salaries in line with current schedules throughout the country. Al- 
though some changes were made, the great discrepancies in professional 
salaries were not ameliorated because it has not yet been po-sible to con- 
vince the Civil Service Commission that highly technical training and 
experience must be rewarded. The communities realized that there would be 
no immediate relief from this source and they cast about for local methods 

` of solving the problem in their own centers. They knew that although 
Civil Service legally construed these positions to be 5-day-a-week, 40-hour 
jobs, extra time during evenings and weekends was frequently required of 
the professional workers to render adequate services. Personnel were & 
pected to work many additional hours with no recompense, and this became 
a source of irritation. 

In order to adjust these discrepancies and to encourage the team members 
to become career workers in a particular community, supplementary ss 
aries were frequently voted to employees by the community association to 
compensate for their extra time. More and more of the local mental heal 
associations recognized the need for such a step. They had also learned [^ 
the success of these procedures from their colleagues in other associations. 
These additional monies for additional service were soon offered to potent 
employees in order to attract the highly qualified personnel that the com- 
munities began to appreciate were needed in these centers. On the one han h 
this resulted in employees’ remaining for a longer period in their positions 
and regarding them as career opportunities. It also was very effective n 
recruiting highly experienced clinically trained people into the program 
On the other hand, there have been several drawbacks to this method: 
(a) It resulted in competition between centers as to who could offer the 
greatest amount of supplementation; (b) the morale of those workers W 9 
did not receive supplementation in a particular center was lowered; 
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in centers where supplementation had not yet been introduced 
@lighted because they perceived this to be a state-wide program which 
d have an cqual personnel system; (d) administrative personnel in 
he central office who developed this program, but who were not connected 
with a mental health association, frequently earned less money than some of 
the junior-level employees whom they helped to hire; (e) in some cases, 
employees had reduced motivation to secure advanced degrees because of 
the gratification of supplementary salary, and extra demands upon them. 
W Ibis to be hoped that this use of supplementation will eventually turn 
out to be a positive development. It has the advantage of helping community 
and state to strengthen their partnership in working out a very difficult 
issue. It has the further advantage of binding professional people more closely 
. to their main job in professions where it is characteristic to hold several jobs 
simultaneously. Even though they may put in the correct amount of time 
for each of their jobs, it is usually not possible for them to devote their full 
Energies to each because of the fractionation of their time, attention and 
“energy. If this combination of recompense can result in a really full-time 
"Community worker who will devote himself completely to one main task in 
Acommunity and feel that he is amply rewarded for his efforts, then this 
will indeed have been a forward-looking development. 
~ One issue which might, in theory, be expected to afford a source of tension 
"was found, in practice, to be manageable. This was the issue of some person- 
‘nel being state employees, some employees of the mental health associa- 
tion, and some employees of both. All hiring was coordinated and directed 
by the center director. All personnel were required to meet at least the 
minimum standards required for the state position—whether or not they 
| were to be state employees. State employees were screened by the director 
and his staff, by the appropriate person at the Division office, and approved 
by the community professional advisory committee. The essential factor in 
making these various arrangements interact amicably was the quality of 
leadership exercised by the local director. The skillful director who under- 
Stood and respected his administrative obligations had much less difficulty 
"With problems of division of responsibility than did the uncertain, hesitant 
or vague leader. 
RELATIONSHIPS WITH THE SCHOOLS 


— In developing effective and useful working relationships with community 
"agencies— the schools, the courts, health departments, police, etc.—a variety 
- 6f problems arose. It is not possible to discuss here the relationships with 
all of these agencies. We shall select one agency, the school system, as an 
example of the kind of problems that may arise. Not only can many of 
their problems be readily translated into the context of other agencies, but 
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also the greatest body of experience has been acquired in the public schools, 

In approaching the schools, one meets a variety of attitudes ranging from 
hostile suspiciousness, which is usually phrased in such terms as "They're 
not going to come in here to psychoanalyze me," to unrealistic expectations 
of omnipotence. Through program consultation, school officials were helped 


it is in industry and government. 

The good relations that were established with the schools were based 

upon effective liaison and feedback maintained with the school personnel. 
This is in contrast to the unpleasant feelings held by teachers toward many 
other psychiatric agencies in the various communities. One of the first re- 
marks made to many of the consultants as they entered a particular school 
was that previous experience with psychiatric agencies had been very un- 
rewarding to the teacher in helping her do her job. Teachers felt that they 
had been perceptive in detecting problem cases and referring them to the 
proper agencies, but rarely had they received any feedback. The primary 
aim of the mental health consultant was to help the teacher make better 
use of her professional self. This often required the sharing of professional 
information, which many psychiatric agencies are reluctant to do, but which. 
is of great importance in working with teachers who spend much more time 
with the child than does any agency. Relationships frequently became s0 
good between the school and center personnel that problems of another 
kind arose, Center personnel were sometimes consulted about rivalries OF 
tensions within the school social system which were extrinsic to their as- 
signed task and were potentially quite explosive. There was frequently 
great temptation to express an opinion, or to side with one faction or an- 
other, but this would have been disastrous to the program. This same prin- 
ciple was true of work with other social agencies and similar pitfalls were 
present in those relationships. 

One further major problem about the relationship with the public schools 
will be discussed. This is a problem not limited to Massachusetts, and 
which because of recently enacted federal legislation will become even mo 
widespread. It concerns the relationship with guidance, counseling í 
similar personnel within the schools, and their perception of the functi 
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of mental health centers. Because of the great number of separate gorem- 
mental departments in the Commonwealth, Massachusetts was at a dis- 
advantage from the standpoint of effectively coordinating the points of view 
of all agencies and disciplines in developing new services and The 
creation of school psychologists and school adjustment which 
was to have provided increased services and to have been a great stride 
forward, turned out, in many instances, to pose problems of standards and 
quality of practice. The onus for allowing these problems to grow to the 
proportion which they have is at least in part attributable to the indifference 
of professional organizations within the State, who were consulted but who 
often did not readily respond. While these matters were being discussed and 
debated, the professional groups remained aloof from the proceedings. As 
laws were passed for the school adjustment counselor program and regula- 
tions were passed for the certification of school psychologists, many school 
systems soon took advantage of the additional personnel because $4500 of 
the salaries of school adjustment counselors and 50 per cent of the salary 
of the school psychologist was reimbursed by the State. 

Although the individuals who held these positions were also supposedly 
interested in the mental health of their charges, it was soon readily apparent 
that the level of their training and experience was not in keeping with the 
high quality which was maintained by the Department of Mental Health 
in selecting personnel for the mental health centers. Also, state funds were 
being used to employ less trained people for shorter hours at higher salary 
than was being paid, for example, to a fully qualified psychiatric social 
worker in state employ. This weakness in training and experience often led 
to referral problems, because the school personnel either referred too many 
children, and then felt rejected when these children could not all be seen 
by the mental health center, or they referred few children and allowed acute 
problems to become chronic. It soon became apparent to the mental health 
center personnel that unless they could work with these key practitioners 
in the school system, they would have their consultation program blocked. 
Some centers began to invite them to attend staff meetings and conferences 
and provided special in-service training programs in the school setting, in 
order to enhance the technical competence and skills of these personnel. 
Gradually, this method, in a few areas, has resulted in greater coordination 
and communication between the school system and the mental health 
center, as well as a camaraderie in which there is a freer and more flexible 
relationship and a higher level of mental health programming in the school 
system. The mental health centers have also assisted the school psycholo- 
gists and supervisors of special education in the diagnostic evaluation of 
mentally retarded children and in the development of better special educa- 
tion programs. 
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The problems that have just been described are similar to those which 
have arisen in other programs throughout the country, and which will con- 
tinue to arise as school mental health and community mental health pro- 
grams increase. A review of the certification requirements of school psy- 
chologists throughout the country indicates that qualifications are usually 
lower than those for clinical personnel in child guidance agencies or mental 
health centers. This discrepancy will continue to plague administrators in 
state mental health programs, especially as schools move more directly into 
the business of mental health through counseling, group therapy programs, 
and other remedial programs which emphasize psychological and psychiatric 
techniques. 

An example of this is the recent law that was passed in New Jersey in 
which counties, with the approval of the Department of Education rather 
than the mental health authority, can establish positions for psychologists, 
psychiatrists and other personnel in order to provide diagnostic evaluations 
of emotionally disturbed children for special placement in the schools. Com- 
petition between such services and those outside of the school system may 
result not only in an excessive drain of available man-power, but may also 
tend to water down professional standards and qualifications. If, however, 
the various state agencies, namely, the Departments of Education, Mental 
Health, Public Health, and Public Welfare, can work harmoniously to de- 
velop high standards and to outline the limitations of each agency in regard 
to the types of problems with which they will deal, there is then the 
possibility of developing the most comprehensive mental health services for 
school children, and eventually to encompass the total community. 


SUMMARY 


This paper has attempted to show a number of problems that have arisen 
in the development of the community mental health program in Massachu- 
setts. These problems initially arose in regard to community organization 
and program development, where there was a high need for sensitivity, 
technical competence and understanding of the communities’ attitudes 
toward mental health professionals. The State Division of Mental Hygiene 
found it necessary to develop a partnership with the local community in 
which many aspects of the community mental health program were shared. 
Methods of financing were discussed and a contrast was drawn between the 
Massachusetts and matching fund programs. In-service training, standards 
and salaries have been, in general, a problem of the Division, but the local 
communities have been involved in helping to develop career programs 
through supplementation of salaries. 

Specific problems of dealing with school social systems have been used a8 
an example of the complicated administrative and consultative concerns 
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have arisen in dealing with caretaking agencies. The addition of 
eci: personnel in the school systems has been not only an additional 
|... source of case-finding assistance but, at the same time, has served as a 
| possible barrier to further program development. Methods of handling and 
— working in closer coordination with these personnel have been given as 
examples for widening the number of caretakers in the community, and in- 
‘creasing their degree of technical competence wherever possible in aiming 
toward a more effective community mental health program. Information 
from other states suggests that many of these problems are not unique to 
‘Massachusetts and that comparable efforts elsewhere encounter similar 
difficulties. 

What is required is a thorough, sophisticated program of evaluative stud- 
ies which can measure the effectiveness of a state program or any of its com- 
ponent parts, employing variables which make possible comparisons among 

“state programs. It is hoped that a discussion of pitfalls and snares which 
were faced by this pioneer program will facilitate subsequent undertakings. 
It is further hoped that the progress and success of this program, despite 
a plethora of handicaps and difficulties, will encourage others in similar 
ventures. 
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SCHOOL CHARACTERISTICS OF MALE ADOLESCENTS 
WHO LATER BECAME SCHIZOPHRENIC* 
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N THE past three decades there has been increasing interest and re- 
I search on the relationship of childhood adjustment to adult psychiatric 
status. In most studies, a group of adults seen in a clinic or clinic setting 
as children were followed up and evaluated. Such studies, by Birren (2), 
Bowman (4), Frazee (5), Kasanin and Veo (7), O'Neal and Robins (11, 12, 
14), and Wittman and Steinberg (16) contributed corroborative findings 
on the personality characteristics of children and youth who later became 
psychotic. Almost all' the research indicated that the socially introverted or 
shut-in personality is the most common personality type found in pre- 
schizophrenics, but that there is a scattering of other types of personalities 
who also become schizophrenic. Some are described as “stormy” personal- 
ities who alternate between periods of rage and attack and periods of pas- 
sivity and calmness. Others have a success-oriented personality in which all 
energies seem to be focused on the achievement of certain goals. Such indi- 
viduals are usually professionally successful but are markedly affected by 
small failures (8). 

There are significant gaps in our present knowledge of the personality 
antecedents of schizophrenics which are most visible by scrutinizing the 
research methods and procedures which have been used to date. Most re- 
searchers have aimed their energies at follow-up studies of known groups of 
children. One of the difficulties in research of this type lies in the disap- 
pearance of the more mobile members of the group who in some studies 
constitute a sizable number. For example, a follow-up study of persons 
seen as children in a municipal psychiatric clinic and a control group 30 
years later showed that the geographic mobility of the patient group sig- 
nificantly exceeded that of the control group. Not only did persons seen in 
the clinic move more often from town to town but they tended to change 
their address more often within a city. The investigators concluded that 
children who are sufficiently disturbed to be referred to a child guidance 
clinic grow up into adults who are highly mobile (14). Another limitation 
of this type of research study is that the status of the follow-up group 1$ 

* Presented at the 1959 Annual Meeting, 


1 The follow-up studies of children seen at the Dallas Child Guidance Clinic (9, 10) produced results 
of sufficient variance with the consensus of research to warrant discussion later in the paper. 
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evaluated on the basis of a single criterion such as difficulty with the 
law (13). 

— "Age and circumstances may play a large part in defining how the vulner- 
"ability of the individual to emotional problems is expressed. Those studies 
which attempted to assess the total psychiatric health of the follow-up 
group have had to do this in short time periods with limited staff. In some 
eases such as in the Kasanin and Veo (7) study, the respondents knew that 
the persons about whom they were reporting had been or were patients in 
a mental hospital. Indeed it is difficult to mask the intent or nature of 
retrospective or follow-up studies. One can only surmise the extent to which 
a person's perception of another is altered by knowing that the person has 
been or is mentally ill. In the present study much effort went into disguising 
the purpose of the study; only in two cases did respondents indicate that 
they knew one of the boys had been hospitalized. Much effort also went 
into concealing the identity of the hospitalized boys from the interviewer to 
minimize his perceptual biases. 

Another major difficulty in this type of longitudinal follow-up and eval- 
mative research lies in the control or comparison group. This was mentioned 
‘by Bowman 25 years ago with the admonition that “there are almost in- 
‘surmountable difficulties in obtaining suitable control material. Ideally, 
— one would wish for a group showing the same distribution of sex, age, race, 
intelligence, social status, etc., as found in the group of psychotic cases. 
"The same method of obtaining material, i.e., interviewing relatives, friends, 
“employers and others . . . should be utilized. Such a study might, theoreti- 
cally, be made by picking persons at random on the streets, in stores, in 
subway and similar places and securing their consent to such an investi- 
“gation. Practically, it would seem impossible to carry out" (4, p. 488). In 
the O'Neal and Robins study (11,12) the controls were a group of students 
picked purely on the basis of having no striking difficulties at school. This 
might be regarded as a “good guys" group to compare with those referred 
to the clinic. 

Many studies do not include any relevant comparison group. Such a 
_ group may add little in some cases; in others it may prove to be of major 
importance. For example, in their evaluation, Witmer and Tufts concluded 
as follows: “The chief importance of the Cambridge-Somerville Youth 
— Study, so far as evaluation is concerned, is its use of a control group for 

_ Checking results. Had this been lacking, much greater claims for the effec- 
= tiveness of the program ... might have been made" (15, p. 30). With the 
exception of the O'Neal and Robins study, control groups, where present, 

ave been drawn from children who were referred to a child guidance clinic. 
This is of inestimable help in understanding differences among the various 
groups of children referred to a clinic but may be of minimal assistance in 


" 
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locating the significant differences in the history of the child or his follow. 
up adult counterpart from that of the average, randomly selected individual, 


RESEARCH PLAN 


The present investigation has attempted to resolve some of the problems 
inherent in this type of research by identifying the -follow-up group first 
and working backwards. It was considered best, for example, to begin with 
a group with as much commonality in degree and kind of illness as could 
be psychiatrically ascertained. For this group, a group of hospitalized mental 
patients was selected all of whom had been studied by the staff and diag- 
nosed as schizophrenic. The idea of getting everything and anything about 
the lives of these patients (and a control group) was abandoned; instead a 
good, clear-cut slice at some relevant point in the person’s life was sought. 
For this cross-sectional slice the high school and the high school adolescent 
were chosen—his record, grades, extracurricular interests, and his percep- 
tion by teachers and counselors. The final choice of this period for retro- 
spective viewing was made after preliminary investigation demonstrated 
that most of the faculty of the average high school could well remember 
students who had attended within the past five years. Another reason for 
choosing the high school period is that demonstrable differences at this 
point in the life of the preschizophrenic and other youth could perhaps be 
more effectively used in any preventive effort by the school. The question 
the research project hoped to answer was: To what extent are the high 
school records and staff perception of an adolescent who later becomes 
schizophrenic significantly different from those of other high school students? 

As the research plan developed it was acknowledged by all that to get 
valid information on students, one should not divulge the exact nature of 
the study to the respondents and that the results might be less biased if the 
interviewer did not know which of the boys was hospitalized. To accomplis 
this, the study procedure needed to combine the subtlety of the OSS with 
the guile of a con man. Fortunately, the two agencies undertaking the | 
research project could accomplish this without disproportionate effort of 
time. One had access to patients; the other to high school records and stafi. 


RESEARCH Process As SEEN BY THE SCHOOL 


The process of the research might best be recounted by permitting the 
reader to don a cloak of invisibility and accompany two investigators from 
the staff of the California State Department of Education as they visit a 
high school. The two investigators have staff positions with research rê- 
sponsibilities and are no strangers to most of the schools or administrators 
in the state. They are first observed ascending the stairs of a high schoo 
and entering the principal’s office. After the customary greeting, the prin- 
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cipal, referring to a letter on his desk, says, "Your letter mentions that 
you are trying to find out something about the characteristics of high school 
students and how they are related to their later occupational success. We 
are very interested in this problem, too. I often wonder about some of our 
graduates and how they're getting along. We hear about some, but most 
we never see again. But tell me, how are you going to do this?" The investi- 
gators then explain that this high school and the others in the study are 
selected at random from the high schools in the state. After the high school 
is selected the students to be studied are randomly selected from a class 
yearbook. All available information is then sought on each student from 
faculty and other staff who might have known both students. Copies of 
transcripts, cumulative records, grades, extracurricular activities and stan- 
dardized test scores are also obtained. Other agencies are then responsible 
for the follow-up work. 

After this explanation the investigators select a year at random from a 
group of possible years and obtain the appropriate class yearbook from the 
principal. Investigator A selects two boys at random from the yearbook. 
With the help of the principal and other administrative staff, interviews 
are scheduled with faculty or counselors who have known both boys. Such 
interviews are conducted by Investigator B. Meanwhile, Investigator A 
records all information in the files or cumulative records about each boy. 
The interviews and record compilation are usually completed within a few 
hours. From September 1956 to October 1958, approximately 50 such visits 
were made and information obtained on 88 students. 


ResEarcH Process As IT REALLY OPERATED 


To understand fully what went on in the afore-mentioned scene, one 
would need a little help from a time machine. This would take one back to 
the time when the California State Department of Education and the Vet- 
erans Administration Hospital, Palo Alto, had planned to gather information 
to confirm or reject the following hypotheses: 

1. High school students who later become schizophrenic will be significantly dif- 
ferent from a control group in the manner in which they are perceived by school 


staffs and in certain phases of their school records. 
2. The school staff and school records contain sufficient relevant data on students 


who have left school within five or less years to adequately assess their school 


mental health. à ; nox 
3. The developing schizophrenic is readily recognizable during his high school years 
and is perceived as having more emotional problems by the school staff 


The research task of the hospital staff was to identify white patients in 
the hospital population who had attended high school in California at least 
one full year, who were born after January 1, 1933, and who had been diag- 
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nosed as schizophrenic. The names of these patients and information as to 
the high school attended and the year or years of attendance were mailed 
to a research consultant in the State Department of Education. Each name 
was then placed in a sealed envelope upon which was written the name of 
the high school and the years of attendance. The State Department of 
Education then sent a letter to the principal of the high school to make 
arrangements for a visit of research staff who were doing a study on “Rela- 
tionship of the Characteristics of High School Students to Their Later 
Occupational Success.” One of the two research investigators who visited 
the school memorized the name of the patient and the date of his last year 
of attendance. Under the guise of selecting two students at random he 
selected the patient and a control, usually the next name in the yearbook 
or class list unless the photograph in the yearbook indicated a difference 
of race, or the name indicated a possibility of family relationships. The 
other investigator then did the interviewing of high school staff without 
knowing which was the control or experimental subject. The final list of 
controls was later checked by relevant state agencies to rule out the pos- 
sibility of mental illness in members of the control group. 

The interviews of the school staffs were structured in large part by a 
rating sheet developed by the staff of the VA hospital and the State Depart- 
ment of Education, which contained 18 descriptive statements of behavior 
including such behavior as degree to which liked by other students, appearance, 
ability for leadership, participation in group activities, interest in girls, apa- 
thetic-energetic, depressed-cheerful, careless-perfectionistic. There were two 
items, over-all school adjustment and mental health, which were presented at 
the end of the interview, with the interviewee defining in his own way the 
meaning of the terms. All statements were rated on a 5-point scale consis- 
tent with the item. For example, degree 1o which liked by other students had 
the following rating categories: 1) tends to irritate and be disliked by most 

“people who come in contact with him; 2) in general, not too well liked by 
others; 3) liked as well as most; 4) tends to be liked somewhat more than 
most; 5) liked by almost all that know him. The last two items, over-all 
school adjustment and mental health, were rated on a 5-point scale from ex- 
ceedingly poor to excellent. 

In almost all cases the interview was begun by showing the interviewee 
the pictures of both students and asking, “What is the first thing that comes 
to your mind about each of these boys?" The interviewee was then encour 
aged to continue in his free association responses until he ran out of mem- 
ories. Some direct questions were then asked to complete the gaps on the 
Interview Rating Scale. Faculty members who had known both boys wete 
given priority as interviewees. In almost all cases staff were available who 
remembered the boys in class, as counselees, or as members of athletic 
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teams. In some cases, boys made little impression on staff but Were remem- 
bered as such. 
Resutts 


The results indicate that the school staff perception of the preschizophrenic 
boy is essentially one of general passivity toward others and toward the 
school environment (Table 1). This includes specifically lack of interest in 


TABLE 1. COMPARISON OF STAFF PERCEPTIONS ON INTERVIEW 
RATING SCALE OF PRESCHIZOPHRENIC AND CONTROL GROUPS 


Item Chi Square P 
1. Degree to which liked by others 12.00 .020 
2. Conformity to rules and regulations 3.98 — 
3. Appearance 7.76 = 
4, Interest in environment 16.40 .010 
5. Leadership 19.60 001 
6. Participation in group activities 20.26 001 
7. Participation in athletics 16.48 -010 
8. Interest in opposite sex 28.60 .001 
9. Overt expression of hostility 1.86 - 

10. Submissive—aggressive 9.60 .050 

11. Apathetic—energetic 15.72 .010 

12. Cautious—impulsive 8.40 .050 

13. Manifest anxiety 13.48 .010 

14. Depressed—cheerful 10.34 -050 

15. Complaining—noncomplaining 7.60 =e 

16. Dependent—independent 13.40 -010 

17. Irresponsible—dependable 11.08 .020 

18. Careless—perfectionistic 14.12 .010 

19. Over-all school adjustment 0022.40 .001 

20. Mental health 32.62 .001 


girls, group activities, and sports. The preschizophrenic boy was also rated 
as more apathetic, careless, dependent, irresponsible, depressed and sub- 
missive than his control. In addition, he was perceived as possessing more 
Overt anxiety and was less well liked by his peers. : ; 
Comparing the preschizophrenics and controls on the basis of the classi- 
fication devised by Kasanin and Veo (Table 2), it is noted that the present 
&roup of schizophrenics are behaviorally different from the control group 
in high school and are also different from the group of patients studied by 
asanin and Veo. The difference between the preschizophrenics in the 
asanin and Veo study and the present study is undoubtedly the result of 
4 combination of differences in research plan and technique, The Kasanin 


"TABLE 2. DISTRIBUTION AND COMPARISON OF KASANIN AND VEO (1932) 
PRESCHIZOPHRENIC GROUP AND PRESENT PRESCHIZOPHRENIC 
AND CONTROL GROUPS ON THE BASIS OF KASANIN 
AND VEO'S CLASSIFICATION 


Present Study Present Study 
Preschizophrenic | Control Group 


Classification 
Group 
N44 N=44 
Number | Per Cent| Number | Per Cent | Number | Per Cent 
E Children of unusually strik- 20.5 2 4.5 
1 
A 
43.2 3 6.8 
3 5 
$i by some tead 5 20.5 31 70 
2 be well adjusted, well inte- 
Pa grated, moderately popular, 
= | seciable with no apparent 
difficulty in school. 
ø Wee : 
- Children with qualities of 3 6.8 8 18.2 
ip in athletics or 
b "pride of the 
^ eager for success, 
Pts to c 
y. Children who were aoe 
lem, seldom hated, ecl. EL o | o^ 
sive and quiet. They are 
often hazily remembered as 
sensitive, shy, passive and 
colorless. 
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TABLE 2 (Continued) 


Comparison 


P 
asanin and Veo (1932) 05 
izophrenic group (present study) C 
 Preschizophrenic group (present study) .001 


© Control group (present study) 


Veo group of schizophrenics were culled largely from elementary school 
as opposed to high school records in the present study. One might 
ue that the group of schizophrenics in the present study were a healthier 
pup with more personality strength and resilience, since many were able 
ive the academic regimen of high school and all were able to pass 
ychiatric screening test for military service. Other differences in the 
studies consisted of the inclusion of 31 females in the 54 schizophrenics 
by Kasanin and Veo as compared to no females in the present 
. In addition, about one-third of the Kasanin and Veo group were 
agnosed or had a nonschizophrenic diagnosis. Also, the persons reporting 
he Kasanin and Veo group were aware that the individual had become 
tally ill and had been hospitalized. Nevertheless, to obtain an adequate 
ptive comparison it is interesting to compare the numbers of pre- 
cophrenics and controls who fell into the five categories devised by 
in and Veo (Table 2). The following brief histories are case examples 
olescents who later became schizophrenic, as classified on the basis of 
escriptions of Kasanin and Veo. 

gory I. Children of unusually striking personality. Children noted 
ers to be odd . . . peculiar. Teacher noted something wrong with child’s 


pment. s 
"The boy was in the tenth grade when he dropped out of school. His attendance and 
prior years. In elementary school the 
xt grade. At the time of his entrance 
to California. In the ninth grade he 


d a score of 77 on a group intelligence test. D : l 
ed on the Stanford-Binet. At that time the psychologist described him as a very 


mature-appearing boy who displayed some nervousness and was somewhat effemi- 
his mannerisms. It was felt by the psychologist that the boy disciplined himself 
eep his nervousness from showing. In addition, he was described as a boy who 
ed little if any interest in school. He seemed never to know when lunch period came. - 
examiner described him as detached from reality. He barely heard oral directions. 
ed to have a philosophy that nothing could hurt him now. He just didn’t seem 
ink about anything. He claimed he had saved for a BB gun three times. On each 
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occasion, he said, his family took the money and his father also took from him $60 that 
he had saved for a bicycle. The father did try to return it in small amounts, but the sum 
was never together again. The boy seemed deeply hurt by this and seemed to have 
adopted a nonchalant, noncommunicative attitude with an expressed feeling that nothing 
could hurt him now. 

The following note was written by the boy when he was asked to explain why he cut 
class: “I cut because I get tired of school or because I want to go some place. I think five 
days a week is too much of the same thing day after day. I get tired of it and just take 
a day off once in a while. I don't like to go to school anyhow. ...” 

Examples of other written reactions included in the cumulative records are as follows: 
The first is a note from a teacher to the mother. 

“Several weeks ago the boy was told to stay after school because of poor work and 
poor citizenship. He disobeyed and did not stay. As a result I sent you a letter by him 
telling you that he was to stay after school and write a 200-word composition. The boy 
was to return the letter with your signature. He never returned it. The boy must stay 

"after school and do his punishment work. His attitude is poor. He chews gum in class 
and is generally uncooperative.” 

A second teacher’s note exclaimed: “He chews gum constantly. Irresponsible. Poor 
workmanship, no homework, inattentive, and wastes time.” 

A third teacher stated: “The boy considers school a three-ring circus, He takes 
nothing seriously and consequently learns nothing.” 

A fourth teacher wrote: “The boy has received an F in my class. He has simply taken 


up space in my class all semester, He has refused even with constant prodding to com- 
plete his work." 


Category 11. Children with slight personality problems, somewhat differ- 
ent but not markedly so. 


This boy attended a small high school. He was vice-president of his senior class and 
participated to a limited degree on the varsity football team. In school he took a general 
course of study and maintained slightly better than a C average. His school attendance 
was average. This boy was remembered by the high school staff as one who maintained 
some interest in athletics, especially football, but showed little interest in anything other 
than that. His counselor remembered him as a boy who was tense, nervous, and, at times, 
apprehensive about his general welfare. His coach remembered him as a boy with lots 
of nervous energy. He felt that if the boy had not possessed so much tension he might 
have been an outstanding football player. He showed little evidence of leadership in his 
school career and was described as being a follower. 


: During his attendance at high school, his brother and sister attended the same school. 
= was the feeling of faculty members that the parents exercised little supervision over 
ds activities of their children. "The children never seemed to feel the need to inform 
eir parents of their whereabouts or anything related to their school activities. These 
matters seemed to rest entirely in the hands of the boy and his brother and sister. 
Category TII. Children who are well liked by some teachers, appear to be 
well adjusted, well integ 


: rated, moderatel i i ar- 
Sa CUfüisliy in achool > erately popular, sociable, with no app 


I i i 
red d pu eM 1500 students this boy was active in the Foreign 
He followed a. 5 iie chool Honor Society, and was elected to the State Honor Society- 
ollege Preparatory program and maintained almost an A average. On 
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the only intelligence test administered to him during his high school career his IQ was 
recorded as 106. His school attendance was excellent. 

Members of the school staff described him as follows: This is a boy who finished in 
the top 5 per cent of his graduation class. He followed a strict academic preparatory pro- 
gram. He was recalled as a person who gave no trouble. At no time was there a question 
about his attendance or behavior. They felt that he was a well-adjusted boy and a “hard 
pusher.” The Dean of Boys described him as a very verbal boy. One said, “He was real 
slick in the word world as long as he was reading. Perhaps this made him seem smarter 
than he really was. If it hadn't been for a slight speech defect which detracted from his 
speaking ability, he would have really been slick wi th words." He was described by mem- 
bers of the counseling staff as being a very frail boy, quite underweight, and he wore 
glasses. He seemed to be preoccupied with his success which was related to his day-to- 
day success at school. He asked often about the standard of his work. 

He wanted to go to college and would talk with his counselors about his chances of 
becoming a pharmacist. The members of the counseling staff said that they never gave 
him much encouragement in these discussions because they felt that he worked so very 
hard to get good grades in high school that he would have no reserve to fall back on in 
the difficult work in college. One of his counselors was quite emphatic about this. He felt 
that the boy's high grades in high school would not hold up in college. Other than worry- 
ing about his ability to make better grades, he showed little anxiety or concern while 
in this school. 


Category IV. Children with qualities of leadership in athletics or scholar- 


ship, “pride of the school,” eager for success, perhaps a little too eager at 
times. 


The boy followed a college preparatory program and maintained a B average in his 
schoolwork. He was especially interested in radio and electronics. On the only intelli- 
gence test administered to him in high school he achieved an IQ of 118. His attendance 
was excellent. He attended a fairly large high school and served as vice-president of his 
Class and vice-president of the student body. 

Members of the faculty described him as follows: A quiet boy. Sometimes a little on 
the shy side. He seemed to possess confidence and when performing before a class or 
student body did so with a quiet, dignified, and confident manner. He never refused to 
Participate in any activity connected with school and related student body activities. 
Sometimes he had moments of depression. At such times he was concerned about his 
younger brother and treatment of him by his father. He stated that the father had 
always wanted a daughter and was quite disappointed when the boy's younger brother 
Was born. This seemed to bother the boy especially during periods when the father 
openly stated his preference for daughters and keen disappointment in having only sons. 

he boy was described as possessing a pleasing and neat appearance. It was felt that he 
used his knowledge better than average. He was known as a boy who thought twice be- 
fore acting and never made a hasty wild decision. 

Examples of faculty comments made about him were: 

: “He said ‘Yes, Sir’ and ‘No, Sir.’ To my knowledge he never lied to me. He was a 
willing student and followed directions, no questions asked.” 

“He had lots of guts and stayed with things until completed. I would classify him as 
areal ‘comer,’ a person who will make it in life with little trouble. He had what it takes. 
I remember him as an A student in my electronics class. To getan A from me for two con- 
Secutive years he would really have had to put out." 
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“A real good boy. In his senior year his grades dipped slightly. Nothing serious. It 
was probably ‘girl fever’ or *seniorities.' ” 

“He was on our school debating team. A good dependable boy. On one occasion he 
became concerned about some of the boys' bragging about their sexual exploits. The boy 
expressed some concern about problems relating to sexual intercourse. He said he wanted 
to keep himself for the woman he married. We discussed the matter on two occasions." 

“We remember him as a very conforming and idealistic boy. It was a real pleasure 
to have worked with him during his high school career." 


Category V. Children who were no problem, seldom noticed, seclusive 
and quiet. They are often hazily remembered as sensitive, shy, passive, and 
colorless. 


This boy started taking a college preparatory program and subsequently shifted to a 
general course. He maintained a slightly better than C average. On the only group intelli- 
gence test administered to him during high school he achieved an IQ of 108. He had a 
twin brother. The brother was quite active in basketball. It was felt that because of this, 
the boy made limited attempts to participate in this sport. His attendance was regular 
and he was never a discipline problem. Members of the faculty described him as quiet, 
colorless, and a good worker. He was also described as a clean-cut-looking boy, but he 
never looked sharp because of his drooped, submissive attitude and actions. 

Examples of comments made by faculty members were as follows: 

“He followed his brother, but walked around in his shadow. He seemed to never know 
that girls existed. Never saw him get mad—he just stayed in his shell." 

“He just walked around in a peaceful mood. He took everything as it came. His 
eg and behavior were always good. Never did he do anything that was odd or screw- 

“Never complained, although we never recall him as being happy. He probably never 
spoke ten words in his life without someone initiating and directing the conversation.” 

“A sad quiet boy walking in the shadow of his twin brother. It’s difficult to tell more 
about him because no one got to know him well. In any kind of stress situations he 
quietly withdrew.” 

“When he entered high school he walked around like he had a 100-pound weight on 
each shoulder. By the time he was a senior he acted as though they weighed 300 pounds.” 


Scuoor Recorps 


Comparisons of the preschizophrenic and control groups on various as- 
pects of school records are shown in Table 3. The school records showed that 
65 per cent of the preschizophrenic group and 90 per cent of the controls 
graduated from high school. While in school 38 per cent of the preschizo- 
phrenic group and 62 per cent of the control group followed a college pre- 
Ju aod program. The preschizophrenic group tended to achieve their 
end one in foreign languages. The control group achieved significantly 
ie an the preschizophrenic group in vocational courses, physical 
ucation, and mathematics. A larger percentage of the preschizophrenic 
group failed English, social studies, and mathematics than did the control 
SR Which is understandable since these are largely required courses for 

: the over-all grade patterns of both groups were analyzed to determine 
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whether the student’s achievement in his high school career followed a 
declining, inclining, or erratic trend. Six per cent of the control group showed 
- a declining grade pattern as compared to 25 per cent for the preschizophrenic 


group. . l 
On a grade point distribution of A=4, B=3, C=2, D=1, F=0, the 


TABLE 3. SIGNIFICANT COMPARISON OF PRESCHIZOPHRENIC 
AND CONTROL GROUPS ON SELECTED ITEMS 
IN THEIR SCHOOL RECORDS 


Major Difference of 


Item Preschizophrenic Group oue ? 
from Control Group est 
1. Graduation Fewer graduated x= 9.2 .01 
2. Course of study followed | Enrolled in general course of x= 6.6 .01 
(College preparatory or | study 
general) 
we sf 
3. Best subjects Did bestin foreign languages. x:228.5 .001 
Did poorest in physical edu- 
cation and mathematics 
4, Subjects failed English, social studies, and | — x*—20.6 .02 
mathematics / 

5. Over-all grade pattern Declining x?=10.2 .02 
6 Grade average One grade below control CR= 3.67 .001 
_ 1. Attendance Poorer x= 6.2 .02 
E 8. Extracurricular activities | Less interest in sports and xi-16.8 .05 

dramatics 
-. 9. IQ score Preschizophrenic: M —99.3 CR= 2.1 -05 
Control: M=106.3 


Preschizophrenic group achieved a grade average of 2.04 as compared to 
2.48 for the control group. The preschizophrenic group had significantly 
Poorer school attendance records compared to the controls. 

In none of the extracurricular activities such as interscholastic sports, 
dramatics, school clubs, and student government activities did the pre- 
schizophrenic group show a higher degree of participation than did the 
control group. The control group showed particularly high participation 

when compared to the preschizophrenic group in interscholastic sports and 
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drama. The IQ's derived from the last group test taken by the student in 
high school showed the mean score of the controls to be significantly higher 
than the mean score of the preschizophrenic group. 


Discussion 


High school students who later became schizophrenic were significantly 
different from a control group. In most cases the school staff were aware 
of beginning character disorders in these children, but only a small number 
of the preschizophrenic group were perceived by school personnel as sick 
emotionally. Undoubtedly, they were significantly different from the aver- 
age students. Occasionally a teacher would suggest that a child’s peculiar 
way of thinking or his unpredictability would cause him trouble as an adult. 
On the other hand, it was pointed out in some cases that the child’s good 
grades and avoidance of school difficulties would carry him a long way in 
life. 

Although the preschizophrenics were readily separated by the ratings 
and records from a randomly selected control group, this screening pro- 
cedure would undoubtedly include children who show normal shyness, pas- 
sivity and nonparticipation in addition to children who show shyness, pas- 
sivity and nonparticipation as a stage in the development of schizophrenia. 

There is little doubt that the present study along with other research 
points a fairly heavy finger at the shut-in personality type as the type 
most closely associated with schizophrenia. The one discordant note in this 
harmonic series of research studies is the follow-up study of shy, withdrawn 
children who were found to have made a generally satisfactory adjustment 
(9, 10). In fact, this group was found to be almost singularly free of mental 
illness, especially schizophrenia. Only one of 164 children referred to the 
clinic and classified as having an introverted personality later developed 
schizophrenia. Indeed in the follow-up study of the total group of 606 
children referred to the clinic only 10 were found to have had schizophrenia. 
As a possible explanation one might suggest that the group seen by the 
Dallas Clinic represented a healthier population than those seen in other 
clinics. Another possibility is one of selective migration of the more schizo- 
phrenic-prone individuals, as suggested by the results of the Robins and 
O’Neal study (14), 


The results are sufficiently at variance with other research to suggest 4 
review and re-evaluation of the procedure and findings. 

Other studies are consistent with the findings of Wittman and Steinberg 
(15), who found that more than 50 per cent of the schizophrenic patients 
when examined as children by the school psychologist had been described 
as a withdrawn, shut-in personality type. Although they state that their 
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findings “corroborate Meyer's hypothesis of the shut-in personality type as 
associated with schizophrenia” (16, p. 814), one needs to explain the ever- 
present minority who do not show “shut-in” personality characteristics or 
withdrawn, shy behavior. One explanation suggested by some clinicians is 
that an illness such as schizophrenia cannot be compared to diseases such 
as tuberculosis or smallpox where the major causative factors are specific. 
The paths leading to schizophrenia or schizophrenic-like breakdowns may 
be many and varied. There is also the problem of true schizophrenia and 
schizophrenic-like episodes. Wittman and Steinberg, for example, discuss 
differences between true schizophrenia and schizophreniform behavior. 
Other investigators have suggested terms such as "process" for true schizo- 
phrenia and "reactive" for schizophrenic-like breakdowns. Another explana- 
tion is provided by some of the research on schizophrenic patients who were 
apparently successful in school and later life—up to a point. Lichtenberg 
(8) points out: 

This type of patient suggests revisions in the usual prognostic criteria. . . . In gen- 
eral, one is pleased to hear that a new patient had a fine academic record and was presi- 
dent of his class and that he had a number of hobbies and was a good athlete. There is a 
tendency to feel, “Ah, this person has intelligence, is personable and capable and has been 
able to make use of these assets." One may contrast this patient with another, possibly 
of the same age, who has been shy, withdrawn, eccentric, too dreamy to pass in school 
and apparently more preoccupied with what is going on inside of him than what is taking 
place in the world around him. Then later one learns with dismay that the bright, tal- 
ented, apparently capable patient has an illness every bit as incapacitating as does the 
more obviously withdrawn schizoid patient. 


How then does one differentiate these successful bright preschizophrenics - 
from other bright successful students? First, it is suggested that preschizo- 
phrenics who are successful, participate and get good grades but are still 


. very much alone in the group. The quality of the success in school subjects 


or with peers may be empty or be the result of using every erg of energy the 
Individual can muster. For example, in the case cited under Category III, 
the student was noted as being preoccupied with school success, and re- 
Peatedly asked the counselors about his standard of work. It is significant 
that the school counselors discouraged him from going on to college because, 
they said, he had little reserve to fall back on. One of his counselors em- 
Phasized this aspect strongly. Apparently, in this boy the nature or quality 
of the withdrawal was one of hard work and study. In some cases, the school 
Provides a more fertile ground for this type of withdrawal. A second diag- 
nostic sign also mentioned by Lichtenberg (8) is the student’s perception of 
E small failure as a major defeat. This may provide a valuable diagnostic 
"en in the apparently more successful, withdrawn student. Lichtenberg 
concludes his study of schizophrenics who made good school records with 
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this advice: "Before a favorable prognostic value is given a history of achieve. 
ment prior to the onset of a psychotic break, I recommend that the posi. 
tive quality of the achievement be established—a selí-assertive drive rather 
than a rigid pattern—and that the capacity of the patient to tolerate failure 
be examined" (p. 371). 

The patients of this study all had sufficient ego strength to attend high 
school, in some cases to graduate, and in all cases to pass psychiatric screen- 
ing for service in the armed forces. Although there are indications of some 
slippage in the mental health of the preschizophrenic students during their 
school years, nevertheless they must be considered as a somewhat selective 
group of schizophrenics. As a group they were perhaps better tied together 
as personalities and were at least able to function through the adolescent 
period and through part of the high school curriculum. 

"The present study demonstrated that the preschizophrenic group were 
significantly less interested in the environment and in persons in the en- 
vironment. There is also little doubt that the preschizophrenic group as a 
group had less joie de vivre than the controls. Nevertheless, one cannot dis- 
regard the fact that of the 44 preschizophrenic students only 4 could be 
classified as pathologically shy and only 13 could be said to have unusual 
personality traits. (See Table 2.) In addition 3 were perceived as persons 
with excellent personalities, leaders in school activities, and 9 were perceived 
as well-adjusted students without any major negative personality traits or 
"shut-in" withdrawing behavior. Yet it is interesting to note that on 16 
of the 20 rating items, the difference between the school's perception of 
the preschizophrenic and the control was significantly different. A question 
which is often humorously regarded by patients in psychiatric screening— 
"Do you like girls?"—turns out to be extremely relevant since this item is 
one showing major differences between the preschizophrenic group and the 
controls. Most interesting are the large differences in the ratings on over-all 
school adjustment and mental health. The latter question, as was indicated 
earlier, was rated last to avoid any focus on this aspect of the comparison. 
Yet by asking school faculty to rate the mental health of children, one can 
achieve the highest separation of the two groups of any single item. Only 
3 of the 44 in the preschizophrenic group were rated above average in ment 

th as compared to 23 of the 44 controls. One can state, therefore, with 
some validity that the perception of a child's mental health as average oF 
above by school faculty augurs well for his future mental health. Teachers 
c. A del must be accorded sound and reliable positions as "detectors 
the screening of children with personality problems. This is in accordance 
with the experience of Beck, who noted: y 


ophi See schoolteachers have proved valuable. Many of them are apparently 
; i regarding significant behavior, This includes such as is overtly antisocial 


| 
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the deceptively quiet but actually asocial and withdrawing. The teacher is in 
dvantageous position to make these observations. She sees her children in their 
active waking hours in situations which reproduce the competitions, the social 
(cliques), the prestige strivings, and the stimulus avoidances that will be the 
in their adult lives. She can be objective in ways that members of the family 


o (1, p. 173). 


e crux of the problem for the teacher as well as for the clinician was 
ted by Bleuler (3, p. 256): “What is a peculiarity of character and 
dis a schizophrenic symptom?” Are developing schizophrenias visible 
jromal symptoms, as developmental patterns or as reactive symptoms? 
e type of schizophrenia visible early in a child's life qualitatively dif- 
t from the type occurring later in life? Is there some age by which 
Dphrenic personality patterns can be said to be established or most 
Some investigators (1, 3) agree that schizophrenia is a permanent 

disorder but that its behavioral course and test pattern may 
Beck indicates that a relatively unchanged pattern is more likely 
obtained in or near the adolescent years (1, p. 144). Since the preschizo- 
group was distinguished from the controls in over-all school adjust- 
‘and mental health (Table 2), separation of a group which includes 
t who are destined to be institutionalized for mental illness from a 
p which includes few so destined is made by the school. As O'Neal and 
AS point out about the results of their study: 


tis interesting that the control group, picked purely on the basis of having no striking 

tulties at school [our italics], should present no cases of sociopathic personality or 
izophrenia. .. . The simple criteria used to choose the control subjects—no excessive 
inces, no full grade repeated, no disciplinary action recorded, and an T.Q. of 80 or 
tt—have yielded a strikingly healthy group (11, p. 968). 


lore specific differentiation among the shy, withdrawn group will need 
e made on the basis of more detailed information about the boy's 
endency relationships with his mother, his realistic or unrealistic ap- 
sal of his parents, his reaction to puberty and his self concept. However, 
lany public schools individual assessment of large numbers of children 
ned personnel is costly and difficult. In addition, the school needs an 
er to the question—once identified, what then? Many preschizophrenics 
able to function adequately in present school programs. If a preschizo- 
group could be adequately screened and identified, what interven- 
ght a school make to turn the course of development toward more 

adjustment? Can such intervention be undertaken successfully 
group whose outstanding characteristic is withdrawal and avoidance 
onships? Nevertheless, if any program of prevention or early detec- 
Prepsychotic personality is to be accomplished the school stands in 
tremely: strategic position to accomplish this feat. Like it or not the 
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public school is predicting with some success the future mental health status 
of the students and does have information pertinent to the identification 
of children who are more vulnerable to severe personality disorganization, 
Next steps might well be to sharpen identification procedures and get on 
with research on what might be done, if anything, to head off incipient 
psychosis. 


CoNcLUSION 


High school students who later become schizophrenic were found to be 
significantly different from a randomly selected control group of their peers 
in the manner in which they are perceived by their school staffs and in certain 
phases of their school records. The school staff and school records were found 
to contain sufficient relevant data on students to adequately assess the pre- 
disposition of the preschizophrenic group. 

The developing schizophrenic boys tended to have less interest in girls, 
group activities, and athletics. They showed less leadership skills and were 
more submissive, anxious, dependent and careless than the average boy. 
Although they were less well liked by their peers and teachers and did less 
well in school, they were not usually perceived as major problems or as being 
emotionally disturbed. However, in almost all cases their over-all mental 
health and school adjustment was rated significantly poorer than the control 
group. With a few exceptions most of the preschizophrenics could be charac- 
terized as tending toward the shut-in, withdrawing kind of personality. 
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EMOPHILIA, a hereditary disease which affects only males,! has been 
of medical interest for centuries; however, it has not been generally 
considered a psychosomatic problem. In fact, as recently as 1955, Schur (7) 
cited it as a disease in which psychic factors would least likely be of impor- 
tance. A few recent studies (1, 3, 5, 6) have dealt with the impact of the di- 
sease upon the patient and his family. Only one (5) of these alludes to the 
possible role of emotional factors in precipitating bleeding episodes. Our own 
studies indicate that psychic factors are important in this respect. The 
patient’s anxiety about movement and activity, and his fear of loss of mo- 
bility, which is cver-threatening in hemophilia, are critical factors in his well- 
being. Intimately related to this is the feeling of guilt which the patient's 
mother has to bear, because she is the carrier of the disease. This overriding 
guilt colors her attitude toward the child and often distorts all other family 
relationships. 
For the past three years we have studied and recorded the social and medi- 
cal histories of 28 hemophilic children and their families. 
The present paper focuses on: 1) the patient's conflict about physical 
activity and movement and its relation to bleeding episodes; and 2) the 
source and perpetuation of this conflict in the mother-child relationship. 


METHOD 


The families studied were part of a population of 49 hemophilic children 
undergoing clinical and laboratory studies at the Department of Medicine, 
University of Pittsburgh School of Medicine. The 28 patients were selected 
on the basis of their availability at the time the study was undertaken, and 
appear to be representative of the total group. (See Table 1.) All of the fami- 
lies approached were cooperative when interviewed. The mothers were more 
anxious to discuss the problem than the fathers. Twenty-six mothers and 14 
fathers were interviewed from one to four hours each for evaluation. 

il states in the female have been reported b . J. Quick an 
S SEE Din d ad 21, 1958; MC. EA e SS. 1:1375, 
» . » J- £i. Ferguson, and J. H. Lewis in Arch. Intern. Med., 101: 347, 1958. 
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„seen in one or more psychiatric interviews or play sessions. 
dren have been followed at weekly intervals for periods up to 


h tests were completed on 21 of the children. These were admin- 
scored independently by one of the authors (R.P.K.). The 
e compared with those of boys of similar ages in a normative 


Pa. COMPARISON OF STUDY AND NONSTUDY GROUPS IN RESPECT 
— TO AGE AND BLOOD AND CLINICAL SEVERITIES 


3 Number of Patients 


MM IU oe E 
8 T Study Group Nonstudy Group 
Total 28 21 
Age distribution 
1to5 10 14 
6 to 10 ^ 10 7 
11 to 15 g 6 
3. Age at diagnosis 
Under 2 21 22 
E205 5 4 
m Overs 2 1 
4. Blood severity 

+1 5 4 
T2 3 3 
+3 6 6 
+4 14 14 

5. Clinical severity* 
+1 4 2 
+2 6 
+3 12 12 
+4 6 : 


re were three study patients and four nonstudy patients in whom the clinical severity differed 
severity by more than one. (Differences less than this are probably not significant.) Inone 
in each group the clinical severity was greater than the blood severity, and in the others 
is. No further study of these patients has been made. Of the three patients on whom intensive 


all had clinical and blood severities of +4. 


and clinical severities of the disease as defined by Didisheim, 
and Lewis? were determined for all the patients. There was close 
of these two measurements in nearly all cases. 


tie Data in Relatives of Hemophiliacs, Arch. Intern. Med., 101: 347, 1958. Blood severity is 
y the amount of antihemophilic factor (AHF) in the blood. Clinical severity is based on the 
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Tue POPULATION 


The children, ranging in age from 1 to 16 years, had an average age of 7 
years. Of the 28 patients, 23 were of school age. Seventeen of these were at. 
tending school regularly. The remaining 6 had not started school, or were 
attending irregularly. 

Two families had two children each in the study. Most of the families were 
in the lower-middle social class. In only 4 families did either of the parents 
attend college. Eleven families were Catholic, 2 were Jewish, and 14 were 
Protestant or of mixed religion. 

Table 1 lists comparative data on the study group and nonstudy group in 
respect to age, and blood and clinical severities. 


PATIENTS 


OF “10 20 30 40 50 60 70 80 90 100 


PERCENT 


TRAUMATIC 


Fic. 1. Comparison of per cent of traumatic and spontaneous bleeding episodes in three patients. 


Finpincs 

Precipitating factors in bleedi 
factor in bleeding we had 
statistics, 
This was 


ng episodes. Trauma was not the important 
presupposed. Falls, cuts, bumps, or strains, in our 
accounted for only a minority of the bleeding episodes. (See Fig. 1.) 
an unexpected finding in view of the ceaseless efforts and anxiety of 


severity and frequency of hemorrh 


ub. agic symptoms. A figure of 1-++ to 4+ was assigned upon the following 
% AHF Hemorrhagic Symptoms 
prx IU NMgi NE y's 
i 10-20 Only after trauma or surgery, 
zi 1-10 One major hemorrhagic episode yearly without trauma or surgery- 
zh p: Two to four such episodes yearly, 


Five or more such episodes yearly, 
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arents to prevent such incidents. Surprisingly, there were numerous 
ves of severe trauma without subsequent bleeding. Thus, a boy fell 
a porch and struck his head on a concrete walk and had no bleeding. A 
days later, however, he became excited over a suggested fishing trip and 
bled spontaneously into a knee joint. 

"Despite long-term laboratory studies which show no variation in an indi- 
yidual's blood level of antihemophilic factor, all patients reported that they 
bled more frequently and easily at some times than at others. Often there 
was seasonal variation. This variation did not correlate with exposure to 
rauma. Some patients had more difficulty in summer or fall, and others in 
winter or spring. One patient reported more bleeding during times of inac- 
tivity such as when confined to bed with a cold or other illness. Thanksgiv- 
g, Christmas, and other holidays were particular occasions when bleeding 
ed in more than half of the patients. Many had histories of repeated 
spitalization at such times. At the start of the school year or before picnics 
ther outings bleeding was very common. Bleeding in the patterns just 
entioned was usually spontaneous; i.e., not a result of trauma. (Minor 
erlooked bumps and strains are difficult to exclude, however, as causes of 
arently spontaneous bleeding.) 

— The anticipation of increased activity or independence was the theme most 
‘commonly associated with spontaneous bleeding episodes. Bleeding at the 
‘time of outings, holiday celebrations, or the start of school, as mentioned 
‘above, was of this pattern. Usually the timing of the bleeding prevented, or 
tended to prevent, the patient from taking part in these activities. This is 
"illustrated in Figure 2, where the bleeding episodes of one boy (patient C in 
Fig. 1) are charted for a six-month period. Conflict situations are indicated 
- by the arrows and described beneath the figure. Each situation involved the 
- Prospect of activity or increased independence. Nine of the boy's 11 spontan- 
. cous bleeding episodes during the period were in anticipation of such situa- 
1 tions, and prevented the conflict. At that time there were few of these occa- 
-Sions when he did not react by bleeding. Later he was sometimes able to 
1 handle conflicts with less anxiety and no bleeding. On some occasions he had 
a atic bleeding in association with emotional conflict. Ankle and knee 
joints were his most frequent sites of bleeding. This produced marked immo- 
| bility. Spontaneous bleeding often involved previously traumatized joints. 
Personality patterns of the children. Most of the children were outwardly 
cile and passive; however, they would rebel in subtle ways against the 
trictions placed upon them. When one child was forbidden to do some- 
ng, he would get even with his parents by bumping himself. Others used 
: r vulnerability to manipulate situations. Common threats were: “If you 
hit me, T'll bleed"; “If you punish me, PI tell the doctor." 

; H f Underlying active and aggressive urges were revealed also by the Ror- 
y; Schach protocols. A constant preoccupation with muscular action was pres- 


S 
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ent but wishes for rapid movement gave rise to immediate anxiety. The tests 
indicated that the hemophiliac’s major psychological problem was (and 
seems to be) his conflict about activity. They further revealed an over-all 
constriction of fantasy life and affective responsiveness. 


DAY 3 15 25 14 19 28 6 4 10 30 7 12 510 20 | 


MONTH | FEB | marcy | apRIL MAY JUNE JULY |AUG 
E ESESSES| y 
SPONTANEOUS TRAUMATIC CONFLICT SITUATION 


L-BLEEDING EPISODES 


Fie. 2. Correlation of emotional conflicts and spontaneous bleeding episodes in a ten-year-old hemo- 
philic boy. February 4, 16, 27: dates of scheduled discharges from rehabilitation hospital. The patient 
bled one or two days before these dates, so that he was unable to leave the hospital. March 14: day of 
arrival home from hospital. He was discharged from the hospital without advance notice. He bled into a 
knee joint a few minutes after he got home. April 6: bleeding occurred during the visit of friends. May 9: 
the patient was told he could begin walking on crutches the next day and be out of his wheel chair. The 
next day, May 10, he bled into an ankle and had several hemorrhages in his legs. He stayed in the wheel 
chair three weeks longer. May 30 and Fuly 20: no emotional conflict was found to explain these two epi- 
sodes. Fune 13: day of a picnic. The patient bled the evening before but still went to the picnic. July 10: 
the boy’s parents visited him at a camp where he was vacationing. He bled the same day. (On July 5,4 
few days after arrival at camp, the patient fell and injured his knee. He then was confined to bed.) 
August 1: the patient was again about ready to leave his wheel chair after having returned to it a few 
weeks earlier, A visit from relatives was also anticipated on this day. 


There was much concern about internal organs. All of the boys’ first 
Percepts to cards with red areas made use of the red blot, but the specific 
response of blood was given in only two records. Injury themes were preva- 
lent in the form of harm resulting from activity. None of the records showed 
marked originality, and none revealed schizophrenic disorders. A secondary 
theme was that of being spied upon. This suggested the patient’s awareness, 
and internalization, of the mother’s constant and critical watching of him. 

$ Reactions of the parents to the diagnosis and course of the disease. When the 
diagnosis was explained to the mothers, they felt intensely guilty when told 
that they were the carriers of the disease. This reaction was o/ markedly 
affected by variables such as the age of the child at the time of diagnosis, 
severity of the disease, or history of hemophilia in the family. 

More than half of the mothers knew the diagnosis shortly after the child 
was born or by his first birthday. (Uncontrolled bleeding at circumcision was 
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frequently the first sign of the disease.) Most of the others learned of it before 
the child was 2 years old. In two cases the diagnosis was not made until the 
child was over 5 years of age. Despite the fact that these two families had 
handled the problem with comparative ease prior to diagnosis, they reacted 
with the same degree of guilt and fear as did the others. When one 12-year- 
old boy whose bleeding had not been severe was diagnosed as having hemo- 
philia, his mother tried to restrict his activity to such a degree that he devel- 
oped stuttering and other behavior problems. 

Four of the mothers knew of the presence of hemophilia in their families. 
They had considered this factor at the time of the marriage but felt that their 
children would be spared. Five others knew that there had been a history of 
bleeding in the family but did not know that this trait could be inherited. 
The rest had no knowledge that the disease was in the family. 

As a group, the mothers were depressed, anxious women who tearfully 
discussed their hemophilic children. They all felt resentment or fear about 
having been punished. Most of them wondered what they had done before or 
during marriage to bring this affliction upon themselves. Several were overtly 
angry because they were carriers. A few looked upon this child as a cross to 
bear. All but three had tried to explain away the genetic factor by attempting 
to account for the bleeding in other ways. Diet and trauma during pregnancy 
were thought to be possible causes. Two mothers insisted their children were 
Rh babies. 

From the time of diagnosis, the rearing of the child became tantamount to 
a struggle for life against death. The mothers constantly questioned their 
ability to rear the child and wished that they could suffer for him during 
periods of exacerbation. On the other hand, they saw themselves as the only 
effective protector of the child. Suggestions from the doctor were carried out 
hot only literally but exaggerated to extremes, Rather than reasonably pad- 
ding the child they tended to cocoon him. 

Activity was equivalent to injury. Therefore, the mothers tried to seduce 
the child into a state of passivity by supplying him with books, television, 
Music, or quiet games. Five children who had involvement of joints at the 
time of the investigation were being carried by the mothers despite medical 
recommendations to the contrary. One patient had been permitted to regress 
gradually from crutches to a wheel chair to a bed, where he was confined for 
two years prior to his first clinic visit. 

For the mothers, the least anxious period of child-raising was the crib and 
Play-pen years. Then the child could be easily watched and managed. Later, 

is natural need to gain physical mastery of locomotion increased the 
Mothers’ anxiety. They literally kept him by the hand all of his waking 

Ours, anticipating that he would fall or stumble, and confessed that they 
Were more relaxed when the child was asleep, ill, or hospitalized. 
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Their anxieties were further increased when the child was old enough to 
play with other children. The mothers chose the playmates for the child. 
Their criteria were that the playmates be younger, smaller, and passive— 
quiet little girls being the most desired. Even then, the play was constantly 
supervised. 

School was seen as an additional threat to the child. The mothers felt that 
at school away from home the child would not be watched closely enough. 
Most of them would have preferred a tutor. Afterschool play was discour- 
aged. 

The one exception to the above pattern was a mother who encouraged her 
boy to be physically independent—to learn to climb, ride bicycles, and swim. 
She channeled much of her anxiety into testing various methods of treatment 
for his bleeding episodes. She actually functioned as his physician. She kepta 
supply of plasma in the freezer and moved promptly to see that the family 
doctor gave it to the boy whenever serious bleeding threatened. Although 
this boy has a high blood severity of the disease and bleeds frequently into 
Joints, he is minimally disabled, can attend school regularly and leads an 
active life. 

In contrast to the guilt feelings felt by all of the mothers without exception, 
the reactions of the fathers to the diagnosis varied. The reactions of some 
were aloof and remote, and they attempted to deny the existence of the prob- 
lem. Most, however, were anxious, and many expressed relief that they were 
not involved genetically. 

As a group they were physically active men. Twenty-three had partici- 
pated in body-contact sports and still regularly followed these activities on 
radio or television. All but five worked on jobs which demanded physical 
effort. Few, if any, had occupations that were primarily quiet or scholarly. 
They wished their sons to be active and masculine, yet, knowing about their 
disease, feared activity would harm them, So they hoped their sons would get 
a good education in order that they might become skilled or professional 
cse ed ae work at js oer On the other hand, they agreed with their 

attendance at school might be dangerous, and they too shared the 

mothers’ wish for a tutor. T : E 
The conflicts of the fathers also were expressed in other ways. Some were 
to play with their sons because they too saw them as fragile. Many, 
; felt that the child could do more if he were allowed to do so. Some 
Mimi let the child use tools without the mother's knowledge. Most of them, 
x mterview and also directly in front of the mother, ridiculed her meth- 
of handling and protecting the child. Yet they would become extremely 
Bu and upset if the child were injured, and the fathers would then fecl 
e mother was not doing her best. In some cases, this ambivalence 


caused the mother and child to hide from the father occasions when the child 
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ding: Only three or four of the fathers were active in seeking treat- 

for the child. a 
ld in his family. In the following case examples the interwoven 
mother’s guilt, father’s ambivalence, and child’s conflict about 
are illustrated. Their divisive effect upon the family can be seen in 
ration of the mother and hemophilic child from the father and the 
lings. A relationship between these themes and the child's bleeding 


"A. Denny, seven, was known to have hemophilia from shortly after birth. Some of 
the men in his mother's family had had marked bleeding tendencies. The mother said 
that she was extremely upsct when she learned of the diagnosis, and she blamed herself 

g having “given the boy this terrible thing." Every time he bled she became panicky. 

der to protect him, she watched over him constantly and slept with him until he was 
father slept in another room. 
a seven-year-old boy, Denny was very active, and the mother had difficulty in 
ntrolling him. She preferred that he play only with an older sister and encouraged 
five play such as reading. The father tried to get the mother to relax in her treatment 
boy but at the same time he did not give her much help. His own attitude was: 
"De me me. I had nothing to do with it.” 
The boy, despite his energy, was shy and fearful but adept at using his disability to 
: own way. His blood severity was moderate. Most of his bleeding episodes were 
cous, and the mother felt that she could predict them from the way his eyes 
o "Denny himself told of a recurrent dream that he would have the day before he 
Bled. In the dream he saw tar or mortar in which something got stuck. 


B. Tommy was 7 when we first saw him. His bleeding disorder was diagnosed when 
‘Was 1} years old. His blood severity was high. Before her marriage the mother was 
ire of bleeding tendencies, but not of hemophilia, in her family. She felt guilty about 
diagnosis and wondered why such a tragedy should happen to her. She was afraid 
Í not being able to rear the child properly. During bleeding episodes she said that she 
tained a calm exterior but actually inside herself felt panicked and anguished. Until 
boy was 5 years old she watched him continuously and permitted only quiet, passive 
lldren as playmates. Moreover, she would not allow his older, healthy siblings to play 
house for fear that they would hurt him. “They really have to sacrifice themselves 
Tommy," she said. Because of bleeding into joints the boy was crippled, yet the 
preferred to carry him rather than let him learn to be independent by using 


In this family the father was sympathetic, but he took no active part in the care or 
pline of the child. He preferred that the mother and doctor handle this. In fact, the 
er's parents often planned many of the child's activities. 

hmy was unhappy and frightened about his disease, but he was sure that the hos- 
s would take care of him. His bleeding episodes were cyclic, being more frequent in 
ring and fall. They were particularly severe at Christmas time. Plans for activities 
‘Not told to him in advance, because he got excited in anticipation and was likely 


ng a play session with the doctor (male) he was very aggressive with guns and 
Many people were “killed,” blocks became sticks of dynamite, and destruction 
general, However, when he was later left alone in the room and observed through a 
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one-way screen, he sneaked over to a corner and played with dolls, feeding them from a 
bottle. It was our impression that in the presence of a man he felt the need to be active 
and masculine but alone and unobserved his basic passive personality took over. 


C. Robert, nine, came from a family with no previous history of hemophilia. The 
oldest of three children, he has two sisters. He was diagnosed at one year of age after an 
ankle injury. Before then he had had no unusual bleeding, not even when he was cir- 
cumcised. His disease process is mild. Robert's parents had noted that he bled most often 
at the start of school, on holidays, and just before outings such as school picnics. The 
bleeding was usually unrelated to any known trauma or accidents. 

After diagnosis, both parents changed their mode of living quite radically. Whereas 
before they had been carefree, went to many parties, and drank excessively, they now 
gave up all these activities. They changed their religion and joined a strict fundamentalist 
sect. The mother's entire energies then were dedicated to Robert. She did things for him 
he actually could do for himself, such as bathing and dressing him. She also began to be 
his teacher, assuming he would never be able to go to school. She would meet her husband 
in the evening in tears from all her struggles but, nevertheless, would not let him help 
with the care of the boy. 

On his part, the father worried about her and the boy constantly while at work yet 
dreaded going home. On visits to the doctor the mother insisted that the father carry the 
boy. “The burden is getting heavier every year,” he said. He felt excluded and turned to 
his girls for companionship and recreation, When he and the girls went out it would be 
only for a short time, The three of them felt too guilty to stay away for long and havea 
good time. 

In the evening the entire family read the Bible in the hope that their prayers for the 
boy would be heard. 


Discussion 


The findings indicate that emotional factors can contribute to the timing 
of spontaneous bleeding episodes in hemophilia. Some traumatic episodes are 
also associated with similar emotional factors. Accident proneness is the 
probable basis for these. In our patients spontaneous episodes are more fre- 
quent but traumatic ones are often more severe and disabling. 

i The specific psychic conflict involved is that between the desire to be ac- 
tive and aggressive and the inhibition of this wish. The inhibition in the 
patient is a reflection of the mother's anxiety about the patient's activity and 
the harm to which she feels it will lead. Being passive becomes the equivalent 
of being good and pleasing mother, Bleeding brings about passivity. (The 

oH aay also equate activity and independence with separation from the 

OIT. This could result in depression, a condition cited by Greene [2] as 
important in the onset of another blood disease, leukemia, in children.) 

Passivity is further encouraged in the child by the mother’s overprotective 

ii E him. Out of the guilt which she feels as the carrier of the 
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Hemophilia thus becomes the disease of the mother as well as 
on of the child. 

mbiotic relationship of the mother and child estranges them from 
er, who often reacts with resentment toward and criticism of the 
Even though he is distant, the father’s attitudes about activity and 
ity are felt by the child and cause conflict and confusion about 


lany of these patterns might occur in a number of chronic diseases, but 
arise from the specific characteristics of hemophilia. Thus, bleeding 
has special symbolic significance. Hereditary transmission through the 
er is in contrast to that in diabetes, for example, which may be trans- 
d by either parent. We know also that in families with a leukemic child, 
thers are quite active in seeking help for the child. They are protective 
‘mothers, who often are passive and ineffectual in dealing with the 
lem (8). 

e of the findings have application to treatment. For example, the 
ther needs help to handle her concern and conflict about being a carrier. 
also needs to know that bleeding will often occur despite her utmost ef- 
toward physical protection of the child and, conversely, that bleeding 
not result from every bump or fall. The child need not be unduly re- 
ed but should be taught that he can protect and take care of himself. If 
other is to accomplish these ends, the father must become a more posi- 
and supportive member of the family. 

he effectiveness of psychotherapy as a method for reducing the frequency 


bleeding episodes was not adequately tested in this study. The primary 
on for following the children was to gather data about their bleeding. 
Insight and support for both the patient and his family were, however, often 
portant benefits of this approach. One boy, for example, had had 17 long- 
hospitalizations because of bleeding during the ten years before we 
n to see him regularly. During the next three years he spent only two 
s in a hospital. His increasing age and his better use of outpatient treat- 
nt were other important factors in this change. 
‘the present time hemophilia remains a serious disorder but progress in 
edical treatment is being made, particularly through the use of plasma, 
that life expectancy has been doubled in the past 15 years. The fact that 
nts can live longer makes it even more important that consideration be 
en to their emotional problems. 
_ Further studies are needed to attempt to correlate the blood level of anti- 
philic factor with emotional state, and to determine by what physio- 
ical mechanisms emotional stress might bring about bleeding. The small 
children with marked discrepancy between their blood and clinical 


es also requires additional investigation. 


Uo PSYCHOSOCIAL ASPECTS OF HEMOPHILIA 


REFERENCES 


1. Favre-Giuy, J. “Medicosocial Aspects of Hemophilia,” in Hemophilia and Hems. 
philiod Diseases, p. 254, Chapel Hill: Univ. of North Carolina Press, 1957. 

2. Gxzzwr, W. A, Jr, and G. Miuizr. Psychological Factors and Reticuloendothelial 
Disease. Psychosom, Med., 20: 124-144, 1958, 

3. Kurz, A. H. Some Psychosocial Problems in Hemophilia. Soc. Casewk, 40: 321-326, 
1959. 

4. Leowrm, N, Rorschach Responses of Elementary School Children: A Normative Study. 
Pittsburgh: Univ. of Pittsburgh Press, 1959, 

5. Poixsaxo, P. J. “Psychiatric Aspects of Hemophilia,” in Hemophilia and Hemophiliod 
Diseases, p. 249. Chapel Hill: Univ. of North Carolina Press, 1957. 

6. Scuacurer, M. Considerations clinico-psychologiques et therapeutiques a propos d'un 
cas d'hemophilie infantile. Acta Paediatr. (Stockholm), 35: 312-320, 1948. (Abstracted in 
Psychol. Abstr., 23: 4862, 1949.) 

7. Scuur, M. Constitutional Aspects of Psychosomatic Disorders. Samiks&, 9: 104-115, 
Buenos Aires, 1955. 

8. Suariro, M. Private communication, 


PREDICTION OF SUCCESS OR FAILURE OF DELINQUENT 
BOYS FROM SENTENCE COMPLETION* 


RICHARD L, JENKINS, M.D. 
Veterans Administration Hospital, Washington, D. C. 
AND 
EVA BLODGETT 
Wilmington, Delaware 


RIGOROUS test of clinical understanding is the capacity to predict the 

future behavior of individuals. This study is concerned with the predic- 
tion of the success or failure of delinquent boys on their return to the com- 
munity. These predictions were made with no information about the boys 
except their performance on the Miale-Holsopple sentence completion (1) 
given before and after a period of institutional or residential treatment. Suc- 
cess is defined as having no known involvement in delinquency after release 
from institutional or residential treatment. Failure is defined as recidivism. 
The shortest period of community follow-up was eight months, the longest 
five years. 

Some of these boys were treated at Highfields Treatment Center near 
Hopewell, New Jersey; others at Annandale Reformatory, Annandale, New 
Jersey. 

The data on which this study is based were secured in connection with an 
evaluation of the effectiveness of short-term treatment of delinquent boys of 
the 16-19-year age range at Highfields as compared with the treatment of 
similar boys at the reformatory at Annandale. 

Highfields is a treatment center for about 20 boys at the old Lindbergh 
estate in the Sourland Mountains. The Highfields boys are on probation, and 
they are physically free to leave Highfields at choice, although, of course, 
such departure is reported to the court. They are expected to work during the 
day at a nearby state hospital and are encouraged, but not required, to at- 
tend evening sessions of a form of group therapy called guided group inter- 
action. This group therapy is the mainstay of the Highfields program. A boy 
remains in the Highfields program for 3 or 4 months, while few boys leave 
Annandale in less than a year. 

The group admitted to Highfields is selected in that it is a group without 
Previous institutional experience. Known overt homosexuals and feeble- 
minded or psychotic boys are excluded. Some boys fail to adjust at Highfields 
and are returned to court. These boys are chiefly devious, hardened, aggres- 
Sive delinquents, who could not adjust themselves to get on with others at 
Highfields, 
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Two volumes have been published from the study of HighSclts and 
Annandale: The Highfields Story by McCorkle, Elias and Bixby (2), a volume 
which describes Highfields; and Youthful Offenders at Highfields: Am Esalua. 
tion of the Effects of Short-term Treatment of Delinguent Boy: by Wecks (3). 
Dr. James Q, Holsopple asked the collection of sentence completions before 


and after treatment, and contributed a chapter on the results o! preliminary 
interpretations to The Highfields Story. The present study is an extension of 
this work, using other interpreters of the sentence completion. This extension 


has the advantage that the capacity of the raters to make correct predictions 
from bind interpretations is objectively checked. A simple method of scoring 
was introduced which has made possible a kind of quantitative analysis. The 

of each sentence opening before treatment was compared with 


— the completion of the same sentence opening after treatment, and cach pair 


was scored either -- (improvement), — (worsening), or 0 (no ratable 
change). It was hypothesized that a positive value for the sum of these scores 
would predict success on return to community, and a negative value would 


predict failure. EB made the comparative judgments of the two completions 


blindly, not knowing which boys went to Highfields and which to Annandale, 
which boys were successful on return to the community and which were un- 
successful. A significant relation between her scoring and the actual outcome 
was demonstrated. Out of 89 predictions, 60 (or 67%) were correct. By the 
x’ test p «.005, using a one-tailed distribution. When the Highfields boys 
were separated from the Annandale boys the predictions remained significant 
(p <.05) in each group. Additional more global judgments of improvement 
and of prognosis showed no advantage in accuracy over the simple use of this 
score. 


It seemed desirable to check the judgments of EB against those of other | 


_ study showed a higher rate of recidivism than the white boys, an effort was 


m to control this factor by composing each of these four groups so that 
alf would be white boys and half Negro boys. 

‘The Annandale boys included in the evaluation study were selected to be 
siaa yen Highfields boys as possible. However, the secondary selec- 
t return to court occurred only at Highfields, not at Annandale. There 


-were relatively few Negro boys sent to Highfields, and it was not possible to 
: : r possible 
1 fill the quota of 12 Highfields Negro failures since there were in the study 
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gro boys who completed the program at Highfields and subse- 
Failed on their return to the community. This reduced the total of 
lids boys included from 48 to 44, and the total group from 96 to 92. 
mtence pairs scored + or — by EB were subsequently examined as 
pairs and rated by three other raters. One of these raters, LG,' had 
rated skill with sentence completions, and two, RJ and MG, had 
fence with delinquents. The latter showed skill with the limited number 
Or — ratings he made but rated a majority of the sentences 0, and for 
Sason his ratings were not used. We have, therefore, the sentence pairs 
sted by one rater, EB, as showing improvement or worsening in the con- 
the whole sentence completion, rerated as isolated pairs by two more 
RJ and LG. Ratings of +, +?, —? and — were allowed, but + and 
ings were then combined and — and —? ratings were combined as this 
red differentiation of boys if not of sentences. On the sentences rated 
= by EB, we retested the hypothesis that a positive total score for a 
ill be related to success on return to the community and a total score 
th is negative or is zero will be related to failure. This hypothesis was sus- 
sd at the .005 level of significance for EB, at the .01 level for RJ and at 
level for LG, using one-tailed tests. The results for EB are included 
Fable 1. 
We now proceed to a consideration of the individual sentence pairs. A 
fing of + was considered in harmony with a successful outcome for the 
rā rating of — in harmony with an unsuccessful outcome. On a chance 
re should expect 50 per cent of the ratings to be in harmony. For the 
roup, EB achieved harmony in 57.8 per cent of the 1426 pairs of 
ces to which she gave + or — ratings. RJ achieved harmony on 53.9 
of 1407 pairs, and LG achieved harmony in 53.9 per cent of 1301 


We consider the correlation of the raters with each other, we find that of 
26 sentence pairs to which EB gave + or — ratings, RJ gave definite 


nt falls to 68.8, and the ¢ value falls to .37. 
we compare RJ and LG on those pairs on which both raters made 


Gruenthal. 
the fourfold point coefficient of correlation. It is a product-moment coefficient, based on 
for each dimension. 
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TABLE 1. EB'S PREDICTION AND OUTCOME 


Total 


xi 1219 
P<.005 by one-tailed test. 


definite ratings, we find the number of pairs to be 542, the percentage of 
agreement to be 83.0 and the ¢ value to be .66. When we include also the +? 
and —? ratings the number of pairs rises to 1288, the percentage of agree- 
ment drops to 72.9, and the ¢ value falls to .45. 

When we deal with pooled ratings, the result is both surprising and para- 
doxical. If we confine ourselves to those sentences on which EB, RJ and LG 
were in agreement, we substantially boost the percentage of harmony be- 
tween sentence rating and outcome. Those obtained by EB alone climb from 
61.1 per cent of 337 pairs to 69.5 per cent of 177 pairs for the Annandale 
white boys, and from 55.7 per cent of 343 pairs to 60.0 per cent of 185 pairs 
for the Annandale Negro boys. For the Highfields Negro boys the percentage 
of harmony rises from 57.8 per cent of 334 pairs to 62.1 per cent of 161 pairs, 
but for the Highfields white boys it drops from 56.8 per cent of 412 pairs to 49.8 
per cent of 207 pairs. By pooling judgments we sharpen EB’s discrimination 
in three groups and lose it completely in one group. This stimulated us to see 
what happens when we select only those sentences in which either or both RJ 


fields white boys and the oth 


must be two more or less distinguishable types of change recognizable in the 
Sentence completion and relating to the likelihood of the boys’ success on 
return to the community. One is a general factor of change we called the A 
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. [t was recognized and evaluated correctly by all three raters. The 
js a special factor of change relating particularly to the effects of the 
gram of guided group interaction at Highfields. We called this the special 
[W factor. 
When other raters agree with EB, it is likely to be the general or A factor 
lich is being rated. When they disagree, it is probably the HW factor which 
recognizing. j 
of interest that EB, our rater sensitive to the special factor, was able 
ate the Annandale boys from the Highfields boys at the .05 level of 
icance using a one-tailed test. She was not at all able to distinguish the 
ds boys from Annandale boys from the pretest completions, although 
de an effort to do so. 
supports the notion that it is differences in the types of changes which 
at the two institutions rather than in the types of boys who go to them 
made possible her differentiation. 
examination of the kinds of changes in sentence completions which are 
ictive of success at Annandale and the kinds of changes which are pre- 
of success at Highfields offers important similarities as well as some 
tant contrasts. A classification was developed inductively from the sen- 
e pairs. 
support our consideration we have recourse to statistics which in the 
resent instance are necessarily “‘soft.” If we consider boys treated at Annan- 
le, we should realize that it can be a rather shocking experience to be 
ly seized by the police, brought to court, sentenced to a reformatory and 
d up with other offenders under a relatively rigid discipline for more 
a year. This experience can lead either to more law-abiding behavior or 
confirmation of the delinquent in a criminal pattern. By all our indica- 
ns the most important determinant of what outcome will follow is the 
n of the boy's own emotional response to his experience at Annandale. 
a result of this treatment he becomes more hostile and bitter, or more 
stful, or feels increasingly threatened with injury, the chances are that 
fail. If, on the other hand, he comes through Annandale with an in- 
€ased emotional awareness of his kinship with the rest of the human race, 
an increased acceptance of others, the chances are that he will succeed. 
is latter kind of change represents a broadened social awareness. The 
ving sentence pair is from an Annandale boy who succeeded on his re- 
to the community. 
Before Annandale this boy completed the opening “a drunken woman” as follows: 


hnken woman js not very nice to see. 
After Annandale his completion was: A drunken woman is a sick person. (70) 


! decreasing cynicism in the same boy is indicated in the following pair: 
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Before Annandale: There ought to be a law to stop crooked judges. 
After Annandale: There ought to be a law to drop taxes lower. (70) 


Another example of similar changes in an Annandale boy who succeeded is: 


People shouldn't break the laws of civilization. 
People shouldn’t fear parolees. (95) 


Table 2 indicates that there were 21 pairs of sentences indicating such 


TABLE 2. CLASSIFICATION OF SENTENCE PAIRS AND OUTCOME 


Number of Sentence Pairs Indicating 


More rejection or suspicion or fear of | More acceptance of others or less fear 


N 

MG IR | HHHH AWS 24 

SÉRERASARREEESEEESI A 9 | iy AWF 24 

N 

seest | HHHH HWS 24 

seeeteeeeeseeesseeese | HHHH HWF 24 

Reduced sense of personal responsibil- | Increased sense of personal responsi- r 
i bili 

5i ** e SN AWS 24 

sudden | 44 AWF 24 

N 

ASA ek | HHHH HWS 24 

*EXRHHeREXAOORRUGRER | i HWF 24 

More confusion Greater clarity N 

* | HH AWS 24 

Caeeeoeonoon eee | HHHH AWF 24 

N 

Aoebiebk | HHHH HWS 24 

M*bee POOR | HH HWF 24 

Reduced moral concern Increased moral concern N 

HEHE AWS 24 

** | HH AWF 24 

N 

wee | HHHH HWS 24 

wees | HHHH HWF 24 


(Continued on facing page) 
Note.—AWS —Annandale white successes 
AWF—Annandale white failures 
HWS—Highfields white successes 
HWF—Highfields white failures 
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TABLE 2 (Continued) 


uced concern about wisdom, self- | Increased concern about wisdom, self- 
contro! or shame control or shame N 


+ AWS 24 

Th AWF 24 

N 

HHHH HWS 24 

+H HWF 24 

Tncreased evasion Increased realism N 
ad i AWF 24 

N 

doe | HH HWF 24 

Shift to more delinquent values Shift to more social values N 
wees | ATEEN AWS 24 

wee | HH AWF 24 

N 

eek | HHHH HWS 24 

DEEE EE EEEE E E EEE E | Ht HWF 24 


changes among the responses of the 24 successful Annandale white boys. 
Each of those pairs is indicated by a + to the right of the midline. There were 
‘only 11 such pairs among the responses of the 24 Annandale white boys who 
failed. 

The following pairs of completions from Annandale boys who failed give 
indication of increasing hostility, which we may presume to be related to 
their failure. 


Down underground there is a cave, 
Down underground there is a cop. (83) 


We find a pathetic note in the frustration with the human race revealed in 
Another shift of completions by this same boy. 

Worse than being lonely is to de locked up. 

Worse than being lonely is zo Je with friends. (83) 
Another boy who failed gave the following pair: 


A masculine woman should dress like herself. 
A masculine woman should die. (120) 


[ Another Annandale failure shifted as follows: 


A naked man is just a man. 
A naked man should be locked up. (117) 
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The following pair of completions from a boy who failed after Annandale 
indicates increasing mistrust. 


A person is most helpless when injured. 
A person is most helpless when asleep. (39) 


Each of these unfavorable changes is indicated by an asterisk to the left of 
the midline. There were 24 such changes from the 24 Annandale boys who 
failed, but only 8 from the 24 boys who succeeded. 

Table 2 indicates that the changes in attitude toward others are associated 
with the success or failure of Highfields boys in a way similar to that appar- 
ent in the Annandale group. 

If we consider increased acceptance of others to be in harmony with a suc- 
cessful outcome and increased hostility to be in harmony with a failure, our 
Annandale graph shows 45 instances of harmony and 19 of disharmony, 
while our Highfields graph shows 42 instances of harmony and 12 of dis- 
harmony. 

A second favorable change of importance is an increased acceptance of 
personal responsibility. The Annandale boys giving the following sentence 
pairs succeeded. 

The hardest decisions are made in court, 
The hardest decisions are /eft up to you. (103) 


No one can repair the damage caused by a drunken man. 
No one can repair the damage caused by yourself. (19) 


It is easy to get into trouble when you are in the wrong company. 
It is easy to get into trouble when you don't think. (76) 


Conversely, reduced assumption of personal responsibility is an unfavor- 
able sign. The following are from Highfields boys who failed. 
It is easy to get into trouble when you look for it. 
It is easy to get into trouble when people lead you. (86) 


When a person is wounded you should help him. 
When a person is wounded Ze is cared for. (17) 


Of our estimates of 33 sentence pairs indicating increased or reduced sense 
of personal responsibility by Annandale boys, 26 are in harmony with the 
outcome and 7 are at variance with the outcome. 

The question of the boys’ greater acceptance or rejection of personal re- 
sponsibility seems fully as important at Highfields as at Annandale. Of 47 
responses classified as indicating increased or decreased sense of responsi- 


bility, 32 are in harmony with the outcome, 15 in disharmony with the out- 
come. 


Increasing general hostility 


: s in boysin an institution is a product of frustra- 
tion. An even more ominou 


S product of frustration appears to be the begin- 


JENKINS AND BLODGETT 749 


of differentiation and developing confusion which are represented 
in extreme form in the institutional crack-up or prison psychosis. 

One Annandale boy who failed gave the following pairs: 

The deeper one goes the more trouble. 

The deeper one goes you leave. (48) 

It is often hard to sleep when your sick. 
It is often hard to sleep when might. (48) 

Of 30 pairs of sentences indicating increased or decreased confusion or 
failure of differentiation among Annandale boys, 23 are in harmony with the 
outcome and 7 are at variance with the outcome. 

The data from Highfields show a somewhat similar trend with respect to 
the de-differentiation of responses. In our Highfields group, 31 responses are 

"inharmony with the outcome, and 11 are in disharmony. 

In the traditional social philosophy from which it grew, the reformatory 
was built around the imperative “Repent and reform.” Under this philoso- 
phy, an offender was expected to reconcile himself with a severe and right- 
‘tous God and with minions of the law who took on a good deal of His severity 
and His righteousness, if not His godliness. We see some indications of the 
Operation of this philosophy. The Annandale boy who gave the following 
- pairs of completions was successful on his return to the community. 


When a criminal leaves prison he has a clean record. 
When a criminal leaves prison he should be a changed man. (103) 


It is often hard to sleep when you don’t take a shower every night. 
It is often hard to sleep when you did something wrong. (103) 


Tf one cannot own a car he is poor. 
If one cannot own something he should not steal it. (103) 


Of course, we know only too well that our methods of treating delinquents 
do not always produce or consolidate the desired repentance. The Annandale 
boy who gave us the following sentence pair failed. 

People shouldn't do wrong, rob. 
People shouldn't yel at you. (96) 

Before treatment he applies the “should not" to himself; after treatment 
i pie it to his supervisors. We classified this as reduced personal respon- 

ibility. 


Highfields offers a contrast to Annandale. Highfields is not a reformatory 
With clinical facilities added on, but is a treatment center created to meet the 
Reeds of a particular kind of delinquent. Highfields draws its sanction not 
fom traditional religion, but from the modern treatment philosophy of 
group therapy. Its implicit motto is not “Repent and reform,” but rather 
t be a damn fool.” 
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This philosophy occasionally comes out rather directly in the completion 
of Highfields successes, as in the following: 


A drunken woman if a person drinks they are having trouble with their family. 
A drunken woman stupid. (18) 


A reader should note that “stupid” is by no means the equivalent of the 
rejecting response “is no good.” Its quality relates rather to the following 
succinct anatomical discussion. 


A woman’s body should be covered. 
A woman’s body should not to ones head (sic). (85) 


This boy also succeeded on his return to the community. 
Both these pairs relate also to the following pair from still another High- 
fields success. 


The deeper one goes the harder the penalty. 
The deeper one goes she tougher it is to think. (75) 


Somewhat akin to the foregoing responses is the following pair from a 
Highfields boy. 
There ought to be a law to obey the law. 
There ought to be a law to make you smarter. (97) 


The initial response is circular and disparaging toward the law. While the 
final response hardly makes sense literally, yet its emotional content is, “I 
should not have been permitted to be so stupid.” This boy also succeeded. 

Highfields boys in several instances give completions indicating developing 
concern over the adequacy of their inner controls. Such changes appear to be 
favorable prognostic signs. Only one instance was noted at Annandale. 

The following is from a Highfields success. 


Nothing is harder to stop than a wounded elephant. 
Nothing is harder to stop than a burning desire. (75) 


Favorable awareness of shame also appears at Highfields. 


To be without shame is 2 wonderful thing. 
To be without shame is fo be without a hart (sic). (67) 


As Table 2 indicates, the foregoing changes are almost confined to the suc- 
soda Highfields boys. We associate them with the group therapy at High- 
s. 
On the other hand, two boys flatly rejected “bad” openings on their com- 
pletions at the end of treatment at Highfields. The first gave the following 
pair. 


To be a good liar one must live good. 
To be a good liar one must don’t lie, (18) 
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The second gave the following two pairs. 


A drunken woman should be in the house with children. 
A drunken woman—a woman should not drink. (97) 


A man can stop beating his wife only if her is in trouble. 
A man can stop beating his wife only if a man should not beat his wife. (97) 


Both of these boys succeeded. Perhaps this is the kind of change we need to 
cultivate in the delinquent—a readiness to reject a delinquent opening. And 
this occurrence may suggest that Highfields successfully encourages psycho- 
logical independence. A total of 4 Highfields boys produced a total of 8 
denied openings, 2 in the first test and 6 in the second test. All 4 boys suc- 
ceeded. Only one Annandale boy denied one completion and that in the 
second test. He failed on return to the community. 

The pursuit of our paradox of the ratings led to a formulation in which we 
have considerable confidence. A phenomenon more evident at Highfields 
than at Annandale is an increased hardheaded realism, a willingness to call a 
spade a spade, which has a frank, outspoken, earthy and often quite practical 
attitude. One successful Highfields boy contributed these two examples: 


The best thing about old age és telling about what happened in your life. 
The best thing about old age is you get a pension. (55) 


Tests like this are not hard to take. 
Tests like this are crazy. (55) 


Perhaps in the first completion he was boasting a little, but after High- 
fields he tells you what he really thinks. 
Two other examples from successful boys are as follows: 


People shouldn’t make fun of those who are less fortunate than themselves. 
People shouldn't rely on luck too much. (91) 


A person is most helpless when ke is in trouble. 
A person is most helpless when he does not have any money. (97) 
An unfavorable shift which seems to correspond is a shift to a glossing 
Over, an evasion. The following pairs are from Highfields boys who failed. 
Fathers should learn that what they don’t know. 
Fathers should learn that every thing is alright. (105) 


Behind one’s back people talk. 
Behind one’s back there is @ chair. (51) 


; This last is a conspicuously evasive response, for everyone perceives the 
Implication of “behind one’s back.” 
t is particularly the positive value of this quality of frank and hard 
Tealism and the negative quality of evasion and glossing over, together with 
€ changes relating to concern about one's own wisdom and self-control, 
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which two raters largely missed and which resulted in our paradox reported 
earlier in this paper. 

This variable of frank realism to evasion gives us 25 classifiable pairs at 
Highfields, of which 21 are in harmony with outcome and 4 in disharmony, 
There are 16 classifiable pairs at Annandale of which 15 are in harmony and 1 
is in disharmony. 

In the frank discussion at Highfields, delinquent values com pete with con- 
ventional ones, and when they replace social values on the sentence comple- 
tion they are an unfavorable sign. 

The easiest way to get money is to work for it, 
The easiest way to get money is by stealing. (86) 
A drunken man is crazy. 

A drunken man is a happy one. (80) 

A drunken woman is no good. 

A drunken woman is nice, (4) 

Spiders are scairy. 

Spiders are slick. (80) 

To be a good liar one must Je a pretty rotten guy. 
To be a good liar one must Je pretty good. (17) 


Changes in the opposite direction are a favorable sign. The following are 
from boys who made good, the third example from an Annandale boy. 
The easiest way to get money i; fo steal it, 
The easiest way to get money és to work, (55) 


She couldn’t bear to touch the stolen money. 
She couldn’t bear to touch the flame, (32) 


A weak person does not often Sight his own battles, 
A weak person does not often stay away from trouble. (19) 


To be a good liar one must have confidence in himself. 
To be a good liar one must not be normal. (88) 


We classified 29 pairs of sentences from Highfields boys as showing such 
shifts. In 23 instances the outcome was in harmony with the classification; in 
6 it was in disharmony. By way of contrast, of 18 changes at Annandale 
which could be so classified, only 11 were in harmony with the outcome; 7 
were in disharmony. The selection of social values or of delinquent values 
probably becomes more conscious and consistent through the group discus- 
Sions at Highfields than it is at Annandale. The findings suggest that the 


ere Is some slight suggestion that, at Highfields, increased concern 
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it getting into trouble may be a favorable sign. There are 7 successes to 3 

At Annandale the score is 5 successes to 4 failures. 

A ce of either increased or diminished concern about the law, penal 

‘confinement or other legal penalties does not seem to relate to the outcome 

in either institution. However, we find a slight suggestion, at least at High- 
dds, that an increasing value placed by a delinquent boy on his friends is 

ssociated with failure: 5 failures to 2 successes at Highfields, 1 failure to no 

(cesses at Annandale. 

The following is from a Highfields boy who succeeded. 


One's closest friends can Ae/p you when your wrong. 
One's closest friends can put him in jail. (97) 


Contrary to our expectations, changes in the boy’s attitude toward his 
family did not seem to be predictive, nor were trends either of optimism or 
ness or of pessimism or depression. 


Discussion 


he may have rejected and which is certainly inclined to reject him. The 
ociety will not basically change, and such a reintegration can come about 
ly as the result of a change within the delinquent profound enough to in- 
fluence the whole course of his behavior. Such a change is not likely to occur 
long as his delinquent techniques remain effective. To the delinquent his 
Way of life may be natural and justifiable enough. In general, he must meet an 
_ Xperience sufficiently moving to force him to reorient himself. Society needs 
| | backstop as a protection from the foul balls, and those who in the interests 
Of à treatment philosophy would take out the backstop of the institution are 
"unrealistic—as the delinquents themselves would be the first to recognize. 
When the delinquent's defenses have been rendered ineffective, he must find 
enough help, counsel and warmth to learn or develop acceptable techniques 
for dealing with society or he may be driven into a maladaptive frustration 
 Tesponse. We must frustrate his delinquent techniques without eliciting a 
Tustration stereotype. This creates problems of judgment and control and 
ning—particularly since we are rarely able to deal with delinquents in iso- 
n. We do find our results in harmony with the idea that one is more likely 
be successful through dealing with a delinquent in terms of his interest in 
self than through effort expended more directly in teaching moral values. 
_, st iS of interest that there is some correspondence between those changes 
Fs treatment which are predictive of success of delinquent boys on their 
"urn to the community and those differences of personality which distin- 
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guish delinquents from nondelinquents. Several of the judgments made from 
blind readings of sentence completions in our study correspond with judg- 
ments made from blind readings of Rorschach protocols by Drs. Ernest and 
Zeborah Schachtel, as reported by the Gluecks (4). 

The Schachtel judgments were made on delinquents and nondelinquents 
drawn from the same neighborhoods, and were made from blind readings of 
the Rorschach. There are a number of ratings which distinguish the delin- 
quents from the nondelinquents beyond the .01 level of significance and 
which bear a relation to the kinds of changes here reported to be predictive of 
the success of the boys on their return to the community. For instance, our 
first type of change is a shift toward more acceptance of others, or away from 
hostility, suspicion or rejection. The Glueck study revealed that, from rat- 
ings on Rorschach performance, delinquents may be distinguished from 
nondelinquents at levels well beyond chance by the Rorschach evidence of 
greater resentment in the delinquents, greater suspicion, greater destructive- 
ness, greater hostility and greater difficulty in contact with others. The non- 
delinquents, on the other hand, were distinguished by a greater frequency of 
Rorschach evidence of average or good surface contact with others. All of the 
differences here noted are statistically significant (p <.01). 

None of the Rorschach Judgments correspond at all closely with our favor- 
able change of increased concern with the conventional moral values of the 
larger community. However, there are Rorschach indications which seem to 
some degree related to this element. The nondelinquents are distinguishable 
from the delinquents by their greater conventionality of ideas, feelings and 
behavior. 

Our favorable change of increased realism bears some relation to the Ror- 
schach judgment of unrealistic thinking. This judgment distinguishes delin- 
quents from nondelinquents at the .01 level of significance, according to the 
Glueck study. 

A criticism which has been offered concerning the Gluecks’ findings is that 
the greater hostility shown by the delinquents might be a result of their ap- 
Prehension by the police, rather than a cause of their delinquency. Such an 
explanation could not account for the present findings relating to direction of 
change. We believe that our findings strengthen the Glueck case. 


ADDENDUM 

Since the prep: 
tences have been 
Richard Benjami 


aration of this manuscript, judgments of the pairs of sen- 
received from another interpreter of sentence completions, 
n, and from Albert Elias, the second director of Highfields, 


è Mr. Benjami i in 25 High- 
fields ^n and 25 Aunendale James Q, Holsopple, and his initial evaluation of changes in 25 High 


ee 3 VIII, 
"Results of a Projective Test," Pini. sity Dr. Halsopple in The Sory (2), Chap. 
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under whose leadership 31 of our 44 Highfields boys completed their treat- 
ment. 

The harmony achieved by RB is 54.6 per cent of 1370 judgments while 
that achieved by AE is 51.7 per cent of 1134 judgments. However, on the 
Highfields white boys, AE achieved harmony in 53.5 per cent of 319 judg- 
ments or, if we confine ourselves to those judgments made without question, 
he achieved a harmony of 57.0 per centof 129 judgments. RB achieved only 
50.6 per cent harmony on 393 judgments. RB rarely used the +? and —? 
categories so omitting these does not alter the picture. On the other hand, 
RB achieved a harmony of 59.7 per cent with 313 judgments on the Annan- 
dale white boys, while AE achieved a harmony of only 49.1 per cent of 293 
judgments or, if we omit his questioned judgments, 53.3 per cent of 122 
judgments. 

Thus we find indication that RB is sensitive to the Annandale factor but 
does not recognize the Highfields factor, while AE, the present director of 
Highfields, recognizes the Highfields factor but is not sensitive to the Annan- 
dale factor. 

The prediction of the Director of Highfields concerning success or failure of 
boys who finished at Highfields was correct in 33 of 44 cases* (75%). This 
was a prediction based on extensive knowledge of the boy and his response to 
the Highfields program, and on some knowledge of his family situation. The 
prediction from EB’s blind sentence completion scoring was correct in 28 
boys (63.6%). Since the director’s prediction and this scoring prediction 
were in agreement in only 23 cases (52.3%), they were essentially uncor- 
related. However, of these 23 cases in which the director’s prediction and the 
sentence completion prediction were in agreement, this joint prediction was 
correct in 20 (87%). 


SuMMARY 


We have demonstrated that it is possible for different raters by blind com- 
parisons of sentence completion material given before and after institutional 
treatment to identify those delinquent boys who fail on their return to the 
community and those who succeed. These predictions are supported at levels 
Well beyond chance, and sustained at two different institutions, Annandale 
Reformatory and Highfields Treatment Center, a small residential center 
depending on a form of group therapy called guided group interaction. We 
have outlined a method of scoring sentence pairs as changing for the better 
(+), changing for the worse (—), or showing no ratable change (0). A total 
Score which is + predicts success, a total score which is — (or 0) predicts 

ailure, Although we believe it is preferable to examine the sentences in their 


i ` Thirteen of these judgments were by Lloyd McCorkle. who served as the first director of Highfields; 
Y Albert Elias, the second director. 
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relation to each other, we have clearly demonstrated that it is possible to 
build useful prognositic scores by summing the ratings of screened sentence 
pairs examined in isolation. 

Such isolated examination of changes in individual sentence Pairs discloses 
important similarities and important contrasts between the two institutions, 
At both, increased acceptance of others is an important favorable prognostic 
sign, and increased rejection or mistrust is an unfavorable sign. Increased 
assumption of personal responsibility is a favorable prognostic sign and re- 
duced sense of personal responsibility is an unfavorable prognostic sign. De- 
differentiation of responses or developing confusion is an unfavorable prog- 
nostic sign. 

Examination of changes in Highfields completions lends support to a belief 
in the effectiveness of group therapy at that institution. Movement towarda 
hard, practical realism is a favorable sign in both institutions, while move- 
ment toward a glossing over or evasion is unfavorable, The shift from delin- 
quent values to social values or vice versa seems more prominent at High- 
fields than at Annandale and appears to be prognostic at Highfields. The 
findings lead us to suspect that the Highfields boys who fail may tend to be 
those who consciously select delinquent values. 

This description does not begin to exhaust the changes, but these are the 
types of changes about which we feel comfortable in drawing at least tenta- 
tive conclusions. 

As a last comment, we want to state that we have been very favorably im- 
Pressed by the potentalities of the sentence completion as a method for 
quantifying and testing the intuitive insights which are so important in 
clinical work. We believe that such quantifying and testing will have great 
importance in the development of a badly needed integration between inter- 
pretive and quantitative methods in psychology and psychiatry. 
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A PSYCHOTHERAPEUTIC APPROACH TO ADOLESCENTS 
WITH CHARACTER DISORDERS* 


SOL GORDON, Px.D. 
Chief Psychologist, Philadelphia Child Guidance Clinic, Philadelphia, Pennsylvania 


F WE permit ourselves an active curiosity in reviewing the literature of 

the major schools of therapy, it is difficult to escape the impression that a 
wide variety of therapeutic techniques are apparently effective with the 
majority of patients seen in treatment. We are a long way from being able to 
demonstrate that a particular therapeutic orientation is better than others 
whether it be in terms of "cure" or “depth” or “permanent character 
changes.” 

Character disorders, however, are a group about which there is almost 
unanimous agreement regarding our general lack of success in modifying 
behavior with therapeutic techniques which work so well with neurotic pa- 
tients. The often-quoted ratio “Two thirds improve with treatment” refers 
primarily to neurotics. 

Our specific interest is in those adolescents often referred to a child guid- 
ance clinic because of delinquent and/or self-destructive behavior who are 
readily diagnosed as personality or character disorders. The standard no- 
menclature serves our purpose. “These disorders are characterized by de- 
velopmental defects or pathological trends in the personality structure, with 
minimal subjective anxiety, and little or no sense of distress. In most in- 
stances, the disorder is manifested by a lifelong pattern of action or behavior, 
rather than by mental or emotional symptoms. . . .”* 

The literature is replete with plausible, well-conceptualized theories of 
etiology, psychodynamics, and prognosis which we acknowledge but do not 
Propose to review in this paper. Our experience corresponds with the general 
view that character disorders have their origin in severe conflictual experi- 
ences or rejection in the first years of a child’s life. We have yet to be con- 
vinced, however, that any special combination of experiences necessarily 
leads toa specific diagnostic fate. 

For the most part, a well-trained therapist will have little difficulty in 
making a diagnosis with these adolescents. He will make use of clinical inter- 
views with relevant persons, prior psychological examinations if available, 
and a review of an almost lifelong pattern of disturbed behavior as noted by 
Parents, teachers and probation officers. The therapist will also need to make 
Boe at the 1959 Annual Meeting in a Workshop on “Techniques of Treatment of Severe Char- 

ers," Chester R. Dietz, M.D., Chairman. 


* American Psychiatric Association, Diagnostic and Statistical Manual—Mental Disorders, Washing- 
ton, D. C., 1952, 
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some astute guesses concerning etiology. Anyone who works extensively with 
parents of character-disordered adolescents soon discovers that one or both 
parents are often themselves character disordered. These parents give excep- 
tionally unreliable developmental and psychological histories. They effec- 
tively repress the pertinent details of the mother-child interaction in order to 
protect themselves from awareness of their own hostility toward the child, or 
they consciously withhold information for fear of criticism. One mother, 
whom we know very well, maintained the fantasy of her own happy child- 
hood for a year and a half of weekly interviews with a skilled social worker 
before she could allow herself some excursions into reality. 

The “psychodynamics” emerge with greater clarity after a family has been 
in treatment, but the lack of knowledge of specific content of the early his- 
tory does not prevent us from initiating and developing a treatment pro- 
gram. As a matter of fact, preoccupation with the diagnostic process often 
results in the early termination of a case. The character-disordered patient 
is threatened by and defends against any form of intrusion. This includes 
projective testing, which, contrary to widespread practice, we avoid with 
character disorders. 

We shall describe our approach to selecting at the point of referral or early 
in the evaluation process those character-disordered adolescents most likely 
to profit from outpatient psychotherapy. We shall also detail our techniques 
of treatment as well as the problems this group poses to our interdiscipline 
team approach in a child guidance setting. The tentative nature of our find- 
ings will be apparent. 

It is often noted in the literature that there are three principal variables in 
every therapeutic situation: 1) the psychodynamics of the case, 2) the cur- 
rent circumstances in the patient's life affecting treatment, and 3) the ther- 
apist's background and skills. 

We should like to emphasize an additional factor, community resources, 
which includes schools, teachers, juvenile courts, social agencies, and reli- 
gious organizations. The importance of this variable is related to the fre- 


quent need to modify conditions in the environment in order to facilitate 
treatment. 


The case of Jimmy, 
paranoid trends, 
therapy hours in 


15, a passive aggressive personality type with marked © 
illustrates the role of community resources. The some 200 
the 4 years that I worked with him represented less than 
35 per cent of the time actually spent in offering service. (I am not including 
e eo the social worker assigned to the case with me.) During the + 
year Period, this case required our active involvement in a collaborative 
relationship with a child care agency, a family service, a rehabilitation pro- 
gram, the court and the school. 


One severely disturbed older child may easily require a treatment effort 
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equivalent to serving five less disturbed children. Even when we are con- 
vinced that outpatient psychotherapy is the treatment of choice, a commu- 
nity clinic whose budget is more or less tied to extensive rather than intensive 
service must exercise caution with respect to the number of such cases ac- 
cepted for treatment. 

Another problem is revealed by the fact that we have over the years noted 
that referrals from certain social agencies, physicians, and training schools 
for delinquent youths almost never continue in treatment. Occasionally the 
referral is correctly perceived by the patient as a hostile act on the part of 
the referral source. More often there are reality problems which do not per- 
mit significant modifications of the patient’s environment. One foster care 
agency responsible for the most deprived and rejected children in the city 
had virtually no opportunities for offering its children minimally favorable 
circumstances. Yet for a time this agency continued making referrals to us 
which resulted only in compounding its own frustration. 

Who are the character-disordered adolescents who can profit from indi- 
vidual outpatient psychotherapy? It seems to us that the nature rather than 
the extent of parental support for seeking help is the crucial initial criterion 
to be considered. 

However much the parents may unconsciously support the acting out, if 
the significant parent consciously opposes the antisocial behavior, we have a 
basis for exploring further accessibility for treatment. No form of psycho- 
therapy is effective without some ambivalence or resistance on the part of 
the patient regarding treatment. The patient’s identification with the con- 
tradictions and the ambivalence of the parents can be recognized and dy- 
namically exploited in the therapeutic relationship. Parents of an adolescent 
who themselves act out their disorders through alcoholism, addiction or 
chronic unemployment can hardly be expected to provide the support a 
child needs to be able to profit from individual psychotherapy. 

Briefly stated, the following conditions seem important in considering a 
case for outpatient psychotherapy. 

1. A youngster of at least average intelligence who can more readily be diagnosed 
as a personality trait disturbance rather than either a personality pattern, psychopathic 
or sociopathic personality disturbance. 

2. An adolescent who is able to recognize the overt parental disturbances within 
the first few sessions and can express anger appropriately about this situation. 

3. An intact, economically adequate family in which the support for the antisocial 
behavior is primarily on an unconscious level. 


4. A family in which interaction can most appropriately be described as “hostile 
dependent,” 

^ 5. One or both parents, usually the mother, who are willing to participate at least 

uring the early phases of their child’s treatment in regular weekly interviews with the 


nal ie (We require that the father be seen, but contact with him may be infre- 
uent, 
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6. Community resources which among other things make it possible to propose realis. 
tically a placement plan should this become necessary, 

We feel that the most hopeful approach is one which offers sufficient psy. 
chological support to the parents. Our purpose is to facilitate the adolescent's 
full use of the therapeutic experience without precipitating an even more 
serious crisis in the family. We know from sad experience that pathology in 
one child often permits a family to maintain a level of adjustment which had 
best not be disturbed without extreme caution. We have also noted that 
character-disordered parents seem to be more receptive to a casework ap. 
proach and tend not to profit from psychiatric treatment, if indicated, un- 
less they have had a favorable relationship with the social worker. 

We offer to the parents a casework approach which focuses on the ther- 
apy of the child. We do not offer an interpretation of the parents’ uncon- 
scious conflicts. We avoid asking for emotional commitment at any level 
which would increase the guilt-ridden defenses of the parents. We also make 
a special point of not interpreting resistance such as is reflected by failure to 
keep appointments, lateness, ètc. In the early stages we accept whatever 
testing out they do with a noncommittal “that’s all right” or “we know it's 
hard” comment. ; 

If we are satisfied that outpatient treatment is feasible, we arrange a con- | 
ference involving the caseworker, the therapist and both parents. We con- - 
front them with our own questions and convictions. The following is an ab- 
breviated form of what is conveyed to the parents: 

“We are prepared to offer your child treatment but do not know whether we can help 
him while he is living at home. If you are willing, we can explore with you ways of get- 
ting through to your youngster. If we find that we are not getting anywhere we will prob- 
ably recommend that you consider Placement.” (Nothing seems to stir up latent re- — 


sources of a distraught mother more readily than when a worker asks her if she is so dis- 
couraged that she would like to consider a placement plan.) 


We inform the parents about the occasional adolescent who makes a flight 
into health in order to avoid treatment, but we indicate that more usually 
adolescents get worse in the early stages of therapy. Whatever happens we 
encourage the parents not to terminate treatment. If appropriate at this 
session we mention that a youngster in treatment frequently quotes out of 
context what a therapist says, and uses this as a weapon against his parents. 
Often an adolescent will say to his parents at a point of extreme anger, 

Even the doctor says there is nothing wrong with me. It's my parents who 
are disturbed." We suggest if this happens that a parent reply with some- 
thing like this; "Perhaps the doetor is right, but I am your mother and 
want you to respect my wishes," 

€ are active in suggestions about how to prepare the child for therapy 
and what to do in relation to the problems most irritating to the parents 


| 
d 
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For example, homework: 

Doctor: Well, Mr. and Mrs. X, you have tried everything, depriving him of TV, 
that you won't buy him a car when he is sixteen, and so on, It hasn't worked. 

E only chance you have of ever getting him to do his homework is if you give up the 


"Mrs. X: But, Doctor, then I know he won't do his homework. 
Doctor: Mrs. X, he doesn't do his homework anyway. 
Mrs. X: That's truc. J 


With sophisticated parents we might explain that as long as Johnnie is 
able to relieve guilt and anxiety through the constant arguments with his 
parents, he won't be able to do much in therapy. “Try not to argue with 
him,” we say, “no matter how provocative he is—not that this will cure him 
"but it will make him more accessible to treatment." We say that it is going 
"o be hard to follow this advice. Invariably parents leave with the firm con- 
ion that this will be easy to do. In the some five years that we have been 
] nenting with this approach, we have yet to have the experience of a 
gle parent who was able within the first six months to follow this kind of 
ice. The therapeutic effect arises out of examining with the social worker, 
‘ina benign, noncritical setting, their inability to stay with their best inten- 
tions. Why, for example, do they have so much difficulty in giving up the 
nagging about the homework? 
— Before illustrating with specific case material some of the approaches 
which we employ with the adolescents themselves, there are general prin- 
ciples which apply to most cases. If the patient will let us we always work 
toward basic character changes. We assume that this usually involves a 
| restitutive process of several years’ duration in which the focus is on the 
transference relationship. The therapeutic techniques are geared to enable 
the patient to tolerate the anxiety and guilt, at least in terms of neurotic 
"symptomatology, which are aroused when the acting out is contained and 
 Tepression is no longer possible. 
* The dilemma with disordered characters is that they are so sure that they 
are hated, or at least that they cannot be loved, that any relationship, ther- 
apeutic or otherwise, which evokes dependency or love feelings is defended 
against by provocative behavior or withdrawal. During the early stages of 
treatment we avoid mobilizing these feelings in relation to ourselves. Our ap- 
Proach is to intrigue these adolescents rather than to stimulate dependency 
_ iSelings. We attempt to communicate that they are not to blame? for their 
behavior although they are held accountable for it. They have punished 
ves enough for the mistakes their parents have made. They should 
P Work in their own interests. They can change. Eventual cure must be 


ues y 
not The word blame is actually used with the patient. However, we attempt to communicate that he is 
7 Tesponsible for the unconscious forces which impel him to behave the way he does. 
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related to the ability to achieve gratification through task completion of 
some kind—a goal which becomes possible when activity is less directed to. 
ward destructive behavior. We constantly emphasize that their behavior 
leads to greater dependency rather than to independence, which they all 
claim they want. We say that they should change for their own sake because 
nothing they will do, no matter how much it represents progress, will please 
their parents. If they ever want to get closer to their parents, they first need 
to separate from them emotionally. We find that if the adolescent is not 
favorably impressed with the therapist during the first interview we don't 
have a case. 


To illustrate various currents of our approach the following case material 
will focus attention on particular phases of treatment. In our first case, our 
goal was to excite intellectual curiosity and arouse anxiety so that it was con- 
sciously felt by the patient within the first few interviews. 


Joe, a handsome, very bright 15-year-old member of a delinquent gang under police 
surveillance, lives in a relatively stable neighborhood and is the only child of a character- 
disordered but respectable family. The parents verbalized concern about his poor school 
achievement and his bad friends. Suspension from school for being a “wise guy” precipi- 
tated the referral. Joe said that he didn’t have any problems that he was worried about, 
and he refused to consider coming to the clinic. After the parents accepted specific help 
from the social worker about how to approach him, Joe agreed to come for a single inter- 
view, but after the first session Joe himself wanted to continue treatment. 


Our approach in the first few interviews is as follows: 


1. We make direct and bold interpretations to help the patient cope with his uncer- 
tainties which produce acting-out behavior. For example, “You know, Joe, all 
your behavior boils down to one thing. You are trying to prove to yourself and to 
everyone else that you are no good.” 

2. We predict what will happen. For example, “Once you get involved with me you 
are going to start to dream,” or “Before every session you are going to debate with 
yourself whether you should come to see me,” or “If you find that you can’t express 
your feelings your body will begin to express them for you. I would not be surprised 
if you begin to develop physical complaints once you stop acting out.” We give 
him a frank explanation of how anxiety can be converted into physical symptoms. 

3. We respond to obvious distortions. For example, “You love your girl friend? What 
kind of phony are you? Everything you said about your relationship proves that 
you don't give a damn about her." (In this way we increase his faith in us by not 
being deceived by what he Says. We interpret his remarks to mean that he is 
ashamed of his relationships and also of his ability to deceive.) 

4. We Invite him to bring up any questions that strike his fancy. All of these are 
taken Seriously and discussed in non-value-judgment terms but without avoiding 
the question of what "society" thinks, Joe brought up such questions as: “Why 
do I vang a tattoo?” “Why am I the only one of the gang to be picked up by the 
police? ‘What would happen if I find out that I am really bad, that my basic 
character is that of a murderer?” 


Sut our contact we stress that his behavior makes him more dependent 
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rather than less so; that he could change; that we were impressed with his potenti- 
alities. Joe was told that we hoped he could work toward self-realization, which 
was spelled out in terms of affection, friendship, and satisfying work. It was also 
indicated that I would react to his becoming a hobo or a criminal with, “It’s too 
bad. There are many like you. This is a problem society must face.” 
Ofcourse, many things happened in this case. Joe began to think, Joe began to dream, 
developed stomach-aches. He told a story about his self-image, “Once when I was 
funk I looked at myself in the mirror and said, ‘I hate you. I can’t stand your guts,’ 
d then I slugged myself and knocked myself out.” Joe was also very good for the first 
puple of weeks and his mother was prepared to terminate treatment, but the caseworker 
tively discouraged this. Then one night Joe came home intoxicated, which started a 
terrific row with his mother. Our interpretation to Joe was, “You were good for a while 
order to prove to yourself that it wasn’t really worth while.” 


Jur second case emphasizes problems in transference and countertrans- 
fence as analyzed by the patient and the therapist. 

Jimmy was a very bright 15-year-old, middle child of a marriage characterized mainly 
y violent struggles between the overtly sadistic mother,and a masochistic father, both 
f whom were college graduates. They lived together in a respectable neighborhood. At 
ous times the mother had pleaded that Jimmy be placed because she couldn’t stand 
any more. When arrangements were finally made, she insisted, fortunately without 
ss, that he be returned to the home. During the first two years of treatment Jimmy 
up two foster homes, stole and fled with his father’s car, spent several weeks in a 
etention home, refused to work, and started but impulsively left college. In general, he 
lived in a world of attack and counterattack. 


e therapeutic process could be divided into four phases. The first phase 
as a period of one year and seven months involving 46 sessions. Jimmy was 
seen on a weekly basis, but therapy was interrupted for as long as eight 
ks. During the initial phase of treatment, character-disordered young- 
often see the therapist as a representative of society, and transference 
ings are ambivalent and unconscious. This is a period of serious acting 
with the patient anticipating punishment from the therapist in the form 
criticism or termination of treatment. When this does not occur, they, as 
my did, become very anxious. 
"We take care not to be overenthusiastic to help, and neither the resistance 
Or the transference is interpreted. We attempt to modify guilt feelings and 
to stimulate an intellectual and reflective process by pointing out the influ- 


resented by his wrestling with an exaggerated need to cure for prestige 
poses. A more experienced therapist will occasionally be able to camou- 
ge countertransference problems by being very professional or indifferent, 
indicating that the child is not accessible to treatment. A therapist may 
real his own difficulties with a case by feeling dissatisfied with the work of 
other team members or by taking action without consulting them. 


^ 
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The shift to the second phase takes place when the patient expresses fear 
of revealing his murderous impulses and is worried about love feelings to- 
ward the therapist. The therapist is perceived as an individual, and trans. 
ference feelings are ambivalent and conscious. Jimmy attended regularly for 
70 sessions during a 7-month period. Session frequency of from 2 to 5 inter- 
views a week was geared to relieving intolerable anxiety states. Jimmy was 
not working or going to school and was supported outside his home by a pri- 
vate agency. Jimmy was fearful that if he gave up his aggressive organization 
he would be annihilated. There was increasing freedom from paranoid feel- 
ings, and some fleeting positive sensations as well as a beginning discovery 
that intellectual insight is not enough. 

This is the phase of the most pertinent content and involves sexual and 
aggressive impulses. Interpretation by the therapist is often seen as an at- 
tack. Antisocial acting out gradually diminishes, but direct provocation of 
the therapist increases. We interpret the acting out and the resistance as it 
relates to interaction in his own family. We analyze problems relating to de- 
pendency and secondary gain. The therapist proves again and again his 
readiness to be available if the patient comes to him. 

During this phase the therapist may become fearful of his own involve 
ment. He may be disturbed by ambivalent impulses of wanting to care for 
the patient as a parent would and at the same time wanting to get rid of him. 
A fear may intrude into consciousness that something the therapist will do 
will precipitate suicide or a psychotic breakdown. He may want to protect 
himself by considering the Possibility of hospitalizing the patient. The thera- 


therapist who has not resolved his own conflicts may unconsciously stimu- 
late the acting out of his patient, and from it derive vicarious gratification. 
During the third phase, the therapist is seen as a strong, dependable, ideal 
parent figure. The transference is Positive and conscious. Jimmy can now be 
described as having psychoneurotic conflicts rather than a character dis- 


Pr ea sm regarding him. The collaborative relation- 
ship with the caseworker and with other social agencies may suffer because 


of overidentification with the patient and overemphasis of the therapeutic 
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s in effecting the cure. Failures at this critical point in therapy can inap- 
opriately be attributed to other members of the professional team. 

The fourth phase involves working through the transference neurosis. 
catment with Jimmy was terminated after four years of intensive therapy 
extensive involvement of clinic and community resources. While 
y's prognosis appears to be hopeful at the present time, the crucial 
uation will be of his adjustment over a period of years. 

The patient himself after more than two years in therapy felt impelled to 
xpress his feelings in writing. The following is an excerpt from a long state- 
nent which gives us further clues about transference and countertransfer- 
problems as seen by the patient. 


I think an accurate analysis of what happened is this: You were following your judg- 
ment about getting firmer and more honest with me. I responded in an infantile manner 
and refused to tolerate the necessary anxiety to use the session as profitably as possible. 
Instead I proceeded to argue, split hairs, and in general, give you a rough time. You, in 
turn, behaved admirably. You did not pamper me, give in to my demands, or try to 
pacify me. Instead you answered my questions truthfully. 

You've made clear to me that my life now is far from a healthy one. That there is 
still anxiety to be tolerated and there is no way around it. That I have to take my 
chances on being right and say what’s on my mind anyhow. That you are sometimes fed 
"up with the neurotic part of me. That you still like me and that child psychology is a real 
thing and can be known and done successfully. I know that I’m worthy of your time and 
can make good use of it. I notice lately your attempts to switch our relationship into a 
more mature one. A true, rounded, healthy, doctor-patient relationship. 

The anxiety has been coming in carloads. I’ve been worrying mostly about my ability 
"to tolerate all this anxiety. I get memories of all the painful incidents in my life in which 
I've tolerated and repressed all the anxiety without any interpretations of the same. So 
my feeling is that perhaps the former anxiety will combine with the present anxiety and 
: me in some way. Also, if I don't communicate fully with you the anxiety load is too 
— much. As I see it the only way now is to write things down so I don't forget them, and 
communicate with you fully. I also worry that I’m betraying myself by tolerating anxiety 
in light of all I've swallowed. This is serious business and I mustn't forget that when 
resistance comes up and I’m tempted to keep quiet. I hope I’m going to be all right. 
Fear is a tremendous motivating force. I sense as you do that if I would stop trying to 
Work now and spend most of my time sleeping I would never pull out of it. I must go 
after life again with your help. 


; Some remarks concerning staff assignment are in order. The enormous: 
in¥estment of time and energy which these cases require suggests to us 
that it is not sound professional practice for any treatment load to include 
more than a few of the serious character disorders (except, of course, by 
Intent as part of a research project). As already implied, we must also begin 
‘© face more critically countertransference problems as they relate to the 
ofessional team. Many therapists and social workers discover that their 
aracter-disordered patients do not remain in treatment for more than a 
W sessions. Or for some workers any flight into health is immediately 
Accepted with relief, offering an opportunity to close the case. 
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One social worker could not tolerate my telling the adolescent that he 
was not to blame for his disturbance, and managed to convey this irritation 
without conscious intent to the parent. No case of a character disorder that 
we carried together ever lasted more than a few sessions. Perhaps the prob. 
lem was entirely mine, but what has become clear is that without mutual 
respect as well as agreement regarding the nature of the problem and the 
technique of the approach in the professional collaboration, the case prac- 
tically never succeeds. 

We are suggesting that case assignment requires special care when dealing 
with character disorders. This is not always possible or desirable in a 
training clinic, but let us then be cautious in attributing our failures with 
character disorders to their inaccessibility to outpatient treatment. 

Despite the complexity of this problem we hope that we will eventually 
be able to delineate our techniques and evaluate our personalities as thera- 
pists in such a way as to be able to select on a more scientific basis an 
appropriate professional person and approach for a particular patient. Cur- 
rently the question for us regarding character-disordered families is often 
less whether treatment is possible and more whether it is feasible under 
existing conditions. In addition to the time investment, the practical prob- 
lems created by the tendency of these families to involve the professional 
team and the community in disturbed interaction become of paramount 
importance in the operations of a clinic. Nevertheless we feel encouraged by 
the results we have obtained, and we are now exploring more economical 
methods of working with character-disordered families. 
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THE USE OF A PSYCHOANALYTIC GROUP APPROACH 
WITH TEACHERS AT A JUNIOR HIGH SCHOOL* 


BENSON R. SNYDER, M.D.,t axo LEO BERMAN, M.D.? 
Beth Israel Hospital, Boston, Massachusetts 


"GENERAL concern of those working in mental health fields is to de- 
d dS A : ^ 
X velop methods of communicating certain basic psychological knowl- 
to parents and teachers. Means must be found so that such knowl- 
ge can be both understood and integrated into the individual's attitudes 
shavior. To phrase this as a specific question: Can we find a method 
of personal psychoanalysis which will help teachers gain further in- 
to their work with students and into their relationships with their 
es? Such methods should lead to an appreciation of preconscious, 
0 a lesser extent, of unconscious forces which are at work both in 
tudents and in themselves. 
goal of increasing psychological and, specifically, psychoanalytic 
anding for mental health purposes has been a part of the history of 
oanalysis since the turn of the century. Only in more recent years 
experiments with specific and carefully planned group approaches of 
types for use in schools been receiving more attention in psycho- 
literature. For example, a report of 1951 of the Group for the 
icement of Psychiatry (3) summarized and evaluated four such ap- 
ies: the Bullis, the Force, the Ojemann, and the Forest Hill Village 
. This paper will be limited to a description and preliminary dis- 
n of a type of psychoanalytic group approach which we have been 
with educators and others since 1949. Later reports will deal with a 
al evaluation of this approach. 
s paper describes a junior high school faculty discussion group which 
its first introductory year of work during the school year 1956-57. 
‘of the members of this group participated in a second year's seminar. 
group was part of a research and service project in a junior high school 
iburban public school system. The project, reported on in 1957 by 
M. Daniels and Leo Berman at the Annual Meeting of the Ameri- 
thopsychiatric Association, is concerned with the application of a 
analytically oriented group approach with groups of predelinquent 
eir parents, and their teachers. This project was one of the group 
ented at the 1958 Annual Meeting. 
Stant Visiting Psychiatrist; Psychiatrist-in-Chief, Medical Department, Massachusetts Insti- 


hnology, Cambridge. ‘ 
December 27, 1958. The late Dr. Berman was Director of the Unit on Psychoanalytic — 


gy, Psychiatry Service, Beth Israel Hospital. 
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projects undertaken by the Unit on Psychoanalytic Group Psychology of 
the Psychiatry Service of the Beth Israel Hospital.! 

The faculty in the same school where Dr. Daniels had been meeting with 
two student groups since the Spring of 1955 was offered the opportunity to 
become members of the discussion group, with a psychiatrist (B.R.S.) as 
group leader. It was explained to the faculty at a regular faculty meeting 
that the discussion in the group would provide an opportunity for them to 
deal with their classroom problems. The group leader specified that their 
problems with students, students’ parents, colleagues, and superiors might 
be of primary interest to them. Fifteen out of 30 teachers on the faculty 
eventually joined the group, 8 men and 7 women. They were representative 
of the faculty in terms of age, tenure, grades taught, and academic fields, 

There were 18 weekly meetings lasting approximately 70 minutes each. 
The meetings will be briefly summarized. The special complexity of the 
resistance in such a group will be discussed and reference will be made to 
the ways in which these resistances, in part, were resolved. The following 
themes came up for discussion; “hard” versus “soft” attitudes regarding 
discipline in classroom; liberal versus conservative educational philosophy; 
economic, social and racial prejudices; reactions to Dr. Daniels’ groups; 
reactions to the principal, to authority in general, and to the group leader. 
The psychosexual problems of masculinity and femininity, as well as sado- 
masochism, came up in a somewhat less direct manner. 


SELECTIVE SUMMARY oF THE Group SESSIONS 


This section is intended to give a broad view of the sessions and of the 
group as a whole and to describe the ebb and flow of various key themes 
which concerned the group. In addition, some concept of the group leader’s 
function will be presented. 

The relatively long introductory period consisting of the first three ses- 
Sions was, in part, a reflection of the complex resistances inherent in the 


situation. The group met in a classroom in the school where they all taught. 
The members were on 


principal. Further, Dr. 


with two groups of predelinquent boys in this school. It developed that many 


teachers had Strong reactions to these groups. 
The leader, 


Pressure was put on them 


means of restatement, of faculty misgivings con- 
he psychiatrist leader. 


BEEN 
dir rh was supported by the Department of Mental Health of the Commonwealth of Massa- 
bs iss E have been possible without the active cooperation of the Guidance Division of 
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The first meeting, scheduled for 7:30 on a Monday morning, attended by 
25 of the school's 30 teachers, began with a teacher's defensive suggestion 
that they discuss hypothetical cases. This comment received almost no sup- 
port. The time and place for the seminars were then considered briefly. A 
teacher asked if they could receive credit from the State Education Depart- 
ment for attendance. 

An older teacher requested a list of the students' grievances against the 
faculty that might have come up in Dr. Daniels’ “therapy group." A young 
woman doubted their need to get to school more than an hour earlier than 
usual “to gripe about students," and suggested instead that they explore 
their own feelings about teachers and students. Supported by a general 
nodding of heads, the same teacher spoke of a recent episode in her class- 
room. The school administration had not taken her position into account 
sufficiently; “they” (the administration) were more preoccupied with public 
relations than with the faculty's opinions. 

It was in this context that the group first turned to the leader and asked 
him what was he "doing here.” When the question was turned back to them, 
they discussed Dr. Daniels. Initial confusion and dismay had been a com- 
mon reaction among the faculty to the students' behavior during and im- 
mediately following their group "session" with Dr. Daniels. 

One of the teachers remarked, “We can understand the students, but 
this does not give them permission to clonk one another over the head just 
because they had an unhappy childhood." Several teachers, in a defensive 
mood, wondered if they might be doing the "wrong thing" with their 
students. It was evident that many of the teachers had initially thought of 
Dr. Daniels’ group as unstructured, without limits, and had reacted with 
annoyance and some apprehension. 

The leader, using the group's phrase, “blowing their tops,” asked them 
whether their reaction to the students’ groups did not also indicate some 
concern about the possible consequences of the current group discussion. 
Following the general laughter, he went on to point out this was not ther- 
apy, but that they could still profitably explore their own feelings in rela- 
tion to their problems in school. 

In the second meeting, the leader suggested that they bring in problems 
from daily work in relation to students, colleagues and administration, and 
parents. In discussion, the group could consider the variety of subjective 
and objective factors that went into these problems. The leader also com- 
mented that they would probably learn various things about themselves 
tom their reactions to each other's behavior in the group. He suggested 
that there was a middle way open to the group, a way which lay between 
the emotional detachment often apparent during an academic discussion, 
and the more personal type of discussion which occurs in group psycho- 
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therapy. There followed a brief discussion of confidentiality and an ex. 
tended discussion of the time for meetings. 

The third meeting began with a request by one of the men for the leader 
to “take over.” A younger woman said this was purposely “unstructured” 
and wondered where it could lead. In this context the group was asked to 
consider their expectations for the seminar. There followed, from a teacher 
with twenty years’ experience in the school, a request for specific assign- 
ments for the group. She also referred to the students’ group as an experi- 
ment. When the leader noted this mention of “experiment” the group 
politely denied any uneasiness on this point but proceeded to discuss 
whether the content of the meetings should be confidential. They were al- 
most equally divided on this issue. The younger members felt that complete 
confidentiality within the group was essential, while the majority of the 
older teachers, together with two of the younger men, took the position 
that anything said in the group could be said to the principal. A suggestion 
was made that the principal be invited to join the group “so that we won't 
get our hands dirty.” A heated interchange developed between the factions. 
The leader attempted to clarify the group concern that the meetings “might 
get out of hand” and wondered if the principal would not act as a limiting 
factor in helping the group to keep its “hands clean.” The group was asked 
if this was what they wished. It was pointed out that there appeared to be 
some uneasiness in the absence of clearly defined limits. 

There was much excitement and general talking as the group left the 
room with this issue still unresolved. It was apparent that they were not 
simply seeking an external limit on the expression of affect in the group 
in their suggestion to include the principal. The anger of some group mem- 
bers, directed at the administration, appeared to be related primarily to 
feelings of not “being backed up” or “supported.” 

: The material of the fourth hour illustrated this annoyance with admin- 
istration, particularly in the comments of the teacher who felt “dragged” 
because he was “not backed by upstairs” (meaning the principal). As he 
said: “They don’t want to take the responsibility for discipline. The 
teacher is marked down if he sends a student to the office.” 

_ Another recurring series of comments first appeared in the fourth meet- 
ting. “The good old days” referred to a time when teachers taught without 


4 ley ation now strongly supported heterogeneous 
grouping in the classroom. These terms, homogeneous and heterogeneous, 
used by the group to describe an educational point of view, could also be 
applied directly to the “good old days” controversy. The social structure of 
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city had changed considerably since World War II. Now there were 
er Yankees, more Irish, Italian, and Jewish. The group was wary of 
direct discussion of this theme, but it recurred frequently in indirect 
ys during the meetings. 

Four of the older teachers spent the major portion of the fifth hour de- 
scribing the changes in the school and in the community, with particular 
enphasis on the “lack of culture in the new elements." One of the teachers 
served that the present group was equally divided between teachers who 
Thad been in the school system more than ten years and those who had 
‘been in the school less than ten years. He observed that the “new teachers” 
Were sitting on one side of the room and the “old teachers” on the other 
"side. Laughter and the comment that parents expected too much to be 
done for their children these days brought the “new” and “old” teachers 
together. An older teacher, who had expressed herself strongly in favor of a 
irm, hard approach with the students, told of her feelings of depression and 
‘discouragement with teaching approximately four years ago. She felt lost 
when the former principal had retired and saw all of her teaching tech- 
ni no longer acceptable, but added that perhaps 
there was some hope now. She was willing to learn “the new ways." The 
former principal had, she went on, taught her “all” she knew about “hold- 
"ing" a class. 

— In the seventh and eighth sessions pressure on the leader mounted for 
specific answers to the group's questions. They wanted to know the “right 
“thing to do.” They explored the merits of a firm versus a soft approach 
toward a boy who was caught stealing. They wanted to know what should 
be expected from teachers; should they be therapists? All of the group felt 
- under pressure from the administration and from the parents to function 
— somewhat like psychiatrists or, stated more generally, to be something they 
were not. 
© Discussion in the eighth meeting began with curiosity and concern on how 
to deal with disturbed students. Dr. Daniels’ student group, in the begin- 
— ning, had led to minor upheavals. For example, one boy returned from his 
group meeting and proceeded to swing from a light fixture. Several of the 
teachers defended Dr. Daniels’ group and pointed to the improvement in 
- individual students and emphasized that “wildness” was no longer a prob- 
1 lem. They were troubled because they knew no certain method of coping 
- With the difficult student. Giving such a student a lower grade was patently 
- ineffective. In a characteristic manner, the teachers moved from blaming 
themselves to a search for a “scapegoat.” In this instance, the changes in 
- the community were the first target, which led directly into the second, 
JR that certain delinquent girls were at the root of “the problem." These 
E girls stirred up the boys and sat quietly back watching the trouble unfold. 
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From the more general discussion of the previous meeting, in the ninth 
session they considered in detail the problems of a student called John. 
This student refused to do any homework. A young teacher with three 
years’ experience asked what he should do about this situation. The many 
suggestions can be divided into two categories, those representing a “hard” 
or "firm" approach and those representing a "soft, understanding" position. 
When it was learned that John had a severe cardiac disability, the discus- 
sion became even more lively. One of the older women said that we do a 
disservice to the handicapped by not demanding enough from them. As 
the session ended, she told the leader that when she was a child, she suffered 
from a physical impediment which was "incurable." By will power and 
hard work she overcame it. 

The tenth session began with a follow-up on John, who received a D in 
the course which was taught by the teacher who presented his problem. 
The faculty wondered how the administration would react. The discussion 
moved from the school administration to parents who had put pressure on 
them. The “worst offender" turned out to be a parent who was high in the 
administration of the school system. For the second time, they turned from 
their feelings of being blamed to blaming the “bad girls" who, they felt, 
were responsible for the “bad” reputation of the school. In this meeting, 
the following Sequence of events was clearly evident. The teachers felt 
guilty and depressed when the principal or parents disapproved. They then 
often reacted with anger and handled their own feelings of “having failed” 
by blaming students. It was impressive that they tended to blame a few girls 
from the "wrong side of the tracks.” There was almost no mention, in this 
connection, of the boys in Dr. Daniels’ group. 

A concern which had been implicit in the previous three sessions came 
up directly in the eleventh meeting, namely, the pressures for a teacher to 
be a therapist in the classroom. This was felt most acutely by those who 
had some guidance responsibility, but all of the group described varying 
degrees of confusion about their role. This was again expressed in terms of 
hard versus the soft approach toward students. Should the teacher be hard, 
distant? Does he become soft ifhe makes an effort to understand the student? 

In the twelfth session, one of the older men stated with emphasis and 
finality that what really concerned him was how to maintain order. “Are 
E doing too much for the students?" he asked. He then spoke of his own 
experiences when he had been a student in the same junior high school. 
There were no problems in the classroom in those days, but he had to 
ACE i Foe d V Ee The fighting began in the kinder- 
organization. You either n der BD re lstm B 
fought it out," In direct ee iain rh. Che other gang, or stayed T 

out, Ssociation, two of the women who had been in 
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the school for over twenty years spoke of the different problems in the 
first, second, and third generation foreign-born. They were not all bad, 
some of the “worst offenders” come from “up on the hill,” the wealthy 
section of town. 

The shift in the teacher’s role in the past five years was further described 
by several teachers in the thirteenth session. So much more, they claimed, 
is expected of them now. Before, one only had to understand what one 
was teaching, and if a student misbehaved he was "isolated" by being 
sent to Latin class or to the principal's office, though the problem was shifted 
outdoors to fighting after class, or gang wars. The group was concerned 
that the disturbed child interfered with the learning of the other students. 
A young man told of his technique for “treating” such students. He at- 
tempts to win them over and then, when he has them on his string, keeps 
them guessing. He had more to say about this technique in a later hour. 
The leader made an effort to shift the discussion in the direction of per- 
sonal and meaningful experiences which, it was suggested, would enable the 
group to understand more effectively their own attitudes toward the ques- 
tion of discipline. 

The fourteenth session began with a suggestion for more “structure.” 
This met with general disapproval. Most thought they were getting some- 
where though they found it difficult to be more precise. Two teachers 
wondered whether the leader was interested in how their “personalities” 
reacted on the problem boys. There was an implication in this that the 
psychiatrist possibly considered the teachers "responsible" for the boys’ 
problems. The two guidance teachers stated that they did not see the pur- 
pose of these meetings as primarily designed to further group work with 
students but as helpful for the faculty. There were other comments about 
how they had gotten to know each other much better and talk more about 
things that they had never talked over together before. The several refer- 
ences to “experiment” and “experiment on teachers” were not pursued by 
the group even when called to their attention by the leader. They closed 
the hour in a statement of solidarity and indicated that they were really 
à cross section of the faculty representing all points of view as well as all 
levels of experience. They were pleased “to be in this together.” 

During this meeting the leader made several comments regarding their 
reaction to the group and the group leader. There were no direct negative 
Statements, and they spoke of their positive feelings though the leader 
stressed the possibility of negative aspects. At the end of the meeting they 
took what amounted to a standing vote “to go further in the same direction.” 

There was greater spontaneity in the fifteenth meeting, with fewer 
Pauses, and all members of the group appeared to be more at ease. One of 
the older members of the faculty remarked it was becoming easier to talk 
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t expect any answers, and with a smile added 
^s having offered answers. Another teacher 
hadn't talked more in detail about some of the 
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problems that had been discussed. The leader picked this up and suggested 
that there might be a connection here with their attitudes toward the meet 
ings or toward the leader. They denied this, saying there was just not 
enough time for details. With considerable heat one of the newest member 
of the faculty suddenly asked the group what they thought of “capital 


punishment" for students. It was almost a full minute before he realized 
corrected himself to “corporal punishment.” There was much 
i the most experienced on the faculty, told of 
teaching “a long time ago” when she had whipped a colored 
rubber hose for writing dirty notes. Her principal had 
i told her that he wished he could have been a fly on 
episode. She went on with increasing agitation to 
and 
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cut their boy friends’ initials in their arms. She 
this behavior 
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had apparently been instrumental in 

school for a week. The severity of the 
the extent of her feelings troubled the group but presently 
her attitude. She had reacted to this “self-mutila- 
form of masturbation. "They did it to have the 
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] it’s not nice." The majority of the younger teachers 
might have misinterpreted the situation. It was simply not 
" was a persistent doubt whether this bchavior 
have dealt with so severely. 
of the men began to talk, raising his voice and becoming flushed. 
arks by saying that digressions and infractions of rules 
be stopped when they are minor. It developed that three years ago 
a boy in one of his classes had been “misbehaving.” On several occasions 
he had asked the principal to speak firmly to the boy but reported that he 
had been told to handle it himself. One month after the teacher had dis- 
cussed the situation with the principal this boy, in a tragic accident, shot 
and killed the student sitting in front of him. The teacher had difficulty in 
his rage at the principal. The more he blamed the administra- 
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the projection of the teachers’ guilt onto the principal, but rather their 
defensiveness was pointedfout to the group, and they were asked what their 
feelings were concerning these incidents. They ignored the shooting epi- 
sode and returned to the girls who had cut themselves. Four of the younger 
teachers jokingly commented that as kids they had pricked themselves 
with pins to make tattoos. 
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the sixteenth session it was reported that in the past week a boy who, 
» girls, had cut himself, had not been expelled. There were many 
Rons about the inconsistency of “the front office” though the 
who had been instrumental in the girls’ suspension maintained that 
Sup was not aware of all the facts. Girls, she implied, were worse 
They discussed using the public address system of the school so 
hey could “know what was going on.” The teacher who in the last 
had described the shooting episode asked the group to help him 
a problem girl in onc of his classes. She teased him, for example, by 
locative requests to be sent to the principal's office. The methods the 
ler teachers used to cope with the same girl were discussed. A teacher 
d remained almost silent during the meetings jumped to her feet and 
Sitedly announced that this girl had finally begun to work in her class 
a few days before. She contrasted this with the work which some 
rs give their students to "keep their hands busy." The group was 
bled. Many felt they did not have enough time to talk with their stu- 
io establish a relationship with them. Several then wondered whether 
^ wouldn't "keep them in line" more effectively than cultivating 
lationship with them. Toward the end of the meeting, the r 
id complained of being teased launched a flank attack on the admin- 
n by referring to another student who, he felt, had been grossly mis- 
There was considerable excitement as the session closed. They all 
ed in to take sides, a clear majority defending the administration. 
© man who had been critical of the administration was absent the 


e meeting most staunchly maintained 
i also reported the girls who had cut themselves. She seemed to 
J uncomfortable in accepting the group's assurance and “asked for more” 
ing of a student that she was unable “to handle.” Finally, one of 
E relatively young teachers pointed out that changes in the curriculum 
f school would not change students in a major way. She felt that they 
Te all much too hard on themselves and that actually they did a rather 
. Referring back to the difficult problem students, one of the men 
d “the iron fist under the velvet glove. Be nice to him until he is 
ent of you and as soon as he steps out of line, whamoo.” He added 


as fun to lead the students on to think you were a nice guy, “subtly 
i i business.” He boasted 


s own exploits as a boy 
ed to him. The others smi 
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The next to the last meeting, the eighteenth, began with positive state. 
ments regarding the group experiences. The question of discipline was 
considered to be much more complicated than the group had realized be. 
fore the meeting, The teacher who had been most critical of the adminis. 
tration, and who had been teased by the girl, complained of having been 
ostracized by the faculty five years ago because he had “continued to harp 
on discipline," when discipline was no longer fashionable. The rest of the 
group did not think that he had been ostracized. Several commented tnat 
it was valuable to talk things over to find out what others think. Most 
of the older teachers described the faculty as having been a "happy family" 
in the past, a situation which no longer obtained. They felt that the admin- 
istration was too busy and did not have time for them. There were many 
expressions of feeling “left out on a limb," “not getting support," with 
"no one to turn to." It developed that four years ago an officer in the 
administration was quoted as having said that this particular school was a 
"country club" for teachers. Many of the older teachers were angry about 
this. It now looked to them more like a country club for students. This 
attitude was tempered by an account of the principal's insistence on silence 
é the library; they were pleased that the principal was taking a firm stand 

ere. 

The nineteenth and final session began with an old New Englander’s 
asking to what extent teachers should control their feelings. He had seen 
in the group that they all had strong feelings, but wondered if teachers 
were under more pressure than other groups to inhibit these feelings. He 
asked if emotional illness can result from holding back feelings over a 
long period. This had been his personal method of dealing with tension and 
disappointment. Resentment with externally imposed controls was ex- 
pressed by several group members. In association to this, the change in 
school administration four years ago was brought up. Several teachers 
spoke of not knowing where they stood, though they were clear that their 
own attitude toward discipline, i.e., a soft or hard approach, had not neces- 
sarily shifted with the new administration. Several connected their current 
approach to discipline with their own experiences as children. There were 
many comments about continuing to work next year. At the end of the 
meeting the group applauded. 


FAVORABLE CHANGE IN A Group MEMBER 


As one would expect, there was a wide range of responses to this group 
seminar amoug the individual members. We thought it might be helpful to 
describe some of the observable changes in Mrs. Smith, one of the group 
members who seemed to show some significant positive changes. Impres- 
sionistically, it can be said that most of the members showed some favorable 
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ses, and that none of them were hurt by their group experience. A 
careful follow-up study of the effects of such group experience is 
xd for the future. 


m Smith, a married, childless woman in her mid-forties, has taught science in the 
ol system for 18 years. She was born and grew up in Maine. Her friendly man- 
arries with it some restraint. Her speech is simple, direct, occasionally harsh. She 
of her responsible role as a teacher and is dedicated to the profession. She holds 
tant position in the state teachers’ association and is active on various school 


Lone of the early sessions Mrs. Smith brought in a magazine article on mental defi- 
suggesting that the group discuss this. On one level she was uncomfortable with 
ture from organized and directed classroom discussion and was making a bid 
sturn to this more structured academic approach. The other group members gave 
support in this though they treated her with deference. In the next session she 
ressed irritation with the current trend that paid "too much attention to problem 
ss in the classroom. In the past, rules and firm principals took care of these problems.” 
was annoyed with the suggestion that teachers “understand” students, Two meet- 
ater Mrs. Smith stated that “present-day parents are not as cultured as they used 
In association to this she complained that the parents expected teachers to do too 
for students. In the discussion which followed she described her feeling of being 
pressure from parents and school administration to be something that she felt she 
With much feeling and admiration she went on to describe how “rules and a wall 
ipline" had carried a woman she knew through a very critical period of her life. 
e fifteenth session, in which the group had not gone along with Mrs. Smith's 
” treatment of the girls with the tattoos, can be seen as one of the points at which 
an to show some change. It appeared to be very meaningful to her that the group 
not reacted to the girls as she had. 
n the next meeting it was reported that some students were afraid of Mrs. Smith. 
hurt and troubled by the prospect that she was viewed as “a rigid disciplinarian.” 
discussion which followed centered on the theme of “soft” versus “hard” attitudes 
discipline. Mrs. Smith gave an example of a boy she had befriended. With the 
'and encouragement of the group she decided that it was necessary to know more 
at what makes for problems in the classroom. In her characteristic way, it became 
onsibility for her to be an understanding teacher. In the next to the last meeting, 
Smith made a point of sitting with the men, joking that they were all one group. 
group members said that they had found the meetings helpful. Mrs. Smith then 

d out that it was a new experience for her to have time to sit down and talk things 
She had not known what many of the other teachers felt before. “It’s helpful to 
t what others think." While these words had certain defensive implications, they 
also combined in the last meeting with her feeling that “seeing new points of view 
pful." She thought she might see where she gets “stuck” in her dealings with a stu- 
it by learning why other teachers can deal with the same student without difficulty. 
added with a smile, “especially in a discussion where no holds are barred.” Mrs. 


ith wondered what would happen to her if she had to teach Latin. Perhaps, she added, 


her subject matter to help control the class. She saw this as her “homework.” 


gestive indication of change in the teachers appeared in the report 
Concurrent student groups. "The students no longer complained of 
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"raw deals." They singled out Mrs. Smith for comment: "She's a new 
person." "She's easier." 
Discussion 

The group described a shift in the educational policy which had occur- 
red four years ago at the administrative level, a shift from the more con- 
servative to a more “liberal” educational approach. The impact of this 
shift on the teachers in the group has been suggested. All members of the 
group initially expressed approval of this policy, but reacted in very different 
ways according to the individual backgrounds of the group members. For 
example, anxiety and depression, reactive hostility and passive compliance 
were some of the underlying reactions which became evident in the course 
of discussion. Some of the effects of the administration's attitude on the 
teachers’ self-image have been described. This was most apparent in their 
feeling of being called upon to be something other than a teacher. 

Our material suggests that such a group approach, as introduced by one 
of the authors (L.B.) in 1949 (1, 2), is well suited to explore and deal with 
highly charged preconscious conflicts pertaining to the educator's daily 
work. In addition, the educational value and some of the unsolved problems 
of this psychoanalytic group approach are indicated. This seminar was in 
many ways a new experience for the participants. They described feeling 
a greater involvement personally than they might have with an academic 
approach. As with Mrs. Smith, the seminar appears to have opened the 
way for a different and improved level of awareness and understanding of 
self and others. Two factors might be mentioned by way of explanation of 
what might be referred to as the relatively superficial level at which the 
group leader (B.R.S.) worked: first, his relative inexperience in working 
with groups; and second, the composition of the group. As previously 
- noted, all members were from the same school-and had to work with each 
other for the rest of the week. The pressure is considerable to avoid “too 
much” personal material in such circumstances. The meetings of the second 
year (not reported in this paper) presented something of the opposite 
difficulty—an almost too great willingness to move into personal and highly 
charged material. 

The question which is raised at the beginning of the paper can now be 
related to the particular material. Essentially, we are concerned with the 
extent to which, by way of the work done in the group under a specific 
type of group leadership, the group members are able to acquire a more 
Personally meaningful understanding of their relationship to their students, 
to their colleagues, to their principal and to themselves. The strong posi- 
tive statements, the applause at the end of the sessions and the request to 
continue the group for another year are suggestive of the favorable effects 
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AN ISOLATION PATTERN IN FATHERS OF EMOTIONALLY 
DISTURBED CHILDREN* 


HAROLD PLOTSKY, M.D., ax» PAULINE M. SHERESHEFSKY, M.S.S.W. 
Child Guidance Clinic of the Jewish Social Service Agency, Washington, D. C.¢ 


XN Child Guidance Clinic of the Jewish Social Service Agency decided 
initially that in all cases the father would be included in the treat. 
ment program. Thus father, mother and child are seen regularly in treat- 
ment. With the inclusion of the father as well as the mother in treatment, 
a situation has been created that is especially appropriate to a study of 
family interaction. In this situation we have observed a tendency in many 
cases for the father to attempt to maintain in the treatment program the 
same failure to involve himself that characterizes his relationships in the 
home. Such a lack of involvement appears to be mutually fostered by the 
behavior patterns of the mother as well as the father. 

In this process the wife, whether by subtle or direct approach, discour- 
ages her husband’s participation in the treatment program. He, in turn, 
responding to her explicit or implicit wishes, falls into his characteristic 
pattern of leaving responsibility with her for sole control in vital family 
affairs. This interaction led to problems in treatment, and to a focus on it 
by the clinic. This paper deals with this phenomenon of the interaction 
which fosters the father’s withdrawal. 

The policy of including fathers as well as mothers in the program of 
treatment was a natural outgrowth of the generic, family-oriented nature of 
the clinic, situated as it is under the auspices of a family agency (1, 2). 
As a clinic, we had an interest in testing a defined point of view. Briefly 
stated, our concept is that to free a child for maximum growth a major 
shift in family organization and interaction is generally necessary. Ideally, 
such a shift results not only in freeing the neurotic child but also in en- 
abling each member in the family to obtain fuller satisfactions and greater 
spontaneity in relationships. We have come to accept this concept as an 
optimum goal in our child guidance clinic. To approach this goal we have 
found it necessary to work with all of the significant members of the fam- 
ily. In its emphasis on family interaction, the clinic was furthermore re- 
flecting trends in the field which directed increased attention to fathers 
and to the role they play in the healthy emotional development of the 
child (3, 4): 

* Presented at the 1959 Annual Meeting. 
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However, the growing awareness that the father should play a part in 
treatment has had to contend with the belief that it is the child-mother 
relationship which is all important in child development (5). Because of 
the mother’s physical closeness to the child and because of the child’s 
reliance on her through the preschool period, she is seen as the basic parent. 
Clinics therefore generally attempt to work through the basic problems of 
the mother-child relationship. Thus the mother is an “auxiliary thera- 
pist” (5) because it is through her that the child guidance clinic is able 
to help the child within the home. When the caseworker works mainly with 
the mother of the child in treatment, the clinic obtains only a secondary 
picture of how the father reacts to the mother and toward the child. 

It is not uncommon to hear from people in the field that it is their belief 
that many fathers, even if given the opportunity, would not come in for 
treatment, that their interest is not great enough, or that their work re- 
sponsibilities prohibit the channeling of energy sufficient in amount to 
make the experience meaningful and constructive (4, 6, 7). In our own ex- 
perience there have been only two instances where fathers excluded them- 
selves after treatment had begun. What has been striking in these instances 
is that the father did not independently and stubbornly refuse to go on in 
treatment. We found that in these and in similar situations the father’s 
failure to engage himself in treatment did not arise from his lack of in- 
terest or the demands of his outside responsibilities. Rather, he seemed 
to have been driven out, forced into an isolation pattern that was charac- 
teristic of the interaction between him and the rest of the family. This 
interaction often took the form of a kind of unconscious collusion between 
husband and wife. 

Consideration of a problem such as this can lead in many directions. 
Since there are multiple factors in operation, there can be meaningful con- 
sideration of each case at many different levels. We have selected, for our 
study, the kind of family constellation in which the parents’ relationship 
is as follows: the mother has a system of values and behavior patterns 
which to her represent those conditions under which the father is close to 
the child, is considerate of the child, or is fully aware of the child. Included 
in her system are those circumstances in which she believes that he can 
be involved with the family at all. Thus the father is viewed by the mother 
as a "good" father or husband when he functions as an extension of her 
own ego, when he can be synthesized into the conception she has developed 
as constituting a good and positive force. If he does not function in ways 


iUe in the treatment of his child, Yet our own experience indicates that he wields not inconsider- 

indy, mi on the course of treatment, , , . Our impression leads us to believe that while the father 

ihe ts to be a neglected object in the treatment of his son, he continues to maintain the prerogatives of 
Primal father in his son's unconscious” (Rubenstein and Levitt, 4, p. 16). 
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that fit into her idea of a positive force, if in fact he establishes a separate. 
ness or difference from her, this mother reacts by seeing the father as in. 
different or negativistic and she looks upon him as a destructive force in 
their lives. 

Furthermore, by her behavior she can create circumstances that foster 
his withdrawal or his ejection from the intimate family scene. The deliber- 
ateness with which she does this varies, as does the conscious awareness 
on her part of what she is doing or has done. In one case the competitive 
Strivings of the mother were strikingly revealed after her husband had 
withdrawn from the treatment program. As she reported the argument with 
her husband which precipitated his refusal to continue coming to the clinic, 
she recalled that in the past she was able to persuade him to go to a party 
by consciously behaving in a more accepting way. She added significantly 
that she could probably do the same thing now in relation to his continuing 
with the clinic; however, she was not willing to exert herself in that direc- 
tion at this time. 

The father is never merely a passive object manipulated and maneuvered 
by the mother. His behavior often serves to initiate various responses in 
the family situation. Yet it is true that in many cases he is accepting a 
role, one to which he is partially assigned but to which he is also predis- 


At one extreme the father accepts the values of his wife, passively blend- 
ing himself into a pattern which she has structured for him. At the other 
extreme, we find the father who withdraws and isolates himself from the 
family, providing the physical necessities for the family while maintaining 
a remarkable lack of emotional involvement with his wife and children. 
A third and perhaps restitutive pattern is one in which the father fights 
for a position of some strength in the family, if not in his relationship with 
his wife, at least in his relationship with his child. This was characterized 
in the dramatic appeal by one father when he asked, “How can I be a father 
to my son, in spite of my wife?” 

We have limited our study to the interaction in families in which the 
father has made an adjustment to the emotional needs of the wife by with- 
drawing from an active part in the family while she maintains control of 
all aspects of family life. Varied psychological factors may result in forcing 
the mother, perhaps against her own basic wishes and inclinations, to take 
over full responsibility for the family while the father absents himself in 
one way or another. The more basic withdrawal pattern of husband which 
arises from a distinct characterological pattern or a severe emotional dis- 
turbance may require the wife to take over this kind of control, but this 
circumstance is beyond the scope of the present paper. It has not been our 
Purpose to consider the prototypes of the passive-submissive male and the 
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ring female. Our concern is not with the psychological types but 
th such a family in actual interaction. 
fe are constantly aware, of course, that to maintain their self concept 
the mothers in the families under consideration need to have their 
hands in a subordinate position, for each of these women is uncertain 
lo her own worth and her value to others and needs to feel herself indis- 
sable. While she is actively isolating her husband she herself suffers 
m a lack of positive satisfactions in the marriage. In these circum- 
Inces the use of children to meet needs which are unfulfilled by husband 
wife takes on the many different and often unhealthy aspects that we 
‘clinically. 
Such a family in coming to a child guidance clinic presents its complaint 
of a child's behavior, but in doing so it is soon clear that a per- 
feeling of resentment and mutually isolating behavior are obscuring 
tisfactions the parents hope to have from their marriage and their 
"as parents. In one case, an 11-year-old boy, whose father has been 
the periphery of family life, sees the father only as an ogre. Later, 
the role of the father becomes more truly paternal and benign, the 
then unwilling to make the adjustment to this reality at first and 
y reports all family activities as involving only his mother, his sister 
imself. An 8-year-old with severe eating problems describes his father 
dead limb of a tree. Whatever this image may have symbolized for 
child, it seemed a most appropriate description of the father as he pre- 
himself through the whole first year of treatment. 
en a family of the organization described above is taken into a treat- 
program, that is, the father and mother into casework and the child 
psychotherapy, a vivid picture emerges as to how this system of inter- 
operates. Involving parents who are so far apart in understanding 
esult in such continuing mistrust on the part of each parent and such 
titive effort to draw the counselor or the clinic on his or her side as 
pede the whole treatment process. 
these cases it is the mother who is the central person in the family in 
of vital decisions affecting family plans and especially affecting the 
in each case. As she develops herself in such a way as to be central 
cep the father out of the family’s life, the members of the family find 
elves feeding into her neurotic need in their continuing adaptation 
another. Punitive aggressive behavior is met by punitive withdrawal 
s and an increasingly hostile environment comes to characterize the 
situation. The child of frustrated, unfulfilled, angry parents often 
ls his energy in using the hostility of one parent against the other for 
wn unhealthy wants. On the other hand, he may involve himself in a 
ined, if futile, effort to make up to the parents what they miss from 
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each other. Much of our effort in these cases necessarily is directed to 
enabling the child to free himself from his entanglement in his parents’ 
conflict with each other. 

The ramified interaction we have sketched becomes clearer in actual case 
illustrations, two of which we shall present now. 


The Adamses complained that their only daughter, eight-year-old Barbara, was 
uncooperative in school, antagonized her teachers and classmates, and was not doing 
well scholastically. At home she was often sullen, withdrawn, hostile and negative 
toward her parents and friends, She was enuretic, soiled and then hid her underwear, 
To everyone who came in contact with her, she was obviously an unhappy youngster, 

The father, a grocery clerk, supported the family in a meager way and the mother 
felt continuously deprived by the limitations of their income. Although their grievances 
were many, their words were few and often weeks would pass without their speaking to 
each other. In large measure the father identified Barbara with her mother and would 
walk out on both when his anger was really at his wife. His favorite method of fighting 
was to withdraw and this he did by spending almost every evening at the Elks’. The 
mother's anger, more verbal than her husband's, also fell on Barbara when it was more 


as a child. This rigidity encouraged the withdrawal by her husband. 

The kind of exclusive oneness that she sought with her child she likewise sought to 
achieve with the counselor, She presented herself as the pleasant, well-poised and well- 
groomed woman who expected full agreement that her lot in life was terrible and that 
Barbara's problems were all caused by her father's neglect. Many times Mrs. Adams 
asked if her husband could really talk to the counselor, since he had never been able to 
talk with her. She doubted his interest, or his sincerity, and yet knew that he came each 
week. She seemed to fear even the possibility that the counselor might see her husband 
differently and that he, in turn, would respond positively in the treatment process. By 
denying her husband's efforts, she sought to establish herself as the only parent both at 
home and at the clinic. Later, when there was apparent change in him, she questioned 
whether counseling was really helping. 

At first Mr. Adams was as much a runaway in counseling as he was in his marriage. 
In many ways he sought to evade the issue for which he had come for help. He would run 
away by involved and emotionless dissertations on the Elks, the Civil War, and the rou- 
tines of the grocery store, 

Mr. Adams had been raised on a low-income-producing farm where he was in a mid- 


Mr. Adam s was left in the home to “mother” the younger children. Very little real feel- 


3k 


PLOTSKY AND SHERESHEFSKY 78S 


: dgment that he felt he was unimportant to his family, His sense of unim- 
was greatly exaggerated, for as the treatment of the child indicated, he had a 
ationship with his daughter albeit vastly different from his wife's and greatly under- 
ed by both himself and his mate. Although he had withdrawn in the conflict with 
wife rather than fight, there was part of him that did not want to retreat, that wanted 
‘a father. 
^ As counseling progressed he made overtures to his wife but he was easily discouraged, 
i relation to Barbara he felt increasingly important and effective. He began to take the 
hild on excursions. When she fought with her mother he could talk with her about it, 
Bot siding with onc or the other but giving direction and comfort to his daughter. 
~ Mrs, Adams had always complained that her husband did not participate enough 
th Barbara, but when the father-daughter relationship changed she was baffled and 
dissatisfied. He didn’t take Barbara on the proper excursions, she said. Later she began 
to recognize that if she wanted some relief from the full responsibility of caring for Bar- 
a she had to settle for “improper” excursions rather than none at all, 


our second case, the mother was determined to hold her husband toa 
ationship. She fought tenaciously to break through his detachment, 
ately provoking him to anger in order that she might get some re- 
from him. Her aggressive attempts to draw him closer only frightened 
into further isolation and separation. 


"The Carters, an attractive, articulate young couple, asked for help with their five- 
year-old daughter. Susan, an only child, whined, cried excessively over cuts and falls, 
timid and withdrawn. The Carters were awkward, anxious parents. They felt that 
had been precipitated into father-mother roles before they were ready. Mr. Carter 
himself a boy among men; Mrs, Carter felt like a girl playing house. They had 
d marriage aware of the neurotic patterns in their own families and with consider- 
doubts about themselves and each other. 

Carter grew up in a household of women. She felt herself dwarfed by a powerful 
ther and two older sisters. She described her father as weak and vacillating, her 
ther’s tool. She heaped abuse on both parents and came to counseling full of recitations 
past grievances. Mr. Carter was totally unable to personalize his parents. He 
ized the paternal grandfather, who had died when father was an infant, and felt 
duty early in childhood to assuage his mother’s loneliness. He berated himself for 
getting the scholastic honors his mother demanded, and in his business continued 
hampered by timidity and self-depreciation. 

e Carters agreed that their marriage was miserable and that Mr. Carter was at 
Mrs. Carter used her academic background in sociology to dissect her husband's 
ecurity; she scorned his inability to earn a decent living but called him constantly at 
his book store for help with the child. She complained of his lack of sexual interest 
| would coerce him into love-making only after a day of carping and harangue. His 
bility to respond left her feeling rejected and deprived and the hurt that each felt cul- 
in rage. Susan acted out in therapy the terror these daylong battles held for her. 
Carter described himself as an individual of “muted response," who felt neither 
r joy, who took on the entire burden of the unhappy marriage because he thought 

s psychologically incapable of loving. 

He deeply resented the apron he wore, felt himself a counterpart of his weak father- 
f dared not resist openly because his wife might leave him. He accepted his 
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wife’s opinion that only deep therapy would change him but put this off to some golden 
future, assuring himself that things were really not as bad as she liked to think. He 
echoed clichés to explain his neurotic symptoms and comfortably disposed of them in this 
way. Similarly he tried to explain away the child’s problems. 

Mr. Carter approached counseling with some reluctance, not sure he could work 
with a woman and clearly belittling its value for him. He looked forward only to the 
relief he would enjoy once his wife could transfer her telephone calls and entreaties to 
the counselor, He would pose questions dictated by his wife, would relay material she 
Suggested as of interest for the clinic. The counselor had to cut through Mr, Carter's 
intellectualizing, his Proustian descriptions of his childhood, his philosophizing about 
politics and religion, in order to get to the person underneath this veneer. 

As counseling progressed he was no longer the transmitter of his wife's messages; he 
discussed his new ease in handling customers, the modernization of his shop, and with 
his income tripling over a six-month period, his self-esteem was given a new foundation 
and direction. When he permitted himself to examine his sexual inadequacy he was 
startled to recognize his wife's part in their difficulty and the way in which he allowed 
himself to feel the total burden of guilt in this. With his new assertiveness in the role of 
husband, he became assertive in the role of parent as well. He no longer identified with 
the child as two siblings cowed by mother, but could share in the discipline and give 
support to his wife. 

This new assertiveness for which Mrs. Carter had genuinely longed was at the same 
time frightening to her. She wanted to change her husband and child her way, she said 
bitterly, and the old methods were no longer working. She built up anger and resentment 
against the worker who could get her husband to talk when she could not. She accused 
the worker of enabling her husband to make more progress than she. She begged for an 
additional hour during the week, called the worker on the telephone before her husband’s 
hour and, not content with verbalizing her possessiveness and jealousy, she had to act 
out and test her capacity to control. The switchboard operator was coerced into inter- 
rupting Mr. Carter’s hour because Mrs, Carter pleaded an emergency. Actually, she 
called to remind him to stop at the grocery on his way home. 

Mrs. Carter, despite her initial compliance and shy school girl appearance, revealed 
herself as a driving and driven Person. Her unremitting demands on her husband, and 
her hostility in dealing with her young daughter as if she were an equal in age and her 
sex rival, were manifestations of her anxieties and her extremely low self-esteem. Fight- 
ing desperately to ward off self-understanding and refusing to accept the counselor’s 


recognition as the person she potentially was, ‘she could say with rueful frankness at the 
end of a session, “I didn’t want to be tamed.” 


The pattern that we see thus varies in the extensiveness of the isolation 
and withdrawal of the father. In the second case there was, for example, 
more interaction between the father and the family, as compared to the 
E case presented. The attempts at control and manipulation by the 
mother in the treatment Situation range from doubts that the father would 
participate in treatment to active maneuvering to interfere with and under- 
mine the counseling process, which in some instances resulted in father's 
leaving the treatment Program. The mother's feelings were ambivalent, 
With various proportions of negative and positive feelings toward the hus- 
band and, in turn, the treatment process. The need to control by these 
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mothers, to maintain a certain narcissistic image of themselves as strong 
individuals, was perhaps the outward manifestation of their attempts to 
deny many underlying feelings of inadequacy or frustration of their own 
dependent strivings. 

The pattern of isolation in these fathers can best be understood by realiz- 
ing that they are not merely manipulated by their wives. Rather, by their 
withdrawal they are actively reacting to her pressures. Thus, there is an 
interaction between husband and wife that affects children and the family 
so that we have a neurotic child or children too closely tied to their mother 
and essentially unidentified with the father. Through our investigation we 
have attained greater awareness that, in the treatment process, parents 
will act out a pattern of maneuvering and isolating which graphically 
illustrates what is going on at home. The therapist as a new force may 
interrupt a process which has been repeated in stereotyped fashion year 
after year. With a father able to participate as parent and husband and 
with a mother less dependent and consequently less in need of narcissistic 
gratification, the family can become a more fully supporting medium for 
the child's growth. 
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STRENGTH OF ADULT EGO FOLLOWING CHILDHOOD 
BEREAVEMENT* 


JOSEPHINE R. HILGARD, M.D., MARTHA F. NEWMAN, M.A., anp FERN FISK, M.A, 
Laboratory of Human Development, Stanford University, Stanford, California 


P as adult ego, strong or weak, develops out of the experiences of child- 
hood, experiences both traumatic and benign. The death of a parent 
is potentially one of the most traumatic events that may occur in childhood. 
How traumatic the loss of a parent will be depends on relationships within 
the home prior to the parental death and upon the maintenance or recon- 
struction of the home after the death occurs. 

The importance of these relationships was brought to our attention by 
a study over the past five years of selected patients in a mental hospital, 
all of whom had suffered parental losses. In most of these cases the loss 
of the parent was followed by very disruptive circumstances, which seemed 
to have contributed to a weaker ego and to the later breakdown in adult life. 
The investigation here reported is an outgrowth of these conjectures through 
the study of a random sample of adults from the metropolitan area served 
by the hospital; we sought to determine whether or not the experiences of 
these individuals prior to and following parental death differed from those 
of the hospitalized patients. We have found such differences, and they offer 


a number of suggestions regarding mental health practices connected with 
a loss of a parent. 


SAMPLING AND INTERVIEW PROCEDURES 


In order to find an appropriate interview sample, we selected four census 
tracts within the metropolitan area that appeared to represent a fair cross- 
section of the community according to socioeconomic criteria. Within 
these tracts we devised a probability sample of residence units, and se- 
lected at random all respondents between the ages of 19 and 49 inclusive, 
an age range which corresponded to our hospital experimental group. The 
resulting sample consisted of 2,377 dwellings visited. Statistical interviews 
were completed with 1,269 who fell within our age ranges; of these 1,136 
were white and native born, consistent with our hospital group. Thus our 
final metropolitan sample included 1,136 subjects of whom 493 were men 
and 643 were women. These initial interviews were designed to obtain 
demographic information as well as data on parent loss in childhood." 

* Presented at the 1959 Annual Meeting, 


Tit of a series of studies from the Laboratory of Human Development, Stanford Uie 
of this ET established by a grant from the Ford Foundation. Earlier support for related p 
an quiere n bs vues from the National Institute of Mental Health. This particular invest£ 
VWETI ibd Y ƏY a grant from the Wheeler Foundation. 
indebted to Dr, Wilbur Schramm, Professor of Communications and Journalism at Stan- 


fe i a 
ford, for planning and executing the demographic section of this research. 
788 


HILGARD, NEWMAN AND FISK 789 


They were precoded so as to facilitate study by the usual IBM methods. 
Whenever a parent-loss case meeting the same criteria as our intensively 
studied hospital sample (namely, married and with children) was found in 
this larger population, the interviewer asked for permission to return for a 
further interview. Sixty-five follow-up interviews were completed, repre- 
senting two thirds of this particular pool of parent-loss cases. Of those who 
were interviewed, 29 women had lost fathers, 19 women had lost mothers, 
13 men had lost fathers and 4 men had lost mothers. Women were more 
numerous as well as more available for intensive interviews than men. These 
more searching interviews lasted from one to two hours in most cases. The 
65 completed interviews permitted comparison with the 256 cases of parent 
loss studied intensively in the hospital. During the interview a brief social 
adjustment scale also was administered, the 39-item Edwards Social Desir- 
ability Test. A high score on it represents adjustment on a verbal level 
to social norms of desirable conduct; a low score indicates anxiety, uneasi- 
ness in social relationships, and some related signs of acknowledged malad- 
justment. 

While we shall not present the statistical material in any detail in this 
paper, one figure, the per cent of parent loss in childhood, is of consider- 
able significance. For our age range, contradictory figures in the literature 
have varied from less than 12 per cent based on census material (11) (though 
the census has not asked questions on orphanhood directly), to 25 per cent 
based on special groups used as controls (9). We found among our metro- 
politan group a total of 240 individuals who had lost one or both parents 
prior to the age of 19. This represents 21 per cent of the total group of 
1,136 between the ages of 19 and 49. This figure is the best comparison 
figure we have against which to reflect parent losses in other groups. For 
example, among 3,579 patients in the same age range at the state hospital 
Where we have been conducting our studies, we found 27 per cent loss of 
parents by death—a relatively small increase over the frequency of parental 
loss in the general population from which these patients come (6). 

The fact that a relatively small percentage difference exists between the 
hospitalized and nonhospitalized groups does not mean that parent loss is 
an unimportant factor in mental illness. It does point up the need to deter- 
mine what circumstances permit such a traumatic event to be taken in stride. 
We believe that our study of the metropolitan group helps to clarify certain 
factors, In a paper of this length, however, only a limited number of obser- 
Vations can be reported. 


PROTECTION AGAINST THE TRAUMA OF PARENT Loss 


one we consider among our respondents those who seem now, in adult 
ife, to be reasonably well adjusted, i.e., to be living in an intact home where 
€ marriage appears to be satisfactory, where the relationships with the 
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children are adequate, and scores on the Edwards test indicate comfortable 
adaptation to social life, what do we find about the circumstances surround 
ing the loss of a parent in childhood? 

Let us begin with a group of 29 women who lost fathers in childhood. 
Of these, 14 (or approximately half) fit our essentially well-adjusted group, 
What can we say of them? 

First, the home was kept intact. In ten cases, the mother did not remarry 
but kept the family together by serving the dual role of mother as home- 
maker and father as breadwinner. The mother was characterized as strong, 
rather than as warm or tender, more the stereotype of the pioneer woman, 
meeting hardships with courage. These mothers were able to assume the 
dual role with little conflict, the masculine personality components pre- 
dominating because of the need to work outside the home. In the recollec- 
tion of the now-grown daughters, femininity of the mother is submerged; 
yet these daughters (now our respondents) became adequate wives and 
mothers and did not themselves necessarily show masculine role identifica- 
tions. We believe this arose because the mothers were essentially feminine 
women, had been feminine mothers during their early years, and took on 
the social characteristics of masculinity as adequate social responses to an 
emergency because they were strong enough to meet the challenge. In 
our hospitalized group there was much less adequacy and much more con- 
flict among the mothers over adopting the new roles required by the emer- 
gency. 

Let us permit a few of our respondents to speak for themselves, as they 
describe their widowed mothers: 

"She was responsible, hard-working," 

“Thoughtful, strict, hard-working." 

“Very strong, energetic, with little help from anyone,” 
"Worked very hard, gave me little in the way of emotion." 
"Hard-working, conscientious, strong," 

"Hard-working; a big group of relatives made it easier." 


Some of these strong mothers could produce a warm image in their 
daughters’ recollections: 
“Very Strong, gay, and giving; laughing even in great adversity.” a 
Calm and secure, gave much to her children. Our grandparents also gave to us. 


a mother made a good remarriage after three years.) 
orked hard at WPA and laundry to support us; she was strong and giving.’ 


For most of these mothers, however, ego strength did not mean warmth 


as we usually understand it. The children use statements of hard work and 


pe far more than they make any mention of affection. Yet the end- 
result was adequate adjustment. 


On ive fa 
€ of the protective factors we see, then, is a strong mother who works 
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and keeps the home intact, engendering a strong ego in her children, both 
through her example to them and through her expectations of their per- 
formance. 

To stay with this same group of women who have lost fathers, we note 
several other positive factors. One is the presence of a network of support 
outside the home, and the capacity of the mother to make use of it. This 
may be a group of relatives, the church, community resources such as 
public welfare, and community members. The strong mother in order to 
use these resources well must be relatively free of conflict over dependency. 
That is, she must be willing to turn for help without feeling belittled; if she 
can, these sources of support outside the home become of great help in her 
emergency. 

Other important factors go back to the period prior to the death of the 

father. Where the childhood years have been spent in a home with two 
parents who had well-defined roles, so that early identifications were good, 
the later lives of the children tend to show a high degree of stability. A 
reflection of this stability lies in the unusually large number of stable and 
long marriages among our respondents with cordial intrafamilial relation- 
ships. This is true whether the father or the mother was lost. Our cases 
are not enough to establish a critical period, but we note a number of out- 
standingly good adjustments among those whose parent loss came between 
the ages of 10 and. 15, following a satisfactory home life. One evidence of 
the compatibility in parental relationships is found also in the group of 
parents who make good remarriages after a while. 
_ We shall not discuss in detail the group of respondents who lost mothers 
in childhood and whose fathers either assumed, or declined to assume the 
role of both father and mother. Our observations indicate that a mother 
Was more apt to keep the children with her than was the father so that the 
threat to the integrity of the family was greater where the mother died. 
Here are two typical illustrations: 


One woman, happily married for 23 years, with three children of her own told us: 
"I was ten when my mother died, the fourth of nine children. Against the advice of all 
the relatives, my father kept us together. He was father and mother. He taught us to 
cook and to bake, and each of us girls, in turn, took responsibility for the house as the 
next older one married. My mother was a wonderful woman but we were a happy family 
€ven after she died, and all of us have happy families now.” 

_ On the opposite side of the coin is the woman, convalescing at the time of the inter- 
ow from an injury sustained in a brawl, who told us this story: “There were seven of us. 
I think my oldest sister was fifteen when Mother died in childbirth. I was seven. We all 
Went to different homes—1, to my godparents. Mine was a good home, but I never saw 
my family. We all met for the first time—as adults—at my father's funeral. We stood 
there, strangers, hating the man who could have kept us together, and didn’t.” This 


Woman was divorced and her husband had custody of her children. 
L 
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GRIEF AND MOURNING 


To understand bereavement we need to be aware of more general atti- 
tudes in the family, particularly the factor of separation tolerayce. This is 
a kind of prepared antidote to separation anxiety. The process of achieving 
independence in psychosexual development involves a whole series of sep- 
arations in normal upbringing, and the way in which these earlier separa- 
tions had been accomplished affected the resolution of the separation trauma 
produced by the parental death. 

A special illustration is provided by the preparation for death in some 
of the cases in which the parental death followed a long illness, and the 
parent about to die prepared the children for the event. In some cases a 
dying mother speeded up the maturing of her daughter by coaching her in 
household responsibilities, as well as by giving sex instructions that she 
might otherwise have postponed for a time. 

Separation tolerance not only involves more general attitudes of parents 
toward dependence and independence in their children, but in the emer- 
gency created by death, it also involves the reaction by both parents to 
the approaching irrevocable separation. A dying parent may convey to his 
child an acceptance of this complete separation and in so doing may help 
the child to accept it. The surviving parent can provide acceptance of the 
death without excessive guilt. We found surprisingly few of our respondents 
who recalled a feeling of guilt or of responsibility for death. This is in con- 
trast to the ideas expressed in the hospitalized patients and, we believe, 
reflects primarily a difference in home climate. 

About a third of our parent-loss cases fell into the chronic death classi- 
fication, while the other two thirds were sudden losses. In the sudden loss 
cases the relatives and the community appear to respond more vigorously 
to the immediate stimulus. There were no suicides in the metropolitan 
sample, whereas there were 6.3 per cent in the hospital experimental 
group. The traumatic effect of loss through a parent's own volitional act 
such as suicide, in conjunction with the circumstances that preceded it, 
is apparent in our hospitalized patients. This particular type of parental 
us may be a specific to alert one to potential maladjustment in later 

ie. 
, One is naturally concerned with the expression of grief as a way of meet- 
Ing the emotional crisis of death. What recollections are there of the ex- 
pression of grief and mourning? Though the number of subjects in eac 
group is small, our observations are indicative of certain trends. Z 
pc pae Er at the death of a parent is recalled only ai 
Nee OF ne ee ks à p has been experienced prior to the pé 
about half recalled the xí he Ee pde et eret l dud 
EROS n other s reaction vividly; the other half recalle 
gments of the funeral rituals. None recalled grief of her ow” 
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Thus the outstanding memory of women who lost fathers when they were 
nine or younger concerned the mother’s grief and mourning. This extreme 
sensitivity to the mother’s mood overshadowed all else. 

We might say that the ages of 9-10-11 are transitional ones, for here 
- there could be either recall of the maternal mourning or recall of the indi- 
vidual's own grief. When the loss had occurred after the age of 11, identi- 
fication with the maternal grieving ceased and the individual spoke more of 
her own feelings of loss. 

We should like to interject here a brief comment about the significance 
of our finding that the age of nine years represents a definite shift in the 
ability to grieve. Some clinicians may raise the objection that the presence 
or absence of grief reported by adults many years later is due to repression 
of such feeling. Thus a more accurate account would state that, in the 
recollection of adults, the presence of grief was unlikely to be remembered 
when a parent had died before the child was nine. Interestingly, this age 
of nine also crops up as a significant one in several studies where children’s 
ideas about death were subject to systematic scrutiny. Three studies of 
normal children in widely scattered geographical areas—Anthony (1) in 
England, Nagy (7, 8) in Hungary, and Gesell (3) in the United States— 
stress the presence of a shift in the child’s ability to look at death, which 
occurs at about the age of nine. A child who has first denied the facts of 
death and subsequently has looked only in a tangential way at them now 
looks at death directly, realizing both that those he loves may die and that 
he himself will some day die. Prior to the age of nine, children’s attitudes 
have undergone a series of changes, but such a major shift at nine high- 
lights the importance of the maturational process of the ego as a fanction 
of age as well as of experience in coping with concepts such as death (10). 
The parallelism of our finding that personal grief over a death can be re- 
membered when the parental death occurred when the child was nine or 
older and the findings by Gesell, Anthony, and Nagy that children accept 
death on a different level after age nine suggests significant related changes 
in the ego. 

Only in women whose fathers had died was there an identification with 
the parental mood over loss. Women whose mothers died did not report 
their own sensitivity to the father's grief, as such. The responses to mother 
loss were more varied: some girls took over prematurely the responsibility 
of running a household, while for some the threat of family disintegration 
was imminent. In sharp contrast to father death, there was marked recall 
of the ritual, particularly the funeral. It should be reiterated that the 
number of cases in these comparisons is very small, but even so the recall 
in the one type of loss, of grief without ritual, and in the other type of 
loss, of ritual without grief, deserves further investigation. 

Men who lost fathers showed vivid recall of the death or funeral in all 
Cases when they were over nine years of age at the time of the death; men 
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did not, however, identify with the mother’s grief as the women did. It 
turned out that there were only four men in the sample who had lost mothers, 
All had vivid recollections of the funeral, and some recall of grief, but 
individual circumstances are too varied to make much comparison in this 
small group. 

What conjectures arise from these differential recollections of grief and 
ritual? The clearest picture is that of women who lost fathers, who reacted 
primarily to the mother’s grief. It may be that adequate grieving by a 
strong mother is a protection and clears the air, especially if the mother 
soon starts her new life and keeps the home intact. Our hospital experience 
leads us to suspect that loss of the mother is a more serious thing for the 
daughter than the loss of a father in terms of her reliving this tragic event 
later in life when she has children. In our metropolitan sample, the girls 
who lost mothers were the ones who remembered the ritual rather than the 
mourning; it may be that less emotional expressiveness by fathers in our 
culture denies the child some emotional benefit from a more overt expres- 
sion of grief by the surviving adult. On the basis of our analysis of the 
data thus far, it would appear that a freer expression of grief at the time of 
mother loss might be beneficial, though it must be recalled that most indi- 
viduals in our sample have made adequate adjustments despite the limited 
expression or recall of grieving. 


Socrar PatHotocy Fottowine PARENTAL Loss 


The fact that our sample is drawn from the nonhospitalized fraction of the 
community does not mean that there is no pathology within it. In this section 
of the paper we propose to indicate some of the consequences of parent loss 
that have proved troublesome for the members of this “normal” sample. 

Continued dependency. In one form of social pathology, the surviving pat- 
ent becomes so emotionally dependent upon the children that the child finds 
it difficult to make a normal separation from that parent when he himself 
becomes an adult. 

i The group of men whose fathers had died were involved in this type of 
interdependency to a marked degree, far more than the women. Before de- 
scribing individual reactions in this group, however, let us remind ourselves 
that the size of this sample is small. There were only 13 men, 3 of whose 
mothers had remarried. If we turn our attention to the group of 10 where the 
mothers did not remarry, we note that only one of the 10 mothers showed à 
fair degree of independence, while 9 manifested an emotional dependency on 
their children, particularly the sons. An eldest son of 35, who was a sibling © 
one of our respondents, was unmarried and still lived with his mother. Both à 
daughter and a son of another mother managed to marry, but their marriages 
ended in divorce and they returned to the mother's home, where they aP- 
peared contented. In yet another family, three sons who lived with their 
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widowed mother did not marry until after her death. One mother threatened 
"suicide when her son married. In addition, four widowed mothers lived with 
their married sons; some of these sons were siblings of our respondents. 
Several men felt as though their mothers had placed them in the position of 
substitute husband, and in our review of the material it seemed to us that 
this had frequently been the case whether the son verbalized it or not. 

The mother's continued dependency on daughters, though less often indi- 
cated by the women than by the men, was in excess of what would be ex- 
pected in a population with intact parental homes. Occasionally a child had 
found the close bond intolerable and made an early escape, as in the case of 
one daughter who was aware that she married at the early age of 16 rather 
than continue the exceptionally close association demanded by her mother. 
The mothers felt that they were needed by their grown children, and in some 
cases this was indeed true, because the mother’s continued concern had per- 
petuated childhood patterns. In any event the mother was able to continue 
the major role that she had known so long. 

Thus in the normal situation where a father has died and a mother has not 
remarried, the dependency relationships tend to be abnormal when compared 
with the general population. This continued parental dependency upon 
growing and grown children with its interwoven and never resolved depend- 
encies in both generations exerts a profound effect on the degree of maturity 
achieved by the ego in its close interpersonal relationships. We observed that 
the work ego or intellectual ego among men whose fathers had died attained a 
superior level, however, as indicated by occupation. Among them there were 
three Ph.D.’s,? one attorney, one engineer, one stockbroker, two salesmen, 
two electricians and a truck driver. Competence in work ranged from moder- 
ately successful to very successful. 

We may compare men in the metropolitan and hospitalized groups in 
regard to the variables we have just discussed, namely, dependency needs 
and work abilities. We observe marked dependency needs in both groups. In 
the metropolitan sample, these needs frequently continue to be fulfilled 
especially through nurturing by the mother herself. In the hospital sample 
dependency needs are meeting current life frustrations; the hospital patients 
have known a checkered career of unreliable fulfillment from the earliest 
Years. The adequacy of the work ego in the metropolitan sample, compared 
with its relative inferiority in the hospital group, could arise in part from the 
gratification of basic needs by the surviving parent. This gratification fre- 
quently carries a price tag of immaturity with continued dependency on the 
mother herself or on a mother substitute. 

Hazards of remarriage. Another form of difficulty in social adjustment is 
created by the widow (or widower) who feels that a new marriage must be 


2 H r 3 ° . 
Possibly consistent with the fact that this was a university town. 
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made at all costs in order to have an intact household, although, in fact, the 
choice of marital partners for a man or woman with young children is some- 
what limited. Though our cases are too few for adequate generalization, the 
most difficult period for satisfactory remarriage of a mother appears to be in 
the 30’s. The younger mothers—in their 20's—were apt to remarry ade- 
quately, but of seven remarriages between the ages of 30 and 36, five of the 
stepfathers were rather inadequate. The mothers above 40 who remarried 
Were more apt to find satisfactory stepfathers for their children. One can only 
conjecture that the very young ones made the typical marriages of young 
people, the older ones made mature choices with perhaps less romantic con- 
siderations, while the in-between ones, caught in the conflicts between a 
youthful marriage and a more mature type, settled for an unsatisfactory 
compromise. 

Anniversary syndromes. One of the threads that has run through our 
studies of the aftereffects of parent loss is what we have called the anniversary 
reaction (4). This is a tendency for reliving the childhood trauma at a specific 
time—for example, when a woman reaches the age of the mother’s death, or 
when her daughter reaches the age the woman was when her mother died. 
Sometimes this reliving is of such irrational intensity as to lead to hospitali- 
zation, but we have noted that there are similar manifestations in the non- 
hospitalized population. Within our sample we have several illustrations of 
events in the next generation that mirror in some ways the events of the 
earlier one, and are associated with anniversaries. 

One of our respondents expected to die at age 25, the age of her mother at 
death. She was surprised, and relieved, to live out her 25th year. Now she felt 
destined to live out her mother’s life, and this sense of destiny has continued. 
She did not marry until she reached 25, and, as though to carry on the magi- 
cal continuity, she set her marriage date for her mother’s marriage day. The 
first daughter was named for the dead mother, as though the magical reincar- 
nation must continue. Her marriage has been satisfactory for 20 years. This 
case—the expected death at the mother’s death age, and the postponement 
, of marriage until the hurdle is crossed—is similar in these respects to the 
history of Marie Bonaparte (2), who has given her own autobiographical 
account of her fears. 

Another one of our respondents expected to die at 14, the age at which an 
elder brother had died, a few months after her mother's death. Among our 
respondents there was a total of three hysterectomies and in each case they 
were closely associated with anniversary dates. We do not have enough evi- 
dence to demonstrate that these were engendered by psychological circum- 
qam ectomy at age 39; her mother had died at age 38. The second ha 

ysterectomy when her son was 6; she was 6 when her mother died. Is the 


_ —RRRE Ee RE 


HILGARD, NEWMAN AND FISK 797 


loss of fertility through hysterectomy somehow symbolic of the mother's loss 
through death? The third hysterectomy case was that of a woman who had 
lost a father at age 41, when her mother was 39. Her hysterectomy came at 
age 40; if it has symbolic significance it is probably associated in this case 
with the mother's loss of the father. 

'Thus there are many ways in which a childhood trauma may leave scars 
that can be opened again at a later time. We have demonstrated in earlier 
studies that sometimes these early wounds end much later in psychotic epi- 
sodes (5). Our study of a representative population has shown us that there 
are many circumstances which reduce the shock of the loss of a parent, but 
there'are also detectable effects, short of mental illness, which show the in- 
tensity of the trauma and the earlier problems faced in separation. 


Oruer MENTAL HEALTH IMPLICATIONS 


The clinical material obtained in our intensive interviews of the metro- 
politan sample corroborates the truism that the mothers and fathers who did 
the most to protect their children and lead them to normal adult lives were 
those with ego strength. But ego strength in a widow must not be confused 
with some idealized picture of the "good mother," warm and dispensing 
affection. Motherliness and warmth are needed for growth and maturation, 
but we need to evaluate the other components that make for independence, 
for a good work-ego, for the separation tolerance that is needed to meet 
severe losses. Motherliness is not sufficiently defined by endearment and 
sweetness. The reality-oriented mothers, with strong fiber that enabled them 
to face the world as substitute fathers, did something to make their daugh- 
ters satisfactory women. A penalty for a too-long continued orientation 
toward children was overdependency on the children. This was one of the 
major problems faced later in life by our respondents. 

We feel that one of the significant contributions of this study to us, as a 
staff, was a reorientation of our thinking toward strengths. Like all clinicians 
we found ourselves automatically turning first to consider problem areas in 
the 65 life histories. Naturally, we could detect many such areas among rep- 
resentative members of our culture. When we turned our attention to the 
present-day adequacies and the correlating positive factors in the early 
years, we realized the extent to which we had been attuned to illness rather 
than to health. Actually the very considerable adequacy of the generation we 
had interviewed reflected the strength inherent in the earlier generation 
described by our respondents. In comparing the metropolitan sample and the 
hospital one, we noted that in the former there was more apt to be a parent 
who had marshaled his resources both personal and external, while in the 
latter there was usually a parent who for various reasons was unable to meet 
the emergency. We of the clinically oriented professions should be constantly 
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on the alert to see that we are phrasing our traditional query regarding the 
individual’s problems to include also his strengths. The basic question re- 
mains “What strengths does this individual have which we can help him 
mobilize to meet his problems?” There have been many self-curative experi- 
ences of life in the past as there can be in the present and in the future. It is 
our privilege as therapists to help people build on them. 


SUMMARY 


Loss of a parent in childhood is a serious blow for any child. We have ob- 
served the protective importance: 1) of a compatible relationship with a 
definition of roles between the parents prior to a death; 2) of a strong surviv- 
ing parent who accepts his or her dual role with cou rage and with a minimum 
of conflict; 3) of a network of family and/or community resources which the 
parent is able to use; 4) the development of a separation tolerance prior to 
the death of the parent through the whole series of separations involved in 
the course of psychosexual development. 5) Grief and mourning occur in this 
total matrix and in addition are affected by factors such as the age and sex of 
the child and the sex of the parent lost. 6) Dependence of the surviving par- 
ent, particularly the mother, upon growing and grown children may exert an 


effect on the degree of maturity achieved by the ego in close interpersonal 
relationships. 
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AT science fiction was selected as an area of literature worthy of 
. orthopsychiatric consideration mist be due to a variety of factors. Even 

al observer, who is apt to think of it as of a new phenomenon, must 
ack not only by the gleaming modernity, but also by the oddity of 
e fiction. The clinician knows the vogue it enjoys with sizable numbers 
patients; as science fiction seems to respond in some way to their spe- 
interests and needs, it lends itself, as no other genre of literature does in 
that fashion, to research into the meaning of fantasy. 

is the more immediate factor also that a historic incident has cata- 
ted science fiction into public consciousness. It is like a man plying his 
de quictly until suddenly he happens to be urgently needed: You do not 
istance give much thought to the undertaker until someone in your 


h has died has not perhaps been American complacency—this cannot be 
that easily—but what has been killed is our estimation of the American 
on in the world. Since we are not sure how we were hit, there has been 
in outcry for a grand inquest; and many voices have been heard demanding 
hat science fiction be invited to help with the autopsy. 
The reference is, of course, to the alleged expertness of science fiction in all 
ters concerning space travel. I shall attempt to show that this is not quite 
fair either to the late beloved or to science fiction. The prevailing theory 
about science fiction runs about as follows: 
—— [ts rise reflects the growing role of science in our world. The stature of science was 
revealed to even the least keen eye when the first atomic bomb was exploded, and the 
greatest expansion of science fiction followed naturally. Our civilization is as preoccu- 
pied with scientific and technical progress as earlier civilizations were with man’s ful- 
fillment of himself in art or with the salvation of man’s soul through religion. Popular 
literature reflects this. Furthermore, ours being a dynamic rather than a static civiliza- 
- tion, our literature is bound to look into the future, As our world has shrunk, we look to 
| space. Here we have the main ingredients of science fiction. It anticipates what science 
will realize; as scientific fiction, it is also prophetic fiction. Herein lies its special appeal. 


]llattempt to show that this theory is inadequate. 


resented at the 1959 Annual Meeting. 
iblished with the permission of the Medical Director, Veterans Administration, who assumes no 
ibility for the opinions expressed or the conclusions drawn by the author, 
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As an institution, science fiction is an American phenomenon of the Present 
and the recent past. Yet science fiction has been written for more than three 
hundred years. Leaving out the ancient Greeks, we can say that space travel 
Stories for instance were introduced, like many other novelties, virtually 
simultaneously in England and France when Bishop Francis Godwin pub. 
lished his Man in the Moone in 1638, and Cyrano de Bergerac’s / ‘oyages to the 
Sun and to the Moon were published Some years later. 

That science fiction should be that old and that Cyrano de Bergerac should 
be a historic person must come as a surprise to many people who, in keeping 
with the spirit of the times, allow themselves to be blinded by the impressive 
novelties which we indeed have, and forget that there is such a thing as his- 
tory. It is not without interest to note that even such an apparently novel 
situation as the race for the first landing on a heavenly body is not as new as 
one might expect: in that same year 1638 an English scientist took objection 
to Kepler's remark that once the art of flying were invented the Germans 
would be the first to establish a colony on the Moon (11). 

Yes, science fiction has an old tradition, and much of it that is magnificent 
has been written in the past three centuries, and is being written, by English, 
German, French, and other writers. It has only been in America though, and 
especially since World War II, that science fiction has become a distinct 
branch of literature, with its own name, writers specializing in it, numerous 
magazines devoted to it; with its own techniques, conventions, lingo, its dis- 
tinguishing marks, its fans. It is in this same time and place, the United 
States since 1945, that a unique mental climate has developed which has 
formed the matrix for this growth. 

We have seen a rise of power and wealth to which history offers no parallel. 
But along with it discomfort has also risen powerfully. We have the feeling 
that we have solved our problems—only to find that the absence of our old 
and circumscribed problems means that we are faced with a situation which 
Is not even a problem any more because it cannot be solved; that we have 
called forth powers we can no longer control; that we perhaps have no fate 
any more but that certainly we are no longer masters of our fate. 

The most obvious manifestation of this is atomic energy. As the bards of 
old are pictured singing under the shadows of immemorial oaks, so the writer 
of today cannot help working under the shadow of the giant toadstool of 
Hiroshima, However, the ills that beset us are not as limited, and have 
spread over the entire foundation of our existence. We hear the feeling about 


out to us everywhere and at all times how our scientific and technological 
advances have outstripped our human development; how the individual is 
being crushed in a mass society; how nature itself is yielding to a man-made 
environment that has no sense or Purpose; how the machine has learned to 
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ster us but we have not learned to live as serfs of the machine. Of all the 
ses ever written in the English language, the one that is supposed best to 
the feeling of modern man is, “I, a stranger and afraid—In a world I 
ver made” (8). 
[t does not matter very much whether all the indictments drawn up 
inst our state of affairs are proven and true. What matters most is that 
y are believed. Our truly tremendous advances do not seem to have 
ought us the joy we expected from them. We have not only perpetuated 
at also reversed the ancient curse of Midas: whatever dirt we touch turns to 
old. And all the gold we strike turns into dirt. 
[tis to this situation that science fiction addresses itself. 
_ Atthis point we should define our term. Now even though science fiction is 
institutionalized, it is still too young to have a universally recognized defini- 
on. Of the many that there are, two may be useful, both stemming from 
riters who are considered authorities on science fiction. 
— Basil Davenport defines science fiction as: 
„fiction based on a condition which is contrary to present fact, and which is 
brought about by the application of actual or imaginary science (1). 

d 
Tsaac Asimov says: 

-. Science fiction, like fantasy and social satire, deals with a background that is not 
"real" Unlike fantasy, however, its backgrounds are not completely unrelated to 
‘reality, but represent a more or less plausible extrapolation of reality. Unlike social 
Satire, the unreal background is dealt with for its own sake, not for its moral application. 
Science fiction may be defined as that branch of literature which deals with the re- 
sponse of human beings to advances in science and technology (1). 


- We find both these definitions stressing one fundamental aspect in which 

Science fiction differs from most other literature and which it, however, 

" shares with some other types: namely, while most fiction invents individual 

characters, science fiction invents environments. Asimov notes that it shares 

this quality with fantasy and social satire. I would rather say that it shares it 

with fantasy and the utopias. These three, science fiction, fantasy, and uto- 

pias, are the branches of a literary category for which we have no generic 

name. All three have the characteristic that they present a fictitious setting 

against which the lives of the individuals are played out. Since fantasy offers 
“settings which not only do not exist but cannot exist, it does not count here; 
but the two other categories are indeed able to offer solutions. 

_ The distinguishing line between them—and a fine line it is—is that utopias 
sent a fictitious environment consisting in a society which differs from 
s, while science fiction presents an environment distinguished from our 
‘one by some fictitious technological or scientific innovations. It is of 
lue to keep the two terms separate in our thinking, but their application 
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overlaps. Many literary productions contain elements of both science fiction 
and utopia. Both can be used for the mental experiment of thinking through 
in which direction our world might move. It is in this sense that I have said 
that science fiction addresses itself to the total human condition as it faces us 
in our place and time. 

It should be obvious from this that science fiction covers an infinitely 
wider field than that of space travel. Also, that there is not much justification 
for speaking of science fiction as escape literature or for putting it in contrast, 
as Asimov has done, to social satire. Just as a narrative poem for instance 
may be good or bad, may be uplifting, obscene, funny, or wh atever, so sci- 
ence fiction is a tool which can be used for many purposes: it can be serious or 
humorous, satirical, didactic; it can help the reader to escape or it can nail 
him down. It is clear that the field worked by science fiction is immense. This 
paper can only hope to provide a first orientation by way of pointin gupa few 
landmarks. 

A clean science fiction writer who does not contaminate his craft by con- 
fusing it with fantasy, postulates one or at most a few innovations (such as 
for instance that intelligent life has been discovered on Mars, or that a ma- 
chine has been invented which can read thoughts). From there on he devel- 
ops this theme within the limits of reality as modified by his fictitious innova- 
tion. Even so it is the essence of his calling that the rules are suspended; not 
all rules, but enough of them to make this matter. The censorship which tells 
other writers: Stop! You must not write this. Such things do not happen— 
this censorship does not operate. Where others are bound, he is free. 

The term censorship has been used here and must have evoked certain 
associations. I believe indeed that here is a most important similarity be- 
tween the operation of science fiction and the operation of the unconscious, 
between the writing of science fiction and primary process thinking. This 
similarity follows from the nature of science fiction; and it is due to it, I be- 
lieve, rather than to any peculiarity of the make-up of science fiction writers; 
that there is so often such a striking similarity, as I have attempted to show 
in an earlier publication (13), between the content of (published) science 
fiction stories and (private) schizophrenic fantasies, The schizophrenic also 
has suspended the rules. 

Even so, however, and even though we would have to expect that science 
fiction, regardless of who writes it, would show these peculiarities, we must 
Will be enhanced by two factors. For one 
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Lis not possible to present in this paper more than a few of the more strik- 
lof these aspects; and I will elaborate on one of which you have perhaps 
d to hear: namely, sex. 
Contrary to what covers of magazines may lead a naive newsstand custom- 
fo expect, the typical science fiction story contains amazingly little that 
ertly sexual. Dr. Bernabeu, who wrote one of the few studies of science 
tion from a psychoanalytic viewpoint, says: “Sexuality is scarcely men- 
ned and women are conspicuously absent. Where romance is introduced it 
often an unimportant device required by the plot. There is a denial of 
mininity and feminine strivings" (2). 
The absence of overt object relationships to which this amounts may not ` 
loo surprising, since it stands to reason that if the inventiveness of the au- — 
or is spent in devising a fictitious environment, not much may remain for 
e cathexis of the more intimate and individual traits. What is more as- 
nishing is that where sex is dealt with this is done with a peculiar, sinister 
ist. The world of the science fiction stories is typically a world of men, and 
ey are held together by bonds of duty, ambition, hostility, solidarity. 
atively rarely do the stories describe how a man enters into a sexual rela- 
onship to a woman, or how a woman enters into that society of men; where 
t happens the result is often disastrous or very nearly so. 
- Here is for instance a recent magazine (7) that contains five stories. In one 
of them no woman appears. In another, a woman appears in a minor role. 
Phe gist of the other three stories is as follows: In “The Pity of the Wood” 
le hero marries a girl from another planet. She is homesick and hangs her- 
: In “You Do Something to Me" an American beauty is elected “Miss 
"Universe" and is signed up for a film on the planet Validus, “a couple of 
hundred thousand lightyears from Earth.” It turns out that the taste of the 
"Validusians is different: The film is billed as “The White-Skinned Hideous 
Horror from a Distant World.” It is reported that “hundreds have died of 
heart failure while watching the film. And still they go. They love it.” 
Finally, in “Frostbite” the hero flirts with a girl on a planetoid which is 
- notorious for its cold climate. For an obvious purpose he removes his space 
"suit “in a decisive zip" even though he knows he ought to be more cautious. 
He arrives at the hospital unconscious, and the flight surgeon remarks, “It’s 
damnedest case of frostbite I've ever seen. . . . The entire front of his 


this level of taste alone. As a contrasting example, here is a sharply con- 
version of the hero's speech from a science fiction novel by that 
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We live in a difficult age. We are transitional . .. "Male," we are assured, “and 
female created He them.” That doesn’t apply today. You and I... belong spiritually 
to the third sex. And the third sex has not, as yet, been officially recognised. 

It is the sex . . . to which the movements of the mind—the movements of the heart, 
if you will—are more vital than the movements of the body. 

... We have all the instincts of the Neanderthal, and all the hesitations of the 
mid-twentieth century. We are too fastidious, too civilised, not to be dismayed by the 
crudity, the unfairness, the waste and bungling, of Nature. 

+. - My body wishes, and I may add ardently, to possess you. Yet between that 
desire and your possible acquiescence there comes this barrier of sex . . . it revolts me to 
subject you to this obscene and savage mechanism of sex. I feel a barrier as instinctive as 
the barrier of incest . . . (10). 


I am aware of the fact that it would be desirable if I could give examples 
selected according to some more rigorous principle of sampling. I do not 
think that this is at present possible—not only because I do not possess the 
requisite research facilities (and I do think it is very much to be wished that 
such facilities be created) but also because science fiction is still too much in 
flux. Its delineation is uncertain, that which goes under its name is not neces- 
sarily that which would fall under any reasonable definition of science fiction, 
and especially at the lower levels of taste the temptation to wander off into 
the field of fantasy is often more than the writer can resist. We know that 
there is highbrow, middlebrow, and lowbrow science fiction, but we do not 
know what weight to assign to each, and we do not know to what extent we 
can assume that changes in style pioneered by leading magazines will filter 
through to the rest of the field. 

In aiming at a representative sample, one would therefore also have to 
consider the time factor, since science fiction keeps changing. Philip Wylie, 
himself a science fiction author of distinction, wrote some years ago that the 
then current usual science fiction story contained “wild adventure, wanton 
genocide on alien planets, gigantic destruction and a piddling phantasma- 
goria of impossible nonsense. One needs only to read the contents of half a 
dozen representative magazines and anthologies to recognize the fact” (16). 

This would no longer be as true as it was then. Science fiction of today, 
compared to that of ten years ago, is less expressive of our aggression and 
more of our anxiety. Stories like those of which I have given examples are 
genteel compared to what we used to get. 

e attitude to sex, however, has not undergone any noticeable change, 
and here is one more example from a recent story, this one taken from £s- 
founding Science Fiction, which is often acclaimed as the leading and most 
sophisticated magazine in the field. A world is discovered in which apes are 
the most advanced Species, so in order to establish proper contact with them, 
Ni ba ria of the expedition is partly changed into an ape; i.e., he is given 

Y of an ape, while retaining his individual human mind, as well as in 
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dition acquiring the "thought patterns” of an ape. He goes among the 
and after being accepted by them, falls asleep. Now: 

— He awoke to find the female sitting beside him—with her body resting against his 

chest. ... She was big-bellied and ugly, and her pendulous udders, crusted with filth, 

hung heavily on her breast.... Her mouth was open and she breathed noisily, with her 

moist pink tongue hung out over one corner of her lower lip. A trickle of saliva ran 

thickly down her chin. But most disagreeable of all was her stench (5). 


We can hardly quarrel with the author when he sums up by saying, “She had 
few of the humanly accepted female attractions.” 
— Adigression may be permitted here. This suffering hero is called Caliban— 
obviously for the purpose of indicating that the author has at least a nodding 
quaintance, and possibly a more thorough acquaintance, with Shake- 
spe: 's Tempest. 
— Now The Tempest contains many of the elements that have become stand- 
ard equipment of modern science fiction and fantasy. At this point I shall 
mention only one: the repeated landing on the alien shore—and it matters 
fittle that then it was an island near Sicily while nowadays it is apt to be 
'some quadrillions of miles distant. But the real pertinence of The Tempest to 
- our subject lies in something else: 

- This so-called comedy is perhaps the purest embodiment of a certain view 
_ of the world and of human values that may be termed the classical conserva- 
' — tive view. The world of The Tempest obeys an order. He is seen as the good 
“man who affirms and accepts this order. His task is to enjoy it and praise it 
when the times permit it, to defend it when the times require it. For the order 
is being unceasingly attacked by diverse forces—by superhuman and sub- 
human forces, and by evil men. 

It is fair to say that this view of the world and of the dignity of man has 

- been the life-giving principle of most if not all great literature: not only 

- religious literature like the Bible, but of the secular writers from Homer to 
Shakespeare to Goethe to Dostoevski. It is only in our day, such as in the 
works of Kafka, that an entirely new mode has been heard. To write in the 
old vein has become increasingly difficult. It is being done, of course, but the 
effort is often too great to be sustained. Albert Camus’ Plague for instance 
follows the classical pattern; but in his latest novel it breaks down, and its 
title is, significantly, The Fall. 
L tis obvious that science fiction and this conservative literature have little 
_ affinity. Yet such is the elasticity of science fiction as a method that it can be 
bent to this end also. In The Plague Camus comes close to science fiction in 
! his way of presenting his theme. Such writers as C. S. Lewis and Ernst 
Juenger, whose method is even closer to science fiction, are quite definitely on 
-. the conservative side. Still it never comes off with quite the naturalness of 
EL Tempest. The worlds of science fiction, and of other modern literature, 
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teem with Calibans, Ariels, and many other figures modeled after The 
Tempest. But there is no Prospero. To be sure, there is no lack of men who 
have Prospero’s magic power, and there are also some that have traits of his 
character. But that fusion of legitimacy, power, foresi ght, and benevolence, 
which is Prospero, this we find no more. 

It may be put this way: that in science fiction there is no true and complete 
father figure. Curiously enough, there is very little family life in science fic- 
tion. What interplay of generations there is generally takes the form of a 
relationship—and more usually than not a hostile one—between the hero and 
his superior. Some of the heroes have wives, though usually shadow y ones, 
but itisrare that we hear about the children of the men about w hom we read, 
and even rarer that we hear about their parents. I said that in the typical 
science fiction stories we find surprisingly little overt sex, and I might also 
have said that we find little love. It is perhaps natural that we should be 
more surprised not to find sex because sex is what we have become more ac- 
customed to expect. It should be added that we even less often encounter any 
of the so-called perversions. What we do find is an almost infinite variety of 
methods of by-passing procreation. 

We do find isolation. Neither anchored to a parental family nor aiming for 
a new permanence, the typical science fiction hero drifts. Little does he know 
where he comes from or where he goes, but he is generally on the go. He has 
not much of a home but lives in what he smartly refers to as “the time-space 
continuum." Unless crippled by enemy action or by the unforeseen tricks of a 
new technology, he is in robust health. He is clear-eyed, strong, often hand- 
some. He does not need the world. But the thing that makes his isolation 
really splendid is the power that his author has lavishly put into his hands. 

Here again, we ought not to get the impression that it is as though this 
were merely a matter of the simple-minded blandishments that the pulp 
magazines heap on their darlings; as though the hero’s grandiosity would 
exhaust itself in the speed of his space ships, the power of his weapons, the 
durability of his body, the lightyears and parsecs of his itinerary. No, the 
forces which shape the science fiction hero are more subtle and more power- 
ful; they do not lose their effectiveness even on the highest level of taste and 
literary accomplishment. Harold Nicolson's John Shorland, of whom we 
heard that he belonged to the third sex, will also, in his author's words, save 
the twentieth century. Heroes of more popular novels, such as Conway of 


Shangri-La fame (6), are just as towering over their surroundings. Where it 
is the theme of a science fiction sto. 


The Machine Stops. 
Mentioning this Story, I have heard people reply, “E. M. Forster! The one 


e Passage to India? He doesn't write science fiction!” Nevertheless, 
e fact is that science fiction has penetrated very widely into our 


we should also be able to understand something about its special 
dently, this grandiosity of the hero bears a close resemblance to a 
enon that we know from our clinical work: the child’s fantasy of his 
tence. Several characteristic traits can be added: The impression of 
o's greatness and luck is often heightened by showing the destruction 
surroundings—be it his own personal world, be it the whole world. The 
of far-reaching or even universal destruction is dear to science fiction 
and not only since Hiroshima. 
here science fiction shades into fantasy, as it so often does, an even more 
cal aspect of omnipotence rears its seductive head: the ability to achieve 
g by simply wishing it. The word “anything” is to be taken quite 
in these stories a wish is plainly sufficient to cause or cure such ill- 
as cancer, to make people disappear or to bring them back, or for the 
or destruction of entire worlds. 
t even the more restrained authors show a growing tendency to discard 
sy processes which in our drab reality interpose themselves between 
human will and its action on the external world. Rare is the science fiction 
who remains immune to the attraction of “ESP” (extrasensory per- 
eption) and of “PSI powers,” which is short for “psionic powers” and which 
cludes such useful talents as to move objects by thinking of them, to read 
s. and to materialize and immaterialize oneself at will. A very pleasant 
ombination of the motive of world destruction with that of psionic powers 
nd general omnipotence in a setting more of fantasy than of science fiction 
has amused us in the play Visit to a Small Planet. 
— Those who know this play will also remember that the hero actually had 
‘escaped from some sort of mental institution. Let us note that psionic powers 
have often been presented in science fiction stories as welcome shortcuts to 
psychotherapy, and that the belief in their existence has colored much of the 
attitude to psychiatrists and other therapists as displayed in science fiction 
stories. It is likely that many science fiction writers have had experience with 
psychotherapy, which would be no coincidence either. The editor of 4s- 
"founding Science Fiction, discussing a case of phobia, adds: 
© “There are a number of science-fiction authors who are intimately ac- 
quainted with psychiatry on similar grounds. A lot of what they write about 
ychiatry does have a sting of bitterness about it—it is, to them, a hope 
at failed them. And they're trying to sketch out what it should be, and 
ay be some day" (3). 
_ This is a sideline. The principal significance of all this material is only too 
r: It adds up to a comprehensive picture of a colossal and collective re- 
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gression, We may surmise that the license which the writer takes out when — 
he decides to embark on writing science fiction—i.e., to suspend the rules— 


in his readers he finds a sympathetic echo. 

We would not be doing justice to the complexity of the phenomenon, how. 
ever, if we were to think that this is all there is to it. Every part of the mate- 
rial that I have sketched and of the much larger treasures which I have not 
even been able to sketch, has other aspects also. We can consider some of 
these. 

The grandiosity of the hero contributes to his isolation, and the recoil from 
both sexuality and love completes it. The longing for PSI powers represents 
an almost desperate yearning for a chance to break through that self-erected 
wall. The result is a warped and regressive picture of interpersonal relations 
and of communications that does not arise by coincidence. Two early psy- 
choanalysts, Tausk (15) and Sachs (14), have brilliantly delineated the 
psychological significance of the machine age. The growth of technology 
which has increasingly disanimated the world around us has in modern sci- 


golems and their Frankenstein monsters, man-made monsters they too, but 
of flesh and blood and endowed with a soul. We have the robot. 

It is from these vantage points that we can risk a glance at the two most 
prominent motives of current American science fiction: space travel, and the 
clash of alien cultures. Clearly, they reflect actual historic constellations. 
Equally clearly, they also Tepresent an outlet for those emotional needs 
which will form fantasies regardless of historic context. They are the direc- 
tions in which the fantasies must go because of the inner organization of the 
drives from which they draw their motive power. 

This way of looking at it may also hold the key to the mystery of the pre- 
dictive power of science fiction. It has been pointed out with understandable 


Just as science fiction is a product of the imagination which expresses the 
desires of many People, so are science and technology. Quite true, they do not 
have the same degree of freedom: they can only achieve what is technically 
and economically possible. They will nevertheless favor the directions in 
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e will a little later realize. This creates the optical illusion of prophecy. 
the same parallel as between physical science (and technology) and sci- 
€ fiction can be drawn between social science (and social technology) and 

pias. This is more important because the development of society does 
low as clear and predetermined lines as the development of science and 
ogy. Here imaginative fiction can have a much more real role of 
Anticipation and leadership. It is perhaps this sense of a truly great mission 
Which has saved utopias from the poor taste and the unrestrained wallowing 
in fulfillment of unconscious wishes which has blighted so much of science 
fiction. We are breathing a clearer, cleaner air as we move from science fiction 
to utopias; but the atmosphere is so saturated with the fame of the current 
vogue that few will notice the difference. It has become difficult to recall how, 
ess than a century ago, in the days of Edward Bellamy and William Morris, 
‘Science fiction had hardly entered public consciousness while the spotlight 

a on utopias. 

This reversal has had the effect that works which combine elements of both 
now largely considered under the heading of science fiction. This is true of 
the two best-known modern classics in the field, Huxley’s Brave New World 
and Orwell’s Nineteen Eighty-Four, even though Brave New World, deriving 
as it does from Shakespeare's Tempest, is more fundamentally a utopia, Nine- 
tee Eighty-Four decidedly so, and both authors state that science is stunted 
in their i imaginary societies (9, chap. 16; 12, pp. 189-190). 
Eu yet, utopia is not only a century older than science fiction; it has also 
- been more solid and more consequential. It has accompanied the march of 
- Western civilization as a voice of conscience; sometimes pianissimo, like the 
“casual and ironical speech about the ideal commonwealth that adorns the 
i Tempest; sometimes with the trumpet tones of indignation and rebellion. 
This voice has been engulfed by the more blaring chorus of science fiction, 
but it has not been stilled. 

If science fiction had replaced utopias, this would be a disservice which no 
other achievement could counterbalance. I do not believe this is so. I think 
that we have a fusion rather than a succession, and that the utopic element 
in science fiction is the one that can give it maturity and can balance its 
- tendency toward regression. We thus find ourselves back at our starting 
point—science fiction addressing itself to the total condition of man in to- 
day's milieu. 
— As science is becoming more and more our mode of comprehending life, we 

will rarely see a utopia that is not also science fiction. And as science fiction 
Ws up to its responsibilities, we will rarely see a remarkable piece of sci- 
ce fiction that is not a utopia. This new type of literature, forged in the 
ision of the two, can be an important helpful device in facing the future. 
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RIBUTION OF THE PSYCHODIAGNOSTICIAN TO 
PROBLEMS OF THERAPY* 


FRED BROWN, Px.D. 
Chief Psychologist, Mount Sinai Hospital, New York, N. Y. 


T HAS been abundantly demonstrated, except to the most intransigent, 
that the psy chodiagnostic test battery, in the hands of a competent clini- 
| psychologist, opens the most direct route to the patient’s conscious, 
nscious, and unconscious conflicts. It has proved its worth as an invalu- 
in problems of differential diagnosis, character delineation, defensive 
rations, and psychodynamics. Serial examinations of patients in treat- 
nt have enabled the therapist to obtain independent and objective confir- 
ation of the direction and nature of changes in the patient's personality. It 
oth reveals and penetrates the patient's defenses, showing what lies beyond 
d enabling the psychologist to present these data to the therapist in an 
Itegrated form, since the essence of a psychological communication is its 
sis upon the dynamic interaction of psychic forces. The psychological 
is far more than an x-ray depiction of the patient's personality, for it 
tresses processes in a state of flux and can better be compared to a strobo- 
opic movement created by the juxtaposition of separate impressions. The 
ovement in this case is a reliable and essentially "real" phenomenon to the 
er if the separate impressions are placed in proper sequence. Otherwise 
ere is distortion and confusion. It is the psychologist's task to order his im- 
essions in conformity with principles of intrapsychic movement, and for 
is purpose he is guided by a personality theory. For most projective tech- 
-niques this frame of reference is Freudian psychoanalysis. 
_ Perhaps the most neglected area in psychodiagnostics is that of planning a 
- campaign of therapy for the patient upon the basis of test findings. This 
difficulty is not confined to the psychodiagnostician alone, for very often the 
discussion of a patient's problems in a psychiatric staff conference ends with 
generalities about the treatment approach, leaving one with the impression 
that the therapist is placing his hopes upon opportunistic maneuverings 
aided and guided by his own benign unconscious promptings. The therapist 
"is frequently advised to learn more about the patient, with the expectation 
as he gains more understanding of the case he will be in a better strategic 
tion to help the patient. There is also the assumption that as his under- 
standing of the patient's problems is expanded, the patient will of necessity 
contributed to this understanding, and that by “talking out" his prob- 
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lems obscure shifts in his psychic economics will occur as a result of spon. 
taneous insights, affective discharge, or because of the complex nature of the 
interpersonal relationship. 

The therapist is in a difficult position with his patient because he is called 
upon to play many roles simultaneously. He is faced with the necessity for 
making a diagnostic formulation of which he cannot always be certain be- 
cause he sees so many and varying facets of the patient's behavioral reper- 
toire. He must be a participant in the transference drama regardless of how 
conscientiously he attempts to maintain his role as the ear of Zeus, for this is 
essentially an interhuman relationship and the therapist was a human being 
capable of sympathetic resonance long before he became a psychiatrist. He is 
restricted by the installment plan arrangement in hospital practice whereby 
the patient appears for a brief period once a week and brings his verbal 
tribute. In such brief contacts the therapist is often compelled to interpolate 
and extrapolate upon the basis of the data he obtains, fitting together bits of 
information but rarely attempting a comprehensive formulation until called 
upon to present the case at a staff conference. While his basic role is to help 
the patient get well, he is also required to engage in a variety of intellectual 
gymnastics from which the general medical practitioner is, in the main, 
exempted. It is no wonder then that an initial formulation of a case can be 
little more than impressionistic, sometimes shrewdly conceived upon the 
basis of psychodynamic set pieces and more often highly tentative. 

As M. Ralph Kaufman has often pointed out, the orthodox psychoanalyst 
can afford to wait because what he misses today will appear tomorrow. The 
psychiatrist operating in the outpatient clinic of a general hospital cannot be 
so prodigal of time, especially when service demands press so heavily upon 
the clinic. Because of this and for other technical reasons, he must not yield 
to the temptation of what Kaufman has called the caricaturing of psycho- 
analysis. He must understand the problem as quickly as possible, plan his 
treatment, and work toward the patient's improvement and discharge. He 
cannot and should not attempt to work with the patient at depth levels, but 
he must know what is going on in the patient in order to help him achieve à 
better adjustment to his circumstances. This is relevant not only to the goals 
which the therapist sets for himself in conformity with his personality 
make-up and level of aspiration, but also in relation to the perceived level of 
adaptation which the patient is capable of achieving. 

The problem of clarifying the psychological picture of the patient and 
delineating avenues of approach to his problems with the intention of struc- 
turing the therapeutic program at an early stage in the treatment can be 
cad to the psychologist. True, there are uncharted areas on the psy- 

Ologist s map of the personality; but he works with relatively standardized 
and replicable material, can document the sources of his interpretations 


lich may have heuristic value for the therapist), frequently shares the 

trist’s personality theory orientation, and is not so involved with 
interaction demands or transference complications. Furthermore, he 
1a position to sce the patient in a more cohesive and global manner, since 
not the recipient of doled-out bits of the personality mosaic as is the 
chiatrist, but obtains all the pieces, so to speak, in one session. He ap- 
es the goal of understanding the patient by a different road, and even 
th all roads lead to Vienna, some are shorter and more direct than 


others, such as diagnosis, prediction of the outcome of therapy, and the 
nality constellations of various clinical populations, have been sub- 
ected to much research. One reason is that psychiatrists have not, as a rule, 
d specific questions to the psychologist. Another reason for neglecting 
therapeutic problem has been the psychodiagnostician’s relative unfa- 
ity with the intimate face-to-face and day-by-day operationsof the ther- 
peutic interaction. He is too distant from the patient as a flesh and blood 
tity and he learns about him at second hand. 
— In some ways he is like the man in Plato's cave who makes his inferences 
bout the external world from flickering shadows on the wall, the shadows in 
‘this case consisting of inkblots. The therapist, as the observer in the real 
World, has come into the cave and confirmed the shadow viewer's inferences 
‘often enough so that fairly good correspondences between shadow and sub- 
“Stance have been achieved. But there is no substitute for actual experience 
and interpersonal involvement with the patient as a background for a fuller 
- understanding of what therapy feels like and how it operates. For this reason 
alone it would be to the advantage of both the therapist and the psycholo- 
gist if the latter were given some experience in treating a patient whom he 
had previously tested, if he were to do so under good supervision. He would 
still be in a position, as psychodiagnostician, to make an independent evalua- 
tion of the patient; but his contribution would go beyond the formulation of 
character type, psychodynamics, and diagnosis by relating these findings 
more specifically to therapy. 
A third reason for the paucity of studies in this area is implicit in the very 
- nature of therapy itself. Granting an adequate understanding of the patient's 
problem, there are still some imponderables which enter into the situation. 
The personality of the psychiatrist is certainly one of these, since it has been 
demonstrated experimentally that there is an affinity factor, if we may call it 
that, which has a bearing upon therapeutic success or failure in specific doc- 
tor-patient relationships. But what is perhaps more to the point is the lack of 
e techniques which the psychotherapist can utilize in his handling of 
: Problems. One cannot help gaining the impression from innumerable staff 
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conferences that the therapist who presents a case for the sole purpose of 
finding out what he should do with the patient is not infrequently disap- 
pointed in his expectations. We are long on analysis and short on synthesis 
because the psychodynamic evaluation of the patient is tacitly posited upon 
a conception of him as a unitary closed system, whereas the therapeutic prob- 
lem is diffused by the relationship factor. 

It is a truism that the therapist does not simply do something to the pa- 
tient to make him well, and for this reason, among others, it is difficult to lay 
down instructions for treatment except in the most general terms. The es- 
sence of the process, for psychotherapy, lies in the strategics of verbal and 
nonverbal communication between the participants which involves knowing 
what not to do quite as often—if not more often—as knowing what to do. 
Too often in his past the patient has been the target of actions which par- 
ental figures and others have directed a/ him. Too rarely have impulses of a 
directive or provocative type on the part of others and in relation to himself 
been inhibited. But in the management of the strategics of the relationship 
the therapist must know more about the patient's psychic terrain than the 
patient knows himself. Like all effective generals, he must have at his com- 
mand a competent intelligence service which will provide him with a picture 
of the situation in order to avoid ambuscades and other unpleasant surprises. 
He may not use the report in its entirety, but he will have gained a holistic 
impression of the terrain which will enable him to proceed from the general 
to the particular as circumstances warrant and with more confidence in the 
possibilities of strategic elasticity. 

The intelligence officer does not tell the general what to do, but he provides 
information upon the basis of which a plan of action can be formulated. The 
clinical psychologist who is primarily a psychodiagnostician is in the position 
of the intelligence officer, and we shall now consider some of the ways in 
which his test findings can be of help to the therapist. ; 

Intellectual functioning. The intelligence test tells us where the patient 
stands with respect to his age peers both in terms of the intelligence quotient 
and percentile placement. It places him on a continuum from mental defi- 
ciency to outstanding superiority and throws light upon general factors 
which may be designated as verbal comprehension, attention-concentration, 
and perceptual organization. Reducing these to specific functions, we learn 
about his ability to organize separate elements of experience into guiding 
abstractions and generalizations, his sensitivity to common-sense expecta- 
tions, freedom from distraction, persistence in the face of difficulties, adap- 
tive flexibility and rigidity, motivational vigor when required to engage !n 
problem solving, and ease or difficulty in expressing his ideas. 

The Rorschach makes a more intensive contribution to this area by intro- 
ducing affective and imaginal obstacles which the patient is required to 


ile maintaining his intellectual integration. Here we learn about 
istic approach to problems, whether he is a fussy and picayun- 
dual who fails to see the broader aspects of a situation; a reckless 
à who disposes of hard facts by abstracting them out of existence; an 
itor who knows one and one but never dares to announce that they add 
0 two and therefore is immune to inductively derived insights. 
fe analyze his thought sequence and the logic of his intellectual approach, 
'the extent to which anxiety generated by affect or fantasy disrupts or 
rs his thought processes, probe into the specific areas which may bring 
it such disruptions, and evaluate his capacity to remobilize his ego fol- 
gwing stress. It will be important to consider whether a deteriorative proc- 
ss is operating, whether intellectual decrement has taken place, and 
ther this is caused by organic or emotional factors. These are only a few 
ie many dimensions of intellectual functioning assessed by the tests, but 
often they are disregarded in the psychologist's zeal to enter the more 
dramatic arena of psychodynamics. Intellectual functioning is not isolated 
rom the patient's psychodynamics, and a comprehensive evaluation of this 
sonality component must be based upon a conception of him as a whole 

g. Too often the psychiatrist is seduced by an average or even superior 
gence quotient into dismissing this component as settled, and yet, the 
central problem of effective communication lies in this sphere. 

Tf the patient is not an inductive thinker and is being treated by a thera- 
— Pist who by his training has difficulty thinking in any other terms, then com- 
“munication will be difficult unless the patient is led by the hand, directively, 
-to the point where he is helped to see that separate facts of his life permit 
valid generalizations. Or conversely, if he is deductive in his approach and 
Proceeds from faulty generalizations to equally faulty particulars which dis- 
tort his outlook on life, he must be helped to examine the generalization by 
way of a testing of its individual components. The problem of reality-testing 
and the role played by the therapist in strengthening this process is inti- 
mately linked to the patient's intellectual approach regardless of what the 
causal factors may be. 

When the therapist is helping the patient to see the world and himself in 
more realistic and objective terms he is actually helping him to alter his 
thought processes from a more childish to a more mature mode. Assuming, of . 
se, that one is not dealing with a very dull patient (where the possibil- 
of change are limited), a knowledge of what the tests reveal in this area 
ust be followed by implementation of this knowledge. The patient's posi- 
on on the continuum from simplicity to complexity of the thought process 
d guide the therapist in making his own adaptations and corrections. 
the therapist knows in advance that the patient's needs distort his 
tions, and is aware of what these needs are and the extent to which 
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they introduce distortions, he is in a better position to evaluate the patient's 
productions and nudge them in a positive direction. 

Affective functioning (anxiety). Affective appraisals are not always easy to 
make in the clinical situation because of the masking effects of ego defenses 
and also because of the difficulty of ascertaining the degree to which a pa- 
tient is deviating from his habitual baseline as this is conditioned by role. 
taking and his self-percept. Unless there are flagrant indications of inap. 
propriateness it may be hard to detect hardly perceptible nuances of path. 
ology in this sphere. 

By means of the Rorschach it is often possible to observe pathologically 
autistic distortions in the patient's affects before they become clinically man- 
ifest. The threat of decompensation of a delicately balanced obsessive-com- 
pulsive defense into a depression can be noted while the patient may still 
give the impression of being in a secure defensive position. There are occa- 
sional patients who show no signs of suicidal inclinations and exhibit no 
clinical symptoms of depression, but who reveal these danger signals in the 
test battery. In such cases it is enough to alert the therapist to sensitive 
areas in this sphere with the expectation that he will take cognizance of 
them in his handling of the patient. 

If the tests show that the patient is afraid of an anaclitic relationship 
because of previous disappointments the therapist can expect to be tested 
many times before he is fully accepted as a stable and dependable figure. 
But he will be forewarned and is in a position to curtail the tiresome repeti- 
tion of this pattern if assured by the psychologist that the ego is sufficiently 
intact to tolerate pressures exerted by the therapist. The general problem of 
how the patient feels about the nearness of others is very difficult to ap- 
proach directly, but has important bearings on the transference. In the 
Rorschach, Bender Gestalt Test, and Thematic Apperception Test it is pos- 
sible to obtain important data on how he perceives people and what factors 
influence his emotional reactions toward them. For example, he may see 
people as essentially asexual and may place the therapist in this role, with 
the result that sexual attitudes and feelings may be repressed or even neu- 
tralized out of existence. Or he may erotize all his relationships and therefore 
maintain an inhibited defensive attitude about which the therapist can only 
conjecture. He may see people as seductive and react to expressions of 
warmth and friendliness with disruptive anxiety; or he may see them as 
Vireatening parental figures who encourage frankness and then impose pun- 
ishments. 

Equally important and possible to derive from the projective tests is the 
patients conception of relationships involving one or more people. For ex- 
ample, the patient who sees all of Card X as an unholy conglomeration of 
disconnected and busy fragments while responding to Card III with the per- 


ept of two people in evening clothes bowing to each other is likely to have a 
iter tolerance for a stylized and formal relationship with a succession of 
led individuals than for social groups. He will avoid emotional partici- 
nin the social milieu at large while feeling isolated and unwanted. His 
onship with the therapist is apt to reflect his fundamental manner of 
teiving himself in all relationships, even though he is unaware that this is 
habitual mode of adaptation. 
"Many patients have acquired such distorted role concepts that they can no 
gonger distinguish between what they really are and feel and what they are 
acting out. It is sometimes possible for the therapist to remedy this situation 
he can obtain information concerning the basic self-concept of the patient 
and his affective potentialities. For example, the test findings may bring out 
ich attitudinal formulations as: being kind means being weak and being 
means being feminine and therefore homosexual; or, if I am docile and 
behaved I will not be punished; or, nothing is more important than to be 
iked by every body. These attitudinal distortions may fix the life style of the 
individual while simultaneously generating inner unease and disharmony. 
By knowing the patient's predominant guiding slogan quite early in the 


frontal approach. In any case, he has the strategic advantage of viewing 
the broader pattern of the patient's conflicts, defenses and adaptations and 
iding upon a plan of treatment within the limitations of the patient's 
gths and weaknesses, his flexibility or rigidity, and his readiness for 


Defenses. Perhaps the most outstanding advance in recent Rorschach 

work pertains to the delineation of defenses. This does not mean a mere /ist- 

- ing of defenses, but a fusion of the defensive pattern with psychodynamic 

‘material based upon the content of test responses. Within this broad area 

would be included homosexual hostility to women, castration fears, the com- 

- plications of oral and anal sadomasochism, introjective and projective mech- 

anisms, and private fantasies running the entire gamut from early orality to 

late genitality. An awareness on the therapist's part of these hidden dramas, 
- with a psychological assessment of the interplay of fantasy content, defense, 
'and probable external manifestations of these forces, not only deepens his 
understanding of what is happening but enables him to decide whether de- 
fenses should be weakened or strengthened. It is particularly i important for 
the psychologist to evaluate the intensity of a conflict and its position in the 
- patient's psychoecononics, since most patients will show oedipal conflicts, 
mother attachments, oral dependency cravings, castration fantasies, and 
"similar residues of the growth process. What becomes important to the thera- 
is some indication of the dynamic significance of such a find and the suc- 
or failure of the defensive effort. 
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To return to our military analogy, the commanding officer knows that he 
is in or near enemy territory and does not need to be told this. What he needs 
to know is whether there are massed troops with heavy fire power ahead of 
him or only isolated patrols. When the therapist knows something of the 
strength and distribution of psychic forces he is in a better position to decide 
whether to open a certain area through ventilation which he and the patient 
will then be able to handle, or he may decide to seal off the danger point and 
contain it for the patient’s good. 


ConcLusion 


The largely untapped opportunities available to the psychologist for clar- 
ifying the therapeutic problem have been described in some detail. The im- 
plementation of such an approach would require more than a psychological 
report in the clinic setting. What is needed is more time for the psychologist 
and the psychiatrist to discuss cases with each other, more challenging ques- 
tions from the psychiatrist, and frequent reviews of the treatment sequence 
as seen against the background of the psychological findings. By means of 
this mutually validating approach members of both disciplines will sharpen 
their skills to the advantage of themselves and the patient. 


PERSONALITY CORRELATES OF TYPE OF OUTPATIENT. 
PSYCHOTHERAPY CHOSEN 


DANIEL N. WIENER, Px.D.* 
Veterans Administration, St, Paul, and University of Minnesota 


HE idiosyncrasies of patients in psychotherapy of different types and 
in various settings have been studied occasionally but much more often 
"simply assumed. There apparently have been no systematic attempts to 
study with some control the nature of these features personalitywise. It 
seems, however, to be generally assumed that a kind of gradient of psycho- 
"therapy exists, with psychoanalysis skimming the cream of the patient pop- 
ulation, eclectic psychotherapists getting a kind of balance, and public agen- 
cies having to contend with the whey. 

Potter and Klein (3) found that psychiatric residents predominantly chose 
psychoanalysis for their own therapy. The author, in an as yet unpublished 
‘study, found that psychiatrists, psychologists, and social workers mainly 
chose analytically oriented psychotherapy for themselves. It seems likely, - 
then, that the therapist’s preferred therapy for himself is psychoanalytic, 

Hollingshead and Redlich (2, p. 192) found that “there is a definite tend- 
'ency to induce disturbed persons in classes I and II to see a psychiatrist in 
"more gentle and ‘insightful’ ways than is the practice in class IV, and espe- 
cially in class V where direct, authoritative, compulsory, and, at times, coer- 
cively brutal methods are used." They go on to report (p. 300) that “psycho- 
therapeutic methods and particularly insight therapy are applied in dispro- 
portionate high degrees to higher status neurotic patients being treated by 
private practitioners. Organic therapies tend to be applied most often’ to 
neurotics in classes III and IV.” And, further (p. 302), “ . . . latent social 
factors besides claimed medical criteria are influential in the determination 
of who is treated where, how, and for how long.” Psychotherapy itself seems 
‘more likely to be accessible to, or used by, the higher class, the better edu- 

cated, the more intelligent (Stevens, 5). 

_ Within various settings, too, it has been found that the “better” patients 
(e.g., more intelligent, better educated, higher occupationally, upper class, 
— higher income) tend to be seen by the higher status or more experienced 
€ therapists (1, 4). 

-— Social class, education, age, income, and intelligence have also been found 
to be related to the type and setting of psychotherapy. Psychoanalysts tend 
* Chief Clinical Psychologist, Veterans Administration Mental Hygiene Clinic, St. Paul, Minnesota. 
Contributing in significant ways to this study were Mr. Richard Gebhard, Drs. Philip Feinberg, 


- Sherman E, Nelson, Otto N. Raths, Jr., and Marvin Sukov, and the Minnesota Neuropsychiatric Clinic, 
- to all of whom I am greatly indebted. 
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to see the “better” groups; eclectic therapists, the intermediate; while publie 
clinics tend to have referred to them the lower groups. Diagnosiswise, also, a 
similar gradient seems to prevail. If one views the neurotic patient as more 
treatable than the psychotic, and in this sense "better," then the psycho- 
analysts appear to see the one extreme, and public clinics the other (2, chap. 
9). 

However, we know of no systematic studies of the personality correlates of 
patient groups in various outpatient psychotherapeutic settings. The prob- 
lems involved in selecting and testing comparable populations are substan. 
tial. The patients should be broadly representative of, and chosen from 
within, the same geographical area; and should also be representative of 
those in specified treatment settings. They should be tested on the same 
instruments, and at about the same time and same point in their treatment. 

These conditions are extremely difficult to meet. For example, psycho- 
analytic therapists practically never seem to administer psychological tests 
to their patients (unpublished data by author). And researchers seldom 
leave their own lairs, whether in private or public clinics, private practice, or 


universities, to compare the patients of other therapists in their community 
with their own. 


PROCEDURE 


We tried to meet the above conditions by studying what seemed to be 
fairly representative samples of three psychotherapeutic populations in a 
large urban area. Test data were obtained for over 90 per cent each of the 
samples specified for the Analytic and Eclectic groups. The Clinic sample 
was limited to those given both initial and follow-up testing, for reasons 
elaborated later. 

The Analytic group came from those therapists calling their practices 
mainly psychoanalytic and whose patients came from the community at 
large. The Eclectic patients consisted of one out of every 25 cases begun in 
treatment during a three-year period at the largest private group practice in 
the area. None of this group is analytically trained, and aÌl use a wide vari- 
ety of clinical techniques such as reassurance, drugs, hospitalization for rest, 
and shock. The Clinic (public) group sample was from a veterans’ outpatient 
clinic, was restricted to male war veterans, and also included a variety of 
treatment orientations. It is probably a somewhat “better” treatment group 
than public agency clienteles generally are (2, chap. 9). Despite the obvious 
limit ations of this latter group, it comes from the largest public outpatient 
clinic in the area, and the only one not serving a population sharply restricted 
as to diagnosis or income. However, because there is no public outpatient 


clinic serving this community broadly, this part of the sampling remains the 
weakest. 
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onality test chosen was the Minnesota Multiphasic Personality 
primarily because, in the area involved, it is the most readily 
r ered and best validated. The Subtle and Obvious keys for the 
PI, which were used, have been described elsewhere (6, 7). 
ng the best method of analyzing MMPI results and changes follow- 
ierapy is a complex problem in itself. R. Gebhard has written a paper! 
alyzing the various approaches to this problem and the results they yield, 
using as his example the veteran group which furnished the data for this re- 
port. No proposed approach appeared clearly the best. We chose simply to 
‘compare the number of T scores over 70 for each scale for each group by the 
quare test. 
"Our major procedural problem, however, concerned the point of time dur- 
ng treatment when the MMPI was given. The Analytic patients could be 
ested only during the course of their treatment. The Eclectic patients had 
en tested just prior to treatment. The Clinic patients had been tested at 

h times, and Gebhard's study, in his comparison of individual scales and 
configurations, indicated that there were no significant differences 
tween initial and later MMPIs. However, further to ensure comparability, 
the first results to be presented compare only the initial MM PIs of the Eclec- 
"tic and Clinic groups, and only the during-treatment tests of the Analytic 

and Clinic groups. We compared profiles for all three groups only in a sepa- 
rate section labeled “to be considered only with further caution.” 

Since almost all patients seen were white, and almost all Clinic group pa- 
tients were male, the intergroup comparisons were for white males only. 
However, within the Analytic and Eclectic groups, white males and females 
were compared. 

The total Analytic sample was 37, 21 male and 16 female; the total Eclec- 
tic group was 75, 29 male and 46 female; and the total Clinic group, all male, 
was 48. Significance of differences was taken at the 5 per cent level or better. 


Resvutts 


Mean male ages were 30 for the Analytic group, 35 for the Eclectic, and 39 
for the Clinic. The Analytic group was significantly younger than the other 
two, which did not differ. Males and females for the Analytic and Eclectic 
_ groups were not significantly different in age. Analytic patients were better 
5 E than the other two groups, which did not differ. (See Table 1 and 

Fig. 1. 
_ Over 90 per cent of the Analytic patients were seen once a week or more 
o ften, 24 per cent of the Eclectic group, and 20 per cent of the Clinic group. 
The Analytic group differed significantly from the others in being seen more 


ni 
-. ! Manuscript available from author at VA Mental Hygiene Clinic, St. Paul, Minn. 


" 


1 | 
SD | _ — | D—À 
| 30 35.9]. 35 M 
6.4 10.3 | 10.7 12.3 


PERSONALITY CORRELATES OF TYPE OF THERAPY CHOSEN " 


u 
TABLE 1. COMPARISONS OF AGE, EDUCATION, AND 
NUMBER OF MMPI T SCORES OVER 70*** 
= Áo 
Analytic Eclectic | Clinic ECCE S 
Males Males | (Initial) (PR EV RS 
wp) Males | Female: | Male Female 
Age (N=21 (Nw 4s) | (N= 29) (N= 48) (W=21| (N= 16) | (N= 29) (Neda 


Education | 
Completed! 
| 
No. T Sco | | 

over 70 | 
L 0 0 Oi, 0 0 0 0 3 
F 2 12 4 13 2 2 4 5 

bx 0 2p» 4 0 0 2 5 
Hs 1*| a3 ft oe] 32 1 1 o | 2 
D 13 34 14* 37 13 5 14* 35 
DS 0 2 3 7 
D-0 15 33 | 16 34 
Hy 3 27 | Lis 33 3 3 6* | 2 
HyS 1 aad ae | 10 
HyO Ses pA i so 
Pd 10 74g 21 10 8 n 18 
PdS 2 2 | 2 5 2 3 9 
PdO 8 20 | 8 24 8 4 8 il 
Mf || 16" 8. I 6 9 
Pa | 2 15 5 15 2 4 5 12 
PaS 7 4h12 11 7 6 2 il 
Pad | 2 14 2 14 2 0 3 9 
Pe 12 27 13 34 12* 3 13* 33 
Sc | 1 23 9 24 11* 2 9 2i 
Ma | 4 3 4 7 4 0 4 I 
MaS | 2 1 5 2 2 0 s 0 
MO | a 10 4 15 3 0 + 4 
Si 0 6 4 9 0 0 4 11 


often. While the Analytic and Clinic patients were not yet “closed, "they had 


; E been seen significantly longer than the Eclectic patients, all of whom 
-= In evaluating the 


MMPls, the number of patients in each group with T 


Fic, 1. MMPI profiles of three psychotherapy groups. 
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scores of 70 or above, and 69 or below, were compared. Because of differences 
in times of testing, previously described, it seemed best to limit statistical 
tests to those between initial MMPIs of Clinic and Eclectic patients, and 
during-treatment tests of Clinic and Analytic patients. 

The Clinic patients had significantly more high scores than the Eclectic 
patients on these scales: Hypochondriasis, Depression, Hysteria, and Hys- 
teria (Obvious). The Clinic patients were also significantly higher than the 
Analytic patients on Hypochondriasis, Hysteria, and Hysteria (Obvious), 
and lower on Feminine Interests (Mf). Since these Hysteria scores are made 
up substantially of Hysteria (Obvious) items, and the latter correlate highly 
with Hypochondriasis, we can consider Hypochondriasis the major defining 
category. 

The males and females within the Analytic and Eclectic groups were simi- 
larly compared. Since female norms are not available for Depression 
(Subtle), Hysteria (Subtle), Depression (Obvious) or Hysteria (Obvious), 
these scales were not compared here. Among Analytic patients, the males had 
more high scores than the females on Psychasthenia and Schizophrenia. In 
the Eclectic group, the females had more high scores on Hypochondriasis, 
Depression, Hysteria, and Psychasthenia, while the males were higher on 
* Hypomania (Subtle). 

The mean profiles were then plotted. The discussion to follow is based 
upon clinical observations of these profiles, and must be evaluated with 
greater caution than the other evidence. 

The three groups themselves, as a treatment population, show differences 
from the population at large. If an unselected group of the adult Minnesota 
population should average T scores of 50 across the MMPI profile, then it is ~ 
apparent that all three groups averaged higher on all scales, and higher om 
Obvious than on Subtle symptoms of disturbance on all scales except 
Paranoia. Depression and Psychasthenia are particularly conspicuous gen- 
eral features. All three groups are probably somewhat younger and better 
educated than the adult Minnesota population. 

The Clinic group appeared generally the most disturbed, with higher 
Scores on most of the neurotic and psychotic scales, equal to the other two 
groups on Psychopathic Deviate, Paranoia, and Hypomania, and lower only 
on Feminine Interest. The discrepancy between Obvious and Subtle scores 
also was the greatest, with the Obvious scores higher, except on Paranoia} 
the Obvious scores also suggest greater disturbance. Elevated Hypochron- 
driasis had the most dramatic uniqueness, with high Hysteria and low Fem- 
inine Interest the next most prominent features. r 

The Analytic and Eclectic groups were fairly similar, with the Analytic — 
group higher, especially on Feminine Interest, and also on Depression, ' 
Depression (Obvious), Paranoia (Obvious), Psychasthenia, Psychopathic 


e 
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` Deviate (Obvious) and Hypomania (Obvious); and the Eclectic group higher 


on Hypochondriasis and Hysteria. Major uniqueness of the Analytic group 
was its feminine interests, and Paranoia (Obvious) items on the MMPI, 
while the Eclectic group had no conspicuous features. 

Among the three groups the Analytic does show up in Zackground as the 
"better" treatment group, but not necessarily in personality characteristics. 
While it is younger and better educated, its personality profile at least sug- 
gests certain more serious problems than the other groups have. It appears 
that feminine interests are uniquely high, and concern about health uniquely 
low, while Depression, Psychasthenia, and Schizophrenia were also high. The 
traditional analytic concern with possible sexual problems (if we may infer 
this from strong feminine interests), and nonconcern with organic problems, 
were substantiated. Variability was the least for this group. 

At the other extreme, the Clinic group has a uniquely paramount overcon- 
cern with health, was higher on most other scales, and was relatively low in 
feminine interests. A generally higher "disturbance" factor was suggested, 
with concentration on somatic complaints, which the medical emphasis of the 
clinic setting is particularly well organized to receive and treat. 

The Eclectic patients, as might be expected, constituted a generally "'in- 
between" group. Depression and Psychasthenia were their highest points, 
but were lower than for the other two groups. Variability was greatest for 
this group. 


SuMMARY AND CONCLUSIONS 


1. The problem of who sees whom for what in outpatient psychotherapy 
has been the focus of this paper. Such external factors as social status, educa- 
tion, and diagnosis have been studied before. This paper expands the evi- 
dence to include personality characteristics of patients seeing therapists in 
three different settings in a single large urban community. 

2. Three treatment groups were studied: 37 patients being seen for psy- 
choanalytic therapy (Analytic group), 75 patients being seen by eclectic 
psychiatrists (Eclectic group), and 48 patients in treatment at a veterans' 
outpatient clinic (Clinic group). White males and females were studied sepa- 
rately for the first two groups, white males only for the third group. The 
Minnesota Multiphasic Personality Inventory was the basis of personality 
analyses. 

3. The therapy groups as a whole appeared to differ from the population in 
general, in being better educated, younger, and higher on all personality test 
scales, particularly Depression and Psychasthenia, and in Obvious as con- 
trasted with Subtle symptoms of emotional disturbance. 

4. Bearing out prior assumptions, Analytic patients were younger and 


better educated than the other two groups. They also were seen the most 
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frequently of all groups, and longer than the Eclectic. Their major personal. 
ity characteristics appeared to be feminine interests, and a relative lack of 
somatic problems. They also were the most homogencous group. The males 
of this group appeared to be somewhat more disturbed generally than the 
females. 

5. Clinic patients, also as expected, were older and less well-educated than 
the Analytic group. Their most conspicuous personality test characteristic 
was overconcern with health, with greater general psychological disturbance 
also present. 

6. The Eclectic group was generally in between the other groups. It did, 
however, show the greatest variability, suggesting that it inciuded a broader 
range of cases personalitywise than the other two groups. The females ap- 
peared to be somewhat more disturbed than the males. 

7. A gradient among the three therapeutic settings suggested itself, as 
expected, in terms of age and education, favoring the Analytic group, with 
the Clinic group at the other extreme. Personalitywise, however, it is difficult 
to describe such a gradient. The same two extreme groups are differentiated, 
primarily with regard to feminine interests (Analytic), and somatic concerns 
(Clinic), but both appeared to be somewhat more disturbed psychologically 
than the Eclectic group, and to receive longer treatment. 
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YO! GUES and students who have been present in consultation ses- 
A sions with various agencies have often remarked that they would be 
re active than I in consultation, i.e., reply to more questions or respond to 

implicit requests and demands. They have additionally commented 
lat they noticed that after I listened for some time my comments often did 

It seem to answer directly the consultees’ queries and demands and yet 
med to help them, often relieved anxiety, and resulted in the consultees’ 
tio ing more effectively on their job as was borne out by subsequent 


A recent juxtaposition of a number of such incidents has led me to this 
inical note. 

I have come in the past ten years to recognize that the consultee or group 
of consultees usually present work problems which reflect neurotic conflicts. 
These conflicts, in my experience, express themselves in a central theme dur- 
ing the consultation session. I have therefore learned to wait until I could 
form a hypothesis about the nature of the conflict theme and until such a 
hypothesis was validated by the continued comments of the consultee. I have 
nd that only then could I respond relevantly and helpfully to the consul- 
tee. This is not to say that comments and interaction by the consultant may 
ot help the consultee state the theme more clearly. Thus in a recent school 


possible outcome of the conference that they were able to discuss methods by 

which the youngster could be helped. 

_ The variety of themes and how they may be recognized and worked with 

needs further exploration and description. The efforts of Dr. Gerald Caplan 

ind his group in the Harvard School of Public Health to conceptualize the 

_ * Formerly Consultant, Stockton Unified Schools, San Joaquin County Schools, Probation and Health 
E. 
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consultation process and to document it give promise of delineating many 
such aspects of consultation. Perhaps Dr. Caplan’s greatest encouragement to 
mental health consultants is that each must examine and conceptualize his 
own work and add his own research findings to the growing knowledge in this 
field. It is in this vein that I hope this clinical note will stimulate critical eval- 
uation and reaction to this concept in mental health consultation. 

In summary, my experience has shown that much as in the psychothera- 
peutic interview the consultation session usually has a central theme which 
when understood reveals the conflicts of the consultee which prevent ade- 
quate functioning on the job, and which when understood and responded to 
by the consultant helps the consultee in his work. 


IN MEMORIAM 


SOL WIENER GINSBURG, M.D. 
1899-1960 


E impact of Sol Ginsburg’s living as a man and as a psychiatrist has 
been vividly meaningful and far-reaching. Correspondingly, his death 
touches the lives of very many of us and in many ways—colleagues, friends, 
students, patients and the large numbers who have been and will continue 
to be helped indirectly by his work. 

The American Orthopsychiatric Association has suffered a special loss be- 
cause, in a sense, Sol Ginsburg through his life work personified principles of 
Orthopsychiatry. A member and fellow of the Association for many years, 
Sol contributed significant articles to the AOA Journal. He had served on its 
Editorial Board since 1948. His articles in THE Journat exemplify, both as 
to choice of topic and mode of its development, his commitment to Ortho- 
psychiatry: 1) “Aspects of Psychiatric Clinic Practice,” April 1948 (with 
Winifred Arrington, M.S.S.); 2) “The Problem of Occupational Choice,” 
January 1950 (with Eli Ginzberg, Ph.D., Sidney Axelrad, D.S.Sc., and 
John L. Herma, Ph.D.); 3) “Mental Health and Social Issues of Our Times,” 
April 1950; 4) “Values and the Psychiatrist,” July 1950. In all four, the in- 
terdisciplinary approach was intrinsic to the content, while authorship, in 
the first two, was shared with members of other disciplines. 

We can appreciate the extent and consistency of this professional philos- 
ophy by recalling that Sol was coauthor of several major books: The Ineffec- 
tive Soldier (a three-volume study), The Unemployed and Occupational 
Choice, all stemming from his longstanding professional team membership 
as consultant in psychiatry to the Columbia University Council for Research 
in the Social Sciences and its Conservation of Human Resources projects. 
In addition to these broad-gauge investigations and publications, Sol ex- 
pressed similar basic principles through other aspects of his work: as clinician 
and teacher, and through his outstanding activities and leadership roles in 
many community agencies and professional organizations. To name but a 
few, and most recent of the latter, he served as appointee of the Mayor on 
the New York City Community Mental Health Board and was a past presi- 
dent of the New York Society for Clinical Psychiatry, as well as of the Group 
for Advancement of Psychiatry (GAP). He was also the first chairman of 
GAP’s Committee on Social Issues, to which he made reference in two of the 
Ortho articles referred to above, i.e., “Mental Health and Social Issues of 
Our Times” and “Values and the Psychiatrist.” 
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Because of this Committee's evident relevance, therefore, to some of his 
key formulations, and because as a fellow member it gave me a treasured op- 
portunity for close access to the quality of Sol’s thinking and personality, I 
find myself drawing on that experience in trying to convey something of his 
uniqueness for so many of us. An inventory of his accomplishments as a dis- 
tinguished and gifted scientific thinker, teacher, investigator, psychothera- 
pist and social action statesman, though all true, cannot do justice to this 
man whose rare personal attributes were so harmoniously and productively 
at the disposal of his outstanding professional abilities. Erudite and patient, 
courageous without bombast, controversial without rancor, he threaded his 
quiet way through confusions and heated altercations with wisdom and 
clarity, humor and warmth, and resolute adherence to principle without 
smugness. He was widely respected and beloved; one felt the flow of his own 
affection and respect for those about him, even in disagreement. 

Perhaps some of the content and flavor of Sol’s contributions as an 
Orthopsychiatrist is best documented in his own words via some charac- 
teristic excerpts: Because “ , . . social issues have a direct and important 
bearing on mental health . . . ultimately a frank avowal of the social re- 
sponsibility of the psychiatrist is required. Understandably this is a disquiet- 
ing concept; . . . we cling tenaciously to the notion that we can isolate the 
clinical experience from the social . . . . There is no separation between per- 
sonality and society, but rather an ever-present continuum of forces, mu- 
tually interacting." “For the field of mental health to attempt to teach the 
other disciplines that study social phenomena how to deal with them would 
be presumptuous; for it to fail to contribute what it can on the basis of its 
special knowledge would be irresponsible.’ 

Conceptual and technical problems of dealing with interactions of social 
reality and personal psychodynamics—including the question of scientific 
objectivity—led Sol to consider “the role of value systems in the psycho- 
analytically oriented psychiatrist's life and work; ... values are essential 
parts of our self-regulating system . . . . [They] not only reflect our inner 
needs and our personal system of choices, but they are clearly influenced by 
the cultural system and its sanctions and disapprovals . . . we still seek what 
I believe is a spurious goal in our quest for objectivity; what we need is à 
recognized subjectivity, a free and acknowledged awareness of our own val- 
ues and the role they play in our therapeutic efforts." In a similar vein he 
had written: “I believe much of our [psychiatrists'] hesitancy about social 


! Mental Health and Social Issues of Our Times, THE Journat, 20: 266-280, 1950. 

* "The Mental Health Movement: Its Theoretical Assumptions," in Ruth Kotinsky and Helen P. 
Witmer, Eds., Community Programs for Mental Health (Cambridge, Mass.: Harvard Univ. Press, 1955)- 

3 Values and the Psychiatrist, Tae Jourwat, 20: 466-478, 1950, 
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would be alleviated if we would frankly face the fact that value 
ts are inevitably involved in our work, that the determining factors 
ch judgments are multiple, often unconscious and never solely intel- 


, Sol had the inner courage, mental discipline and integrity to live 
his own precept to “face frankly.” He is deeply missed. Learned and 
learning, gentle and manly, Sol Ginsburg in the true sense was both 
lar and a gentleman. 

ViotA W. Bernarp, M.D. 


Mental Health Movement: Its Theoretical Assumptions,” op. eit. 


BOOK REVIEWS 


Critica, Incipents IN PSYCHOTHER- 
ary, Edited by Stanley W. Standal, 
Ph.D., and Raymond J. Corsini, 
Ph.D. Englewood Cliffs, N. J.: Pren- 
tice-Hall, 1959. pp. 396. $6.95. 


The editors of this rather curious 
book, which lacks both a clearly defined 
audience and frame of reference, are 
clinical psychologists, apparently with 
considerable experience in psychother- 
apy. According to the dust cover they 
are: 

Presenting for the first time a super 
case conference between two [sic/] 
covers—23 problems drawn from the ac- 
tual work of practicing psychotherapists 
—commented on by 28 leading psychol- 
ogists, psychiatrists, clergymen and 
social scientists, 

The idea behind the book is rather 
interesting: to invite presumably exper- 
ienced psychotherapists to select a spe- 
cific incident in the course of treatment 
of a patient or client which they deem to 
have been "critical"; to comment on it 
and then to pose various questions to a 
group of consultants, who would com- 
ment on the incident from the special 
vantage points of their respective pro- 
fessions and experience and with that 
most special advantage of all—retro- 
spective wisdom. As Jerome Frank re- 
marks in a comment on the technique of 
one of the therapists, “Had I been able 
to perceive it at the time as well as I can 
in retrospect, I would have... ete.” 
Alas, such reflections are shared by all of 
us, but one of the greatest challenges in 
therapy, as we all know, is the necessity 
to react promptly to a situation as we 
meet it, and in the last analysis there is 
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small comfort in retrospective rumina- 
tion. 

It is necessary to point out that the 
incidents themselves are inadequately 
described, often pulled out of context, 
with little supporting clinical data, often 
without even a diagnostic impression— 
all of which must have made the consult- 
ants’ task extremely difficult and 
tempted them to what the editors call 
“offbeat” speculations, mostly, I take it, 
their own projections. And I was startled 
by the contrast between the patent in- 
adequacy of the data and the definite 
conclusions which so many of the com- 
mentators found it possible to draw from 
these bits and pieces of clinical records. 

The titles of some of the chapters are 
indicative of the general tenor of the 
volume: “Don’t Give Me Up”; “Behave 
Yourself”; “I Love You, Doctor”; “I'll 
Kill You If You Leave Me”; “Go Plumb 
to Hell”; etc. They sound faintly like the 
titles of old-fashioned two-penny novels 
of another century rather than of chap- 
ters in a modern scientific book. 

I believe the editors made their first 
mistake when they addressed the book 
to a “variety of readers”: the profes- 
sional psychotherapist or counselor; the 
student psychotherapist wishing “to 
broaden his purview of psychotherapy 
will discover startling similarities among 
authors whose isolated writings may ap- 
pear poles apart” (but what of the even 
more startling differences?); and exper- 
imentalists and. theoreticians who "will 
find these speculative flights thought- 
provoking.” In addition to all this, “The 
editors have discovered that lay readers 
find the material fascinating”; and, 


ally, “It has even been used with con- 
table success as adjunctive biblio- 
py with less disturbed cases." It 
plain to me that no one book can 
fully reach all these audiences and 
that the effort to do so threatens the kind 
of scientific, accurate criteria which such 
ection requires. 
pproximately four hundred psycho- 
herapists "were invited to submit ‘cri- 
tical incidents' of theoretical, procedural, 
y ethical interest." The notion of 
ethical" interest in psychotherapy is a 
lenging one which invites comment, 
Nit space limitations do not permit. Un- 
brtunately, pertinent or rewarding com- 
ents on this aspect of psychotherapy 
re meager in the book itself. They were 
jo asked “to suggest the ‘consultants’ 
rs’ quotation marks] they would 
e to have comment on the critical 
ts." Forty-one critical incidents 
à chosen from those submitted and 
an imposing, if somewhat oddly as- 
ted, group of consultants was selected. 
These include such familiar figures as 
n vid Riesman who, in all modesty, 
‘states, “I am not a clinician and have 
“had ho experience as a therapist" (and 
_ there are others who have likewise had 
- no clinical experience whatsoever!); Carl 
Rogers; Nathan Ackerman; Iago Gald- 
ston; Albert Ellis, who is said to practice 
"rational psychotherapy" ( a humbling 
thought to the rest of us who believe 
that what we do, however inadequate, 
is at least not irrational!); Viktor Frankl, 
the founder of the school of logotherapy, 
or existential analysis; Rudolf Dreikurs, 
an Adlerian; Ashley Montague, the well- 
known anthropologist; Fay Karpf, whose 
ipproach to psychotherapy is “‘neo- 
kian, psycho-social, and interdisci- 
inary”; Elias Porter, who is said to be 
aged in research and development 


in the area of man-machine systems and 
the newly developed area of system 
training." This is but a sample—not, in 
all candor, "random," but certainly 
representative of the diversity of the 
group. 

The therapists also represent a broad 
and often ill-defined range of therapeutic 
practice, Their psychotherapeutic ap- 
proaches as described by themselves in- 
clude such terms as: "eclectic, modified 
psychoanalytic, Gestalt therapy, empha- 
sis on the interpersonal aspect of the 
analytic situation, psychoanalytic frame- 
work, systematic eclectic, unorthodox 
psychoanalytically oriented, psychoan- 
alytically oriented active psychotherapy, 
eclectic with a heavy weighting toward 
analytic, neo-analytic, client centered, 
essential non-directive, Rankian, Adler- 
ian.” Significantly, and unfortunately, 
none of them was what we still have to 
call a "classical, Freudian analyst." I 
approached this mélange with some ap- 
prehension, but I fantasied that maybe 
the numerous and in some instances un- 
familiar schools represented would lend 
tang and flavor to the book. I regret 
that this turned out not to be the case. 

I looked first for a definition of 
“critical incident." The editors offer no 
definition and obviously none was given 
the contributors, who picked their inci- 
dents pretty much on a free-wheeling 
basis. They range from pseudoreligious 
conversion phenomena, through frank 
and simple abreactions, to episodes of 
quite obvious transference and counter- 
transference phenomena often appar- 
ently unrecognized or at any rate not 
mentioned by the therapists. 

I start with the premise that every 
psychotherapist, of whatever school, 
knows full well that there are sudden, 
and at that moment difficult to explain, 


834 


incidents which challenge the therapist 
and are often worked through satis- 
factorily only months or years later. In 
my own experience, most of these are 
either abreactions or seemingly sudden 
shifts in the transference-countertrans- 
ference relationship. Often the dynamic 
factors represented in such shifts are 
quite obscure, even if the manifestations 
are relatively clear cut; they naturally 
alert the psychotherapist to the fact 
that something significant is going on 
and should cause him to seek out phe- 
nomena which may be involved, or to 
look for tensions that may be accumu- 
lating unconsciously. 

Perhaps an example or two will give 
the reader the flavor and quality of the 
book, which is essentially impossible to 
summarize or to epitomize in a brief 
review. These are truly random samples 
so far as I am aware. 

A hospitalized paranoid schizo- 
phrenic (my diagnostic impression) has 
been telling his therapist about some of 
his delusions and, in a state of beginning 
remission, discusses his relationship and 
feelings for his doctor. He then tells him 
of his feelings about a ward attendant, a 
"large Negro woman in her late thirties” 
who had befriended him and treated him 
with infinite kindness—love. Finally, he 
came to trust her and to share some feel- 
ing (verbal) relationships with her. As 
he improved he wondered about her 
interest and one day he asked her: “I 
felt that something was going on and 
that you were interested—but why?” 
She replied, “A few years ago my hus- 
band caught tuberculosis and had to go 
to a hospital. I started to work at a 
medical hospital but it wasn’t enough. So 
I came here and liked it better. I don’t 
know why I was interested ... maybe 
«++I guess ... it was because you were 
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sick ... you were a man .. . you were in 
trouble... I was a woman... and there 
was something I could do.” Subse. 
quently, in an almost complete remis- 
sion, he found his idyllic mother figure to 
be rather dull, unattractive and awk- 
ward: the wish versus the harsh realities! 
Even though commenting on such a 
clinically banal experience (and, inci- 
dentally, why "critical" ?), the comments 
themselves are quite interesting. Acker- 
man looks on this incident as “the story 
of true love of an extraordinary kind, 
which, in effect, saves the life of a sick, 
dying man"; he expands this in a moving 
description of the impact of love on the 
patient and relates it to mother love but 
adds, "It is a sad commentary on our 
culture, on the insincerities of conven- 
tional social relations, on the barrier 
imposed by the color line, that a pro- 
foundly meaningful bond of affection 
cannot be freely admitted. In this long 
postponed reunion, the love feeling can- 
not be fully shared and enjoyed. It is 
cloaked over by a clumsy, self-conscious 
casualness." He continues: "The loving 
of a patient and the inspired contagion 
of hope and faith cannot be prescribed. 
It must simply be there." No wonder 
the editors label this case "Love Was 
Enough." Jerome Frank suggests cau; 
tion concerning the reliability of patients 
communications, especially from post- 
psychotics. J. McV. Hunt points out 
that “this incident is interesting in that 
it suggests that there are subtle cues of 
interpersonal communication which 
have thus far escaped systematic organ- 
ization in psychological theory.” 
Over-all the comments are germane 
and interesting and speak eloquently of 
the large areas in psychotherapy which 
are still so poorly understood. Quite 4 
job, this psychotherapy, as Thorne com- 
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ments in connection with another inci- 
dent: 

Psychotherapy is the hardest kind of 
work, and both client and therapist 
must expect that nothing worthwhile 
can be learned instantly. To control 
emotions and motivations is the hardest 
task in life and requires years of patient 
practice. We interpret this fact to the 
client by the analogy of the Notre 
Dame football coach taking a green 
high-school kid and patiently hammer- 
ing him into a skilled quarterback. 


One more illustration must suffice. 
In the course of treating a 60-year-old 
patient with a severe psychoneurosis in 
a State Hospital, the therapist encoun- 
tered a whole array of complex and 
highly "successful" resistances. ““One 
day the patient interrupted me with an- 
other diatribe, ending with, ‘I suppose 
now you’re going to tell me that you are 
going to be my father and I am going 
to be the child and I must express all 
my feelings to you and all that balo- 
ney. " At this point, the therapist says, 
“I deliberately became aggressive. I 
began pounding the desk with my fist 
and shouted, ‘Dammit, look, why don’t 
you just quit this verbal diarrhea and 
let’s get down to the business of trying 
to understand yourself and stop beating 
on me? Whatever faults I have, and I do 
have a lot of them, have nothing to do 
with your problems. I’m a human being 
too and today has been a bad day. . . . ' " 

After this the therapy "improved." 

What really appalled me was the 
therapist's first question to the consult- 
ants: "How much countertransference 
WaS operating ...during the sessions 
** Although I would like to believe that 
there wasn’t any [my italics], I am afraid 

at is not the case." I must admit the 
Very question startled me; it was so 


revealing of the therapist's lack of train- 
ing, knowledge and experience. But the 
commentators do not seem to share my 
concern about this incident. Dreikurs, 
although he states that “he [the thera- 
pist] obviously does not understand the 
patient," suggests that "in becoming 
angry, in shouting and swearing and in 
using abusive language, the therapist 
came down from his high horse [Query: 
How and why did he get there in the first 
place!] and became a fellow human 
being.” Ellis feels that “... the thera- 
pist’s first, and simplest, hypothesis 
probably best explains the reasons for 
success. That is to say, the therapist’s 
dramatic [sic!] anger got through to the 
patient where more nondirective tech- 
niques had been previously ineffective." 
Frank feels the case illustrates “the 
problem of cultural stereotypes." (The 
patient was born in Germany. Personally, 
I doubt if so-called cultural factors 
played a significant role, if any, unless 
indeed they contributed to the thera- 
pist’s problems with his patient.) Rogers 
feels "there is no substitute for the 
genuineness and reality of the relation- 
ship." Whitaker states, “... there is a 
great deal of countertransference in- 
volved here and I am thankful for it [my 
italics." And Wolff feels it represents a 
“use of countertransference.” 

These brief extracts hardly do jus- 
tice to the comments, many of which are 
rich in understanding and often frankly 
critical. I could not conceivably recom- 
mend this volume as bibliotherapy or as 
a textbook for students. But an expe- 
rienced psychotherapist, whobrings along 
the corrective of his own knowledge and 
experience, will find much to interest 
and, I am afraid, to dismay him. What 
a long, hard road lies ahead before we 
will have learned enough about psycho- 
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therapy, not to reduce it to one stereo- 
typed method (that day will, fortu- 
nately, never come) but at least to give 
us better understanding, knowledge, 
data, even convictions than we now 
have. And this despite all the writing 
and talking about psychotherapy, in- 
deed all the “doing.” It remains a highly 
personalized, essentially idiosyncratic 
device in which one person “helps” an- 
other, without re/iable guideposts, much 
less "rules," and acts essentially on 
intuitive, most often unconsciously 
determined, “hunches.” The fact is that 
even in this year of the new decade psy- 
chotherapy is still inadequately under- 
stood and, most important, inadequately 
studied. This is a sobering fact, and if 
anyone doubts it he has but to read this 
book to find it documented on every 
page. Sol Wiener Ginsburg 


CONCEPTUAL AND METHODOLOGICAL 
PROBLEMS IN PSYCHOANALYSIS. 
Leopold Bellak, M. Ostow, E. Pum- 
pian-Mindlin, A. H. Stanton, and 
T. S. Szasz. New York: Annals of the 
New York Academy of Sciences, Vol. 
76, Art. 4, 1959. pp. 161. $2.75. 


In March 1958, Bellak brought to- 
gether several analysts, a political scien- 
tist and a psychologist to discuss con- 
ceptual and methodological problems of 
psychoanalysis. Formal papers by Szasz, 
Stanton, Pumpian-Mindlin, Bellak and 
Ostow were followed by discussions by 
Brenman, Ekstein, Kubie, Leites, Mir- 
sky, Sanford and Wolfenstein. 

In contrast to a number of other 
conferences, this one was held together 
by a unifying viewpoint—the psycho- 
analytic one. The monograph therefore 
disseminates a spirit of mutual under- 
standing even though agreement on a 
number of issues was not reached. Be- 
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cause of the importance of the ideas 
dealt with, this review is lengthy even 
though the monograph itself is brief, 

The first paper, by Szasz, is “Some 
Aspects of the Libido Theory.” Accord- 
ing to him, the libido theory is a primi- 
tive, psychosomatic hypothesis and “as 
originally constructed, it was not con- 
cerned with problems of human experi- 
ence and human relationships.” Further- 
more, “the concept of libidinal zones has 
been criticized chiefly on the grounds 
that it involved the postulation of un- 
verified (and probably unverifiable) 
physical changes in body parts.” And 
further, in regard to questions of libid- 
inal aims, the principal problem is the 
merit of Freud’s proposition that the 
libido aims for pleasure. This has been 
contrasted with Fairbairn’s reformula- 
tion, according to which the libidinal aim 
is object contact. He further states, “It 
has been suggested that the libido theory 
has, among other things, superimposed a 
medico-therapeutic world view as à 
moral scheme on the existing ethical 
belief systems of Western Christian cul- 
tures." 

The first discussant, Sanford, gave a 
clear and balanced review of Szasz’s 
contribution. He was quite surprised to 
find, among other criticisms, Freud ac- 
cused of "opening the way for the crea- 
tion of a diversity of different instincts 
or drives. I have heard a great many 
criticisms of Freudian theory, but this 
one is new to me. . . . The essence of the 
Freudian theory...is positing just two 
instincts, sex and aggression." Both 
Sanford and Ostow were astonished by 
Szasz's complaint that Freud attempted 
to impose an ethical view, and both 
pointed out that in general the opposite 
criticism has been made of Freud. While 
agreeing with Freud's “original concep- 
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tion of instinct, i.e., it is the demand that 
the body makes upon the psychological 
apparatus,” Kubie feels that the libido 
was an abstraction introduced by Freud, 
which, however, does not conform “to 
our growing knowledge of neurophysiol- 
ogy. My own conviction is that the libido 
theory violates much basic knowledge 
both of energetics in general and of the 
physiology of the nervous system in 
particular.” 

In a paper entitled “Propositions 
Concerning Object Choices,” Stanton 
gives a lucid account of some of the basic 
difficulties of analytic views on object 
choice. In this connection he discusses 
drive theory and says that “psychoan- 
alysts ... have tried in many cases to 
reduce the instinct or the theory to an- 
other set of scientific statements. ... 
However, the greatest danger is that the 
premature reductive statement is likely 
to be soporific, giving author and reader 
alike the comforting illusion that they 
know something that they do not know.” 
Stanton coins a scientific epigram of 
considerable merit: “I suspect that some 
Process is involved whereby rigor of 
Statement is inversely proportional to 
the amount of information achieved in a 
study.” He then discusses concepts of 
self and not-self, of narcissism, of choice 
of external objects, and of object choice 
in later life. 

In the discussion, Wolfenstein makes 
a number of sound semantic distinctions. 
She further points out that various an- 
alytic terms, acquired by analysts dur- 
ing their training period, such as libido, 
harcissism, object cathexis, are absorbed 
in a context that invests them with 
Strong positive feelings in which “love 
and respect are mingled.” Considerable 
resistance, she implies, is therefore to be 
found among all analysts against clar- 
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ifying these terms and even more against 
changing them. Sanford offers a valuable 
contribution by removing some of the 
awe present among analysts today about 
the philosophy of science and of opera- 
tionism in general. Szasz makes the 
interesting point that “‘the psychoanalyt- 
ic method becomes a rather peculiar and 
unique method of transmuting private 
data into public data.” 

The third paper, by Pumpian- 
Mindlin, is entitled “Propositions Con- 
cerning Energetic-Economic Aspects of 
Libido Theory: Conceptual Models of 
Psychic Energy and Structure in Psycho- 
analysis.” In this erudite paper, he is 
particularly occupied with describing the 
evolution of what he conceives to be 
models in Freud’s conceptual develop- 
ments. The earliest model, found in the 
“Project for a Scientific Psychology,” 
represents, he says, a neuronal structural 
model. Freud gave this up, as is known, 
and then developed a model “stemming 
from the physics and physiology of his 
time. Of particular interest to us is his 
conceptualization of psychic energy in 
terms of a fluid current.” According to 
Pumpian-Mindlin, Freud’s discovery 
that psychic traumata reported by his 
patients were not real, but were the 
products of fantasies, moved him to 
change his concept of the psychic appa- 
ratus and to develop the topographical 
model which Pumpian-Mindlin con- 
siders a closed system. He further sug- 
gests that in 1923, in The Ego and the 
Id, Freud again recast his “closed- 
system hydraulic model” into an open- 
system model (ego, id, superego) as a 
result of changes occurring in the science 
of physics. This new, open system is 
further characterized by its emphasis on 
the field concept rather than on what 
might be called substance. Pumpian- 
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Mindlin says: “Ego, id and superego are 
no longer spatial localizations as were 
Cs, Pes, and Ucs, but rather fields ... 
in which energy is present and organized 
in different ways. From a spatial point 
of view they will be seen as structures; 
from a temporal point of view they will 
appear as functions.” 

Sanford begins the discussion of 
Pumpian-Mindlin’s paper by asking: “Is 
this trip really necessary? Must we learn 
all these terms from physical science in 
order to keep up to date in psychoan- 
alytic theory-making?" Ostow makes the 
valuable point that Freud never im- 
plied that instinctual energy was a direct 
function of metabolic energy, and that 
one should not pass directly from the 
question of how much metabolic energy 
is available or needed by the brain to 
questions of instinctual energy. 

Leites asks a cogent question, which 
applies to many aspects of the sympo- 
sium, to which unfortunately little atten- 
tion was paid. “What,” he asked, “were 
the clinical observations that seemed 
entirely unmanageable by the old 
‘model’ ?” 

Ekstein points out that the spatial 
model stressed organization; the tem- 
poral point of view stressed interaction, 
growth and change. These analogies, he 
says, live side by side, and “inasmuch 

. as each has a communication function 
++.we wish to keep them." He adds 
that we must pay a price for retaining 
both, namely, “the lack of theoretical 
clarity.” 

The next presentation is “The Un- 
conscious” by Bellak. He stresses the 
existence of a continuum conscious- 
unconscious and of a continuum of 
thought processes from the most pri- 
mary to the most secondary. Bellak 
points out that certain physiological 


processes have no specific mental repre. 
sentation and that through the failure 
to understand this, “some of the propo- 
sitions of psychosomatic medicine were 
largely misconceived." Bellak adds to 
the list of forms of unconsciousness, a 
type he entitles “configurational” un- 
consciousness. This appears to refer to 
the Gestalt of several experiences which 
“merge subtly into each other” to form 
a pattern. He speaks of the process of 
Gestalt formation “‘as being in principle 
inaccessible to consciousness.” '"How- 
ever, during analysis many forms of 
‘configurational unconsciousness’ can be 
made conscious and reconstituted, and 
these forms of configurational uncon- 
sciousness are the bases of psychother- 
apy and psychoanalysis.” 

In her discussion, Brenman describes 
a number of increasingly differentiated, 
hypnotically suggested, dreams which 
can be placed on several points of the 
continuum — consciousness-unconscious- 
ness. Kubie feels that there are a number 
of internal contradictions in Bellak's 
approach to the problem of the uncon- 
scious, preconscious and conscious. He 
then briefly presents his own hypothesis, 
in which preconscious sampling appears 
to play a central role. Somewhat in 
opposition to Bellak, Ostow considers 
that drives may be susceptible to per- 
ception. Leites objects to the introduc- 
tion of probability theory by Bellak be- 
cause he feels there is insufficient mate- 
rial to which to apply such a principle. 

Ostow gave the final paper, entitled 
“The Structural Model: Ego, Id, and 
Superego." This scholarly paper is essen- 
tially, at least in one of its aspects, à 
small textbook of psychoanalysis, inas- 
much as it traces in detail, by quotation 
from Freud's various papers, the devel- 
opment of each of the institutions of the 


tow sees the structural hypothe- 
of Freud as “an attempt to devise a 
ory of psychic function and structure 
il be consistent with the instinct 
and that will comply with clini- 
t." The argumentation and the 
iscussion are very closely knit and much 
Do detailed to be presented here. I 
ily select one apparently new contri- 

on to ego psychology. This is what 
calls an ego supplement which 
ts of a microcosmic reproduction 
Ie external world, complete not only 
he sense that all relevant images are 
ssented, but also in the sense that it 
des rules for prediction." This ego 
nent is more or less equivalent to 
preconscious and enables an indi- 
ridual to act economically and efficiently 
n satisfying his wishes. A discussion of 
localization of psychic activity, in- 
ed in this paper, cannot be gone into 


In opening the discussion, Ekstein 
out that the historical discussion 
choanalytic concepts includes the 
of establishing “explicit rules for 
lier and later usages, and to define 
eir limits.” Most of our theoretical 
tructs, he further states, are “de- 
d primarily from psychoanalytic, 
tic technique.” There are indi- 
s, he says, that we are ready to 
‘on data other than those from the 
tic setting and that psycho- 
lytic theory is now also influenced by 
ratory experiments. 

- Wolfenstein, while impressed with 
tow's presentation, thinks that he is 
y dealing with hypothetical enti- 
and that his approach is not suf- 
tly empirical. Bellak does not see 
advantages to be found in Ostow's 
of the primitive ego and of the ego 
ement. Mirsky feels that most of 
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Ostow's formulations are extrapolations 
from ethology and not based on data. 
He is furthermore astonished by Ostow's 
formulation concerning the relation be- 
tween various drugs and instinctual 
energy and noninstinctual energy, feel- 
ing that data are unavailable for such a 
formulation. 

While I enjoyed the monograph very 
much and found it significant and timely, 
one aspect gives me concern. Through- 
out the symposium, phrases recurred, 
such as: “It is mandatory,” “It would 
be a good idea to,” “A task would be 
to,” “We should,” “The time has come 
to...” These constitute exhortations for 
analysts to pull up their socks and to 
iron out the contradictions in their 
theoretical underpinnings. 

These appeals sound like the drum 
beat of the worried “scientific superego” 
of analysts whose conscience troubles 
them that complete consistency is not 
found in analytic theory. These exhorta- 
tions beara similarity to those addressed 
to writers not to write about “trivial 
bourgeois” matters, but to concern 
themselves with “the lives of the toiling 
masses.” Actually, writers and analysts 
write about what interests them; and 
appeals to the sense of artistic or of 
scientific duty will probably not be pro- 
ductive. Those who are interested and _ 
spurred on by an experienced need for 
methodological reformulations will do so, 
as Colby, Szasz, and others have done. 
The value of their reformulations can 
then be discussed. 

It seems to me that one additional 
point, similar to the one raised by Leites, 
would be valuable to remember for fu- 
ture conferences on methodology in 
psychoanalysis. It would be good if 
specific examples were given which 
require a reformulation, or if specific 
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examples of contradiction within the 
theoretical framework were given and an 
attempt made to resolve them. Other- 
wise one runs the risk of demands for 
reformulations being made, primarily be- 
cause of lack of agreement with a given 
world view, with a view on physics, with 
views on biology and ethology, with 
views on sociology. However, the prime 
task of a body of psychoanalytic theory 
is to subdue the mass of psychoanalytic 
data to a number of general formula- 
tions. It is not its task to bring analysis 
into accord with the findings of other 
sciences. 

In a paper on Freud's scientific imag- 
ination, I was able to show that aspects 
of his theoretical formulation on behav- 
lor were in complete accord with the 
neurophysiological ones of Adrian, pub- 
lished 50 years later. If, as analysts, we 
obtain insight into the nature of the 
mind, we can rest assured that we can- 
not be in conflict with other sciences. 

Leo 4. Spiegel 


PsvcHoANALYSIS AND THE SOCIAL 
Sciences, Vol. V. Edited by Warner 
Muensterberger, Ph.D., and Sidney 
Axelrad, D.S.Sc. New York: Inter- 
national Universities Press, 1958. pp- 
297. $6. 


The papers of the 1958 issue of Psy- 
choanalysis and the Social Sciences are 
grouped into three main sections: “Psy- 
chobiography,” “Communication,” and 
“Anthropology and Religion.” This ab- 
stract will deal only with those articles 
which might be of particular interest to 
readers of Tuts JOURNAL. 

_ Saul Rosenzweig's “The Idiocultural 
Dimensions of Psychotherapy: Pre- and 
Posthistory of the Relations Between 
Sigmund Freud and Josef Popper Lyn- 
keus" indicates that "not only did 
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Popper anticipate Freud's dream theory 
but ... he went in some of his thinking 
beyond Freud into areas that border on 
so-called neo-Freudian revision." Rosen. 
zweig's aim is “to review the significance 
of Popper's general orientation and of 
his sole book of tales Fantasies of a Real. 
ist as this impinges on the psychology of 
the unconscious; to indicate briefly the 
common cultural core of both Freud and 
Popper, and primarily to introduce the 
reader to one story ... which shows 
Popper's idiocultural awareness." Rosen- 
zweig then discusses the relationship of 
idocultural awareness to psychotherapy. 
Janis’ “Emotional Inoculation: 
Theory and Research on Effects of 
Preparatory Communications” deals 
with attempts to prepare people to face 
external dangers. Janis draws upon the 
work of the Yale group of psychologists 
in communication, on his own studies of 
the effects of air warfare and his very 
recent research on surgical patients. He 
combines psychoanalytic propositions 
and the techniques of the psychoanalytic 
interview with the standard techniques 
of the behavioral scientists. He con- 
structs a tentative theory of what will 
happen “if, for any reason, a person fails 
to do the work of worrying prior to being 
exposed to actual danger or loss,” and a 
set of recommendations for adequate 
emotional inoculation. Judd Marmor's 
“The Psychodynamics of Realistic 
Worry,” while written quite independ- 
ently of the paper of Janis, distinguishes 
between anxiety and realistic worry, and 
explores the mechanisms of the ego in the 
healthy use of realistic worry. 
^ There is a posthumous paper by 
Géza Réheim, “The Western Tribes of 
Central Australia: Their Sexual Life,” 
which contains material about the sexual 
life of the native children, and a com- 


on between unconscious factors in 
sexual lives of Australian natives and 
Western peoples. 

— With the next issue, this series will 
"beknown as The Psychoanalytic Study of 
‘Society. Editor's Abstract. S.A. 


Motives IN FANTASY, ACTION, AND 
Sociery: A METHOD OF ASSESSMENT 
AND Stupy. Edited by John W. At- 
kinson. Princeton, N. J.: Van Nos- 
trand, 1958. pp. 873. $9.75. 


This is not a book that anyone will 
tad in one, or in a series of uninter- 
tupted sittings. It is probably a book 
should be reviewed in the same 
way. It is almost a thousand pages. It 
‘consists of 46 chapters, which are ac- 
tually the same number of papers. About 
half of these papers are reprinted from 
journals, about half specially written for 
‘this volume. There are three appendixes 
“which occupy 152 pages. These appen- 
dixes, together with Part II, 
— Method for Assessment of Motivation,” 
constitute rather complete manuals for 
| measuring affiliation, power and achieve- 
ment motives, based essentially on 
‘thematic apperceptive materials but 
- using some alternate methods as well. 
e rest of the book contains reports of 
7 research using this method of describing 
_ Certain human motives, and a number of 
theoretical articles. We have really, as 
the blurb on the jacket points out, “two 
in one.” And it might have been 
. better to publish two books rather than 
one, especially since there is considerable 
agmentation in the reports of research, 
and since some parts of the book seem 
father independent of other parts. On 
other hand, it may be a better teach- 
ing device to combine a manual for 
- administering and scoring a test and its 
Variants, with explications of a theory 
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of human motivation and its testability 
by means of a content analysis of the- 
matic apperceptive devices: pictures, 
stories about them, doodles, drawings 
and folk tales. 

Motives in Fantasy, Action and So- 
ciety is a report of ten years of work from 
1947 to 1958, by a number of authors, 
upon a variety of problems, centering 
about the analysis of human motivation, 
using essentially a method adapted by 
David McClelland for the Thematic 
Apperception Test devised by Henry A. 
Murray. It is this method which gives 
unity to the book. A number of motives 
are discussed, but the book really centers 
about measuring affiliation, power and 
achievement motives. The motives are 
handled much more in a social-psycho- 
logical, than in a clinical or psycho-bio- 
logical sense. 

Perhaps the most feasible way of re- 
viewing this book is to give some indica- 
tion of its content, and to single out 
those parts of the book which might be of 
greatest interest to the readers of Tuis 
Journat. 

Opening with a theoretical chapter 
by McClelland on “Methods of Measur- 
ing Human Motivation,” the first sec- 
tion contains a series of papers which 
deal with the relationship of various 
drives to thematic apperception. Drives 
such as hunger, need for achievement, 
affiliation, power, sex and fear are varied 
experimentally, and their effects on 
imaginary productions are tested and 
measured. The second section contains 
scoring manuals for the following mo- 
tives: achievement, affiliation, and power. 
It also presents two alternate methods: 
behavioral items in which the subjects 
were asked to explain the behavior, the 
responses then being scored for achieve- 
ment and affiliation; and the use of 


graphic expression to measure achieve- 
ment. The third section, “Motivation 
and Behavior,” presents a series of stud- 
ies dealing with the attempt to measure 
“individual differences in the strength of 
particular motives,” with how these can 
be analyzed, and with what these differ- 
ences in motivation may be related to: 
the situation, perceptual sensitivity, per- 
sonality correlates, etc. Readers of Tuis 
Journat may perhaps be most inter- 
ested in McClelland's “Risk Taking in 
Children with High and Low Need for 
Achievement." 

Part IV, “The Social Origins of 
Human Motives,” contains a theoretical 
chapter by McClelland, reprinted from 
his text on personality in which he at- 
tempts to show why early learning is so 
crucial in the formation of motives by 
drawing upon experiments from animal 
psychology, learning and psychoanalytic 
theory. Winterbottom's “The Relation 
of Need for Achievement to Learning 
Experiences in Independence and Mas- 
tery" indicates: 


That mothers of children with strong 
achievement motivation differ from mothers 
of children with weak achievement motiva- 
tion in the following respects: 


a. They make more demands before 
the age of eight. 

b. They evaluate their children's ac- 
complishments higher and are 
more rewarding. 

€. The total number of restrictions 
made through age ten is less but 
the total number of restrictions 
made through age seven is greater. 

d. Even though they make more re- 
strictions through age seven the 
number of demands they make at 


this early age exceeds the number 
of restrictions, 


Part V, “Motivation and Society,” 
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contains three studies which apply the 
measures developed for measuring mo. 
tivation to social factors of various kinds, 
Douvan's "Social Status and Success 
Strivings" tests the effects of social 
class on the achievement motive, The 
author anticipated that the success 
striving of middle class children would 
be relatively consistent, while working 
class children would respond more di- 
rectly to the presence or absence of ma- 
terial rewards. To put it in other terms, 
the achievement motive of middle class 
children would be internalized as a re- 
sult of the way they were socialized and 
of the patterns of achievement of their 
subculture. 


High school students from both so- 
cial classes were given a series of tasks 
under two reward conditions. In one, 
reward was limited to personal satisfac- 
tion derived from attaining a norm; in 
the other a material reward was added 
to this satisfaction. Following failure 
experiences (to induce deprivation) Ss 
in each condition were given McClel- 
land's projective test for achievement 
motivation. 

As predicted, the mean Achieve- 
ment scores for working class Ss under 
the two reward conditions showed 
greater variation than did the means for 
middle class Ss. Though members of 
both class groups responded similarly 
to the material reward condition, the 
achievement strivings of working class 
Ss dropped significantly when the ma- 
terial reward was absent, while the 
motivation of middle class Ss remained 
at approximately the same high level. 


Rosen's "The Achievement Syn- 
drome: A Psychocultural Dimension 
Social Stratification," using the same 
type of experimental situation as Dou- 
van, comes to findings which are in agree- 
ment with hers. 


McClelland in '"The Use of Measures 

man Motivation in the Study of 
" tests the strength of the 
evement motive in the period of 
mic growth and decline in classic 
ice, through 1) imaginative litera- 
and 2) the type of decoration and 
g of space in Greek vases. The two 
ithods and the two types of materials 
d the same results: “a high level of 
lievement motivation precedes eco- 
growth, a lower level of achieve- 
sent motivation precedes economic de- 
he.” This is indeed a remarkable piece 


ie it implies that McClelland and 
| co-workers have devised methods 
ch are really cross-cultural. (I have 
fitted the details of the discussion why, 
"instance, during the period of eco- 
growth, socialization of children 
$ such—because of the use of slaves 
ong the wealthy—that the achieve- 
men level would be low.) McClelland 
ls written a most sophisticated piece 
T psychosocial analysis, and I would 
bt want to give the impression that he 
duces the economic and artistic life of 
tient Greece to the achievement 
tive. What he does is to develop a 
odel for research which might be of 
lue to historians and which might 
hit the combination of historical and 
sychological hypotheses. 

Part VI contains eight papers, all 
tering about the nature of the instru- 
it used for measuring the specific 
discussed in this book. These 
ire probably the most technical papers 
1 the volume, but they may be of the 
t interest to clinical psychologists, 
the problems they discuss inevit- 
relate to the general problems of the 
ematic’Apperception Test. All the 


papers, in varying ways, deal with meth. 
odological problems of the use of the 
thematic apperception measurement of 
motivation. 

McArthur's paper starts from the 
position that we do not know exactly 
what the relationship is between the 
traits of the subject taking the Thematic 
Apperception Test and the traits con- 
tained in the stories he tells. McArthur 
presents rather neat experimental evi- 
dence to show that Self Projection, the 
simplest hypothesis, rather than Con- 
trast Projection, Complementary Pro- 
jection or Instrumental Projection “‘is 
sufficient to explain and predict a large 
portion of the content of TAT stories.” 

The next three papers center about 
efforts made to solve the problem of 
whether what is being measured by the 
achievement motive is actually a posi- 
tive desire to achieve, or a fear of failure. 
These are obviously rather different psy- 
chological phenomena, yet on the surface 
they may appear to be the same. Moul- 
ton presents an attempt to develop a 
projective measure of fear of failure. In 
three independent studies, Scott isolated 
sizable groups "who exhibited decreased 
tendencies to talk or write about the 
critical events in the presence of in- 
creased cues.” Scott indicates that this 
avoidance pattern is associated with fear 
of the critical event, as evidenced from a 
content analysis of the stories. Clark, 
Teevan and Ricciuti's research indicates 
that the achievement score may indeed 
be the same for those motivated by 
achievement and those motivated by 
fear of failure, and uses a test of level of 
aspiration centering about grades ex- 
pected, grades desired and grades that 
the subject would actually work for, to 
sort out the two groups. 

Atkinson contributes a theoretical 
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article which tries to answer the follow- 
ing questions: “What is a need or 
motive? How is the strength of a particu- 
lar motive related to overt adaptive be- 
havior? And how is the fact of a chang- 
ing level of motivational content in 
thematic apperceptive stories, both as 
a function of systematic changes in the 
situation at the time of testing and of 
the pictures used to elicit stories, to be 
reconciled with the conception of a 
motive, or need, as a relatively stable 
and enduring attribute of personality?" 
While it may not have been Atkinson's 
intention, he writes as if our knowledge 
of motives, personality and their rela- 
tionship to childhood stems from the 
work of Murray and McClelland. At 
least a bow might have been made in the 
direction of Freud, particularly since the 
discussion of the nature of a need and 
its satisfaction or lack of satisfaction is 
remarkably close to Freud's description 
of the aim and object of an instinctual 
impulse and the nature of tension and 
discharge. 

It may be most economical to give 
Atkinson's answers in his own words as 
far as possible. “A motive, or need, is a 
disposition to strive for a particular kind 
of goal-state or aim, e.g., achievement, 
affiliation, power.” In answering the 
second question, Atkinson makes a dis- 
tinction between motive as a latent dis- 
position, and motivation as an aroused 
state activated by situational cues. In 
general terms the relation to behavior is 
a "joint function of the motives of the 
individual, and the expectancies of mo- 
tive satisfying consequences elicited by 
situational cues." The answer to the 
third question resembles, as would be 


expected, the answer to the second 
question: 
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Our conception of the determinants 
of the imaginative response is directly 
analogous to our conception of the joint 
role played by motives and situationally- 
aroused expectancies in the determina- 
tion of adaptive, instrumental acts. The 
cues preceding the test period and of the 
test situation itself are thought to 
arouse certain expectancies in each indi- 
vidual. This accounts for a base level 
of motivation before the first picture is 
even presented. . . . The pictures used to 
elicit stories are conceived as arousing 
particular kinds of expectancies of goal 
attainment which engage particular mo- 
tives of the individual. These are ex- 
pressed in the motivational content of 
the imaginative story. The story re- 
veals the kinds of associations that situ- 
ations similar to the one portrayed in 
the picture would elicit in the person in 
real life. 


Of the four final papers, three relate 
to problems connected with investiga- 
tion of the cue characteristics of the pic- 
tures used in the measurement of moti- 
vation: developing a measure of the cue 
value of the pictures which is not de- 
pendent upon the methods used for as- 
sessing motivation; determining what 
influence the cue characteristics have on 
the thematic content and whether pre- 
diction of thematic content from ratings 
made of the pictures is possible; the elu- 
cidation of variables requiring separate 
treatment in order to increase knowledge 
about an individual's score and its rela- 
tion to behavior, for instance, the dif- 
ference produced by relaxed and achieve- 
ment-oriented instructions in the testing 
situation, the cues in the pictures em- 
ployed in the test, the effects of the serial 
positions of the pictures upon the stor- 
ies produced, the optimal length of 
stories. 


BOOK REVIEWS 


The book concludes with three ap- 
pendixes: the first, designed to teach the 
method of content analysis for achieve- 
ment, affiliation and power; the second, 
containing practice materials for the as- 
sessment of the achievement motive 
through graphic expression; and the 
third, describing the pictures and giving 
instructions for their administration. 

This is an important book, the pro- 
duct of a tremendous amount of work, 
about an important problem, using 
methods which have a rationale and 
are not merely empirical. It is a difficult 
book, but anyone who masters it will 
have what I believe to be a powerful tool 
at his disposal for the experimental study 
of significant problems of motivation. 
The work presented in this volume rep- 
resents a potential link between the 
clinical and the social, between in- 
fantile and childhood socialization and 
the motivations of later life. Certainly, 
the relationship between motives and 
actual behavior has not been established, 
but this was not the task of this book. 
The book is permeated with the refresh- 
ing scientific ethic that the method and 
the concepts presented do not represent 
the final truth, but are in need of further 
Investigation and perfection. This atti- 
tude is likely to be the most certain indi- 
cation that the accomplishments of 
McClelland and his co-workers will con- 
tinue, Sidney Axelrad 


Famtty Worips: A PSYCHOSOCIAL 
Approacu to Famity Lire. Robert 
D. Hess and Gerald Handel. Chicago: 
University of Chicago Press, 1959. 
pp. 306. $5. 


. With the explanation that they be- 
lieve that new approaches to under- 
Standing family life are needed and that 
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“knowledge grows by instance and exam- 
ple as well as by generalization,” the 
authors of Family Worlds present their 
own method of study and analysis of 
the nuclear family. 

The family is defined as a small group 
in which the group—and its members as 
individuals—interacts within its own 
boundaries to accomplish various tasks. 
The study focuses upon those activities, 
attitudes, and responses which demon- 
strate the patterns through which the 
family attains its goals, and upon the 
impact these have upon the individual 
members. Recognizing that developing 
a pattern which gives form to the under- 
lying conditions of separateness and 
connectedness is a primary responsibility 
within a family, four other processes are 
identified as major: establishing a satis- 
factory congruence of images through 
the exchange of suitable testimony; 
evolving modes of interaction into cen- 
tral family concerns or themes; estab- 
lishing boundaries of the family’s world 
of experience; dealing with significant 
biosocial issues of family life. 

Chapter 1 elaborates on the meaning 
of these five concepts against which the 
families are to be analyzed and, in ef- 
fect, sets the theoretical framework for 
the rest of the book. The next five chap- 
ters are illustrative. Each one presents 
a family in considerable detail, evaluat- 
ing group interaction and individual re- 
sponses, with particular reference to 
the family tasks previously identified. 
There is a final comparative summary, 
pointing up that, because of the signifi- 
cance of unique adaptational responses, 
a greater understanding of the individual 
and the family can be reached through 
the application of pertinent selected con- 
cepts, such as those presented by the 
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authors. It is clearly indicated that, 
helpful as the broad sociological gen- 
eralizations may be, there are limits be- 
yond which they cannot be used in un- 
derstanding the individual family. By 
the same token, however well the clini- 
cian may understand the individual and 
his conflicts, a definitive evaluation will 
include an assessment of intrafamily 
‘interaction. 
` The total study included 33 families 
selected with criteria formulated to as- 
sure certain homogeneous features. 
Broadly, they can be described as non- 
pathological urban American nuclear 
families of similar ethnic backgrounds, 
but with variations in social class. The 
5 families used as case illustrations in 
this volume were chosen because they 
were each representative in their general 
characteristics and interactional pat- 
terns of several families in the original 
group. Material was obtained from each 
family through interviews and tests and 
participation was elicited both from the 
. family as a group and from each individ- 
ual separately. 
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It is possible to raise questions about 
the small sample and the method of se- 
lection of families, about whether defini- 
tive statements should be made on the 
basis of the materials gathered, about 
the particular interpretations of some of 
the responses. Indeed, the authors indi- 
cate their recognition that more research 
is needed and their hope that their find- 
ings will stimulate further study. They 
also make it clear that they are present- 
ing their interpretation of the material 
but that others may follow different 
lines or may disagree. 

'This is a book which one must read 
from beginning to end in order to develop 
a real appreciation for the depth and 
consistency of the approach used to un- 
derstand family life. As the case history 
of one family follows another and as the 
conceptual framework is applied to each, 
the conviction grows that the authors 
are presenting a dynamic and potentially 
useful way of analyzing family interac- 
tion, evaluating family stress, and their 
consequence upon the individual and 
the group. Dorothy Schroeder 
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NOTES AND 


THIRTY-EIGHTH ANNUAL MEETING 
STATLER-HILTON HOTEL, N.Y.C. 
MARCH 23, 24, 25, 1961 


The call for papers for the Thirty- 
Eighth Annual Meeting, to be held in 
New York City on March 23, 24 and 
25, 1961, elicited a large number of ab- 
stracts and suggestions from the mem- 
bers of our Association. The Program 
Committee has structured a program 
which will cover much of the broad spec- 
trum of orthopsychiatric interest, with 
emphasis on topics of particular concern 
to the World Mental Health Year. 

A Joint Session with the World Fed- 
eration for Mental Health, entitled “A 
Generation of World Tensions,” will pre- 
sent invited speakers who will discuss 
the implications of extended periods of 
unrest in terms of intra-national and 
international tensions. Related to this 
Joint Session will be two full-day sessions 
describing studies in migration and ur- 
banization in this country and abroad: 
North Carolina, California, Peru, Viet- 
nam and Sumatra. Still another session 
pertinent to the World Mental Health 
Year will be concerned with industrial- 
ization. 

One innovation in the 1961 meeting 
will be a group of panel sessions with 
provision for pre-registration. Among 
the topics for these panels are: rehabil- 
itation of older adolescents, aid to depen- 
dent children of unmarried mothers, 
recent developments in the use of the 
electroencephalograph, day care treat- 
ment programs and psychiatric services 
in parole work. Additional sessions will 
focus on studies in the areas of clinical 
practice, learning, physiology of brain 
damage, genetics and behavior, animal 


COMMENTS 


research, developmental pathology and 
other subjects of interest to those in 
orthopsychiatric practice. An unusually 
interesting session is anticipated from a 
group of papers on law and psychiatry. 

As in previous meetings, an extensive 
number of half-day and full-day work- 
shops will be conducted on topics widely 
representative of orthopsychiatric prac- 
tices. Joint sessions with other profes- 
sional associations have been continued 
as part of the annual meetings. 

In planning a program which will be 
comprehensive in scope and yet mean- 
ingfully structured, it is not always pos- 
sible to use many worthwhile abstracts 
proposed to the Committee when they 
do not meet the content needs of a panel, 
session or workshop. Another factor 
which influences the determinations of 
the Program Committee is the difficult 
problem of scheduling many separate 
meetings within the space facilities of 
even a large hotel. 

The Program Committee has at- 
tempted to serve the professional inter- 
ests of the membership in planning the 
Thirty-Eighth Annual Meeting and pro- 
viding for membership participation in 
all sessions. The initial response from 
members and their cooperation during 
the subsequent planning promise to 
make the 1961 meeting both stimulating 
and productive. 

AurnED M. FneEpuaN, M.D. 
Chairman, Program Commitiee 
MORTIMER SCHIFFER 
Assistant Chairman 


GENERAL 


The National Association for Mental 
Health has set up a foundation to con- 


848 


NOTES AND COMMENTS 


duct its research activities. William 
Malamud, M.D., is director. The 
NAMH Research Foundation will allo- 
cate grants for projects and programs 
concerned with the causes, prevention, 
treatment and cure of mental illnesses, 
and provide fellowships for medical stu- 
dents interested in research on mental 
illness. 


The Graduate Educational Program 
of the State University of New York 
Downstate Medical Center offers a two- 
year program of Research Training in 
Psychiatry leading to the degree of 
Doctor of Medical Science. Candidates 
who are accepted will be granted fellow- 
ships. Details from Office of Admissions, 
Downstate Medical Center, 450 Clark- 
son Ave., Brooklyn 1. 


Support for advanced study in the 
Doctoral Program in Social Work and 
Social Science at the University of Mich- 
- igan is available through a number of 
traineeships provided by the National 
Institute of Mental Health and by Rus- 
sell Sage Foundation. Details from Dr. 
Henry Meyer, School of Social Work, 
University of Michigan, Ann Arbor. 


The American Psychosomatic Soci- 
ety will hold its 1961 Annual Meeting 
at Chalfonte-Haddon Hall, Atlantic 
City, April 28, 29 and 30. 


Facts about fellowships for health re- 
search provided by federal and nongov- 
ernmental agencies are available in Fe/- 
i lowships for Health Research, a report 
issued by the National Health Council, 
1790 Broadway, New York 19 ($1 each). 


Single copies of How to Deal with 
Mental Problems, written by Harry Milt 
and sponsored by the Advertising Coun- 
cil and the National Association for 


Mental Health, may be obtained free of 
charge from Better Mental Health, Box 
2500, New York, N. Y. 


Jess Perlman, founder (1934) and 
director of Grove School, Madison, 
Conn., terminated his directorship and 
ownership of the school as of September 
30. Grove School is now solely owned 
and directed by J. Sanford Davis, Ph.D. 


OBITUARIES 


We are very sorry to report that Dr. 
V. V. Anderson, founder and director of 
the Anderson School, Staatsburg, New 
York, died on July 26, 1960. He was 81 
years old. Dr. Anderson was one of the 
organizers of the American Orthopsychi- 
atric Association and, indeed, was its 
“Temporary Chairman” in 1924. In his 
association with the National Committee 
for Mental Hygiene, he helped to estab- 
lish some of the first child guidance clin- 
ics in this country. He was a Fellow of 
the American Academy of Child Psychi- 
atry and a member of the American 
Psychiatric Association, the Progressive 
Education Association, the American 
Psychopathological Association, the 
New York State Medical Society and 
the New York Neurological Society. 


Dr. Percival M. Symonds, Professor 
Emeritus of Education at Teachers Col- 
lege, Columbia University, died on 
August 6, 1960, at the age of 67. Dr. 
Symonds devoted his career to research 
in educational methods, with particular 
attention to the psychology of teacher- 
child and parent-child relationships. He 
wrote extensively in the field of adoles- 
cence. He was the author of a score of 
books and wrote numerous articles in the 
fields of education and psychology. Many 
of his articles appeared in our JOURNAL. 


PROCEEDINGS OF THE THIRTY-SEVENTH 
ANNUAL MEETING ; 


of the 
AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, INC. 


February 25, 26, 27, 1960 
Tuurspay, FEBRUARY 25 
9:30 to 11:30 a.m. 


PnzsipENTIAL Session. President W. Mason Mathews, Ph.D., Presiding. 
Successful Adjustment: A Frame of Reference. W. Mason Mathews, Ph.D. 
Primary Affectional Patterns in Primates. Harry F. Harlow, Ph.D. 
Existential Bases of Psychotherapy. Rollo May, Ph.D. 


1:00 to 4:00 p.m. 


Session 4. MANAGEMENT OF THE BxAiN-DAMAGED Apotescenrt. William S. Langford, M.D., Chairman. 
Management of the Brain-Damaged Adolescent. Camilla M. Anderson, M.D., and H. B. Plymate, M.D. 
Some Psychological Aspects of the Management of the Brain-Damaged Adolescent in a Residential Setting. 

William C. Adamson, M.D., Alexander Hersh, and William T. Creasy. 
Management of the Brain-Damaged Adolescent. Maurice W. Laufer, M.D. 
"Adolescent Adjustment to Mild Brain Damage. Reginald S. Lourie, M.D. 


Session B. Treatment or Moruers, Gisela Konopka, D.S.W., Chairman. 


The Disguised Cry for Help (Narcissistic Mothers and Their Children). Sidney Love and Yonata Feld- 
man. 


The Syndrome of the Inconsistent Mother. Maurice J. Rosenthal, M.D. F 
Feelings and Reactions of Mothers of Stuttering Children, Observed in a Setting of Mother-and-Child 
Therapy. Gertrud L. Wyatt, Ph.D., and Helen M. Herzan, M.D, 
Discussant: William H. Brown, Ph.D. 


Session C. TRAINING 1N OrrHorsycuiatry, Robert C, Prall, M.D., Chairman. 


Special Training Problems in Psychotherapeutic Work with Psychotic and Borderline Children. Rudolf 


Ekstein, Ph.D. 


Status Perceptions of Psychiatric Social Workers and Their Implications for Work Satisfaction. Mark 
Lefton, Ph.D., Saloman Rettig, Ph.D., Simon Dinitz, Ph.D., and Benjamin Pasamanick, M.D. 
Personality Variables and the Choice of Psychiatry, Gerard G, Neuman, Ph.D. 
Discussants: Werner W. Boehm, Ph.D., and Lester B. Luborsky, Ph.D. 


Session D. TREATMENT OF THE CHILD SEPARATED FROM THE Parent BY DEATH or Divorce. Maurice R. 
Friend, M.D., Chairman. 


Vicissitudes in the Treatment 
reb, M.D, 


Clinical Observations Derived from Treatment of the Child Whose Family Pattern Includes Divorce. Exie 
E. Welsch, M.D. 


Discussants: Donald S. Gair, M.D., Joan Fleming, M.D., and Lucille Stein 


Session E. RECOMMENDATIONS FOR Prooram RESULTING rrom tHE New York City JUVENILE 
Detinquency EVALUATION Projecr, Charles L. Langsam, M.D., Chairman. 
Background and General Operation of the Project. Sophia M. Robison, Ph.D. 
Services and Projects in Relation to School Problems with the Delinquent Child. Ernest Smith. os 
The Problem as it Relates to the Police, the Courts and Institutions Serving the Delinquent. Jerome Liblit. 
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of Patients Who Lost a Parent During Active Oedipal Period. Joseph Wein- 
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Session F. Toran Care Procram ror tHe Hosprraizep Psycuiataic Patient. James M. Cunningham, 
M.D., Chairman. 
California's Emerging Programs for Psychotic Patients, William H. Wilsnack. 
The Developing Pattern of Services for the Psychotic Patient in New Jersey (From Asylums to Hospitals 
in New Jersey). Ve Terrell Davis, M.D. 
New York State Aftercare Clinics in New York City. Donald M, Carmichael, M.D. 
Discussant: Irene V. Tobias 


Session G. Assessment OF Measures or Prevention, Joseph J, Downing, M.D., Chairman. 
A Methodology for Evaluating a Delinquency Control Program. Bellenden R. Hutcheson, M.D., Jacob 
Hurwitz, Ph.D., Elizabeth Kaiser, and Saul Cooper. 
The Current Status of Secondary Prevention in Child Psychiatry. Leon Eisenberg, M.D., and Ernest M. 
Gruenberg, M.D. 
Discussants: Eva Rosenfeld, Ph.D., and Irvin H. Weiland, M.D. 


Session H. MEGACOLON IN CHILDREN. John F. Ryan, M.D., Chairman, 

A Study of the Changes in the Symptom and Behavior During the Progress of Treatment of a Psychotic 
Prepubertal Twin-Girl with Psychogenic Megacolon. Viola A. Brody, Ph.D., Irene M. Josselyn, M.D., 
Ner Littner, M.D., and Robert Westfall, M.D. 

Psychogenic Megacolon in Three Preschool Boys: A Study of Etiology Through Collaborative Treatment 
of Child and Parents. Justin D. Call, M.D., Mary F. Christianson, M.D., Fred R. Penrose and 
Marilynn Willner. 

Discussant: Julius B. Richmond, M.D. 


Session I. Avp10-VisvAL PnocnAM—I. Sevectep Menta Hearta Firms. A. D. Buchmueller, Chair- 
man, 


WORKSHOPS 


. Treatment of the Disturbed Adolescent in a Residential Treatment Center. Melvin Muroff, Ph.D., 
Chairman, Resource Participants: Joseph D. Noshpitz, M.D., Howard W. Polsky, Ph.D., Jack 
Scofield, M.D., Sidney Wasserman and Irwin R. Berman. Reporter: John Tribbey, M.D. 

2. Treatment Directed to the Personal Reorganization of the Delinquent Child in the Community. Harris B. 
Peck, M.D., Chairman. Resource Participants: Carmi Harari, Irving Kaufman, M.D., James E. 
McCarthy, Hugh P, Reed and Edward Stone. 

. Summary of Experience with Three Groups of Narcotic Addicts Who Were Voluntary Patients, Donald 

Gibbons, M.D., Chairman. Resource Participants: Leon Brill, Donald Gibbons, M.D., and Charles 

Winick, Ph.D. : 

The Use of Community Authority as a Part of the Treatment of the Delinquent Adolescent. Marjorie R. 

Landis, D.S.W., Chairman. Resource Participants: Marietta C. Babcock, Elizabeth B. Capron, 

Sherman Little, M.D., and Irving Schulman, Ph.D. 

- The Impact of Segregation on Child Development. H. James Crecraft, M.D., Chairman. Resource 
Participants: Aaron Brown, Ph.D., Laurie M. Gunter, Wilfred C. Hulse, M.D., and Carrie A. Young. 
Reporter: Frank B. Neiswender. 

. The Use of a Children’s In-Patient Service for Diagnostic Study and Short-Term Treatment. Dane G. 
Prugh, M.D., Chairman. Resource Participants: Janet Allen, Warren G. Augins, Robert G. Harlow, 
Ph.D., Esther Locklin, Dane G. Prugh, M.D., and Mary E. Wiedrich. 

- Accident Patterns in Children. Irwin M. Marcus, M.D., Chairman. Resource Participants: Mildred T. 

Faris, Edith Schulhofer and Wilma Wilson, Ph.D. 

Epilepsy: Prodromal Elements in Physiology, Psychology and Child-Rearing Practices. Abraham J. 

Simon, Ph.D., Chairman, Resource Participants: Arnold Abrams, Ph.D., Chester C. d'Autremont, 

M.D., Harry H. Garner, M.D., Samuel Peskin, James E. P. Toman, Ph.D., and Ethel Walsh. Re- 

porter: Frances Goodall. $ r 

. A Comprehensive Program for the Preschool Mentally Retarded Child. Lewis B. Klebanoff, Ph.D., 
Chairman, Resource Participants: Arthur J. Bindman, Ph.D., Donald H. Jolly, M.D., Samuel A. 
Kirk, Ph.D., Dorothy G. Tucker and Joseph Wortis, M.D. 
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10. Work with Parents of Children in Residential Treatment. L. Isobel Rigg, M.D., Chairman, Re 
Participants: Martin B. Fliegel, M.D., Pernilla Lembke, Frances Simsarian and Joseph G. 

11. The Use of Drug Therapy for Children as a Part of Guidance Clinic Treatment Program. G 
Lytton, M.D., Chairman. Resource Participants: Paul C. Benton, M.D., Hunter H, Comly, 
Irvin A. Kraft, M.D., Leon Oettinger, Jr., M.D., and Norman L. Tolo. ' 


4:00 to 6:15 p.m. 
BUSINESS MEETING (Members Only) 
6:30 to 7:30 p.m. 
DUTCH TREAT COCKTAIL PARTY (Members Only) 
8:30 to 11:00 p.m. 


Session A. RzsEARCH AND Irs Impuications ror Mextar HEALTH, (Joint Meeting with the V 
Federation of Mental Health.) Open Meeting. Frank Fremont-Smith, M.D., Chairman. 
The Research Enterprise in Mental Health Fields, William F. Soskin, Ph.D. 
Applications in Israeli Children's Court of New Procedure in Sex Assault Cases. Judge David Re 
World Applications of Social Science Insights. Mottram P. Torre, M.D. 


Fripay, Fesruary 26 
8:30 to 11:30 a.m, 
Session A. CuipHoop Psycnoses—Session I. Stanislaus A. Szurek, M.D., Chairman. 
The Psychoses of Early Childhood. J. Franklin Robinson, M.D. 


Studies of Perplexity in Mothers of Schizophrenic Children. Donald I. Meyers, M.D., and WilliamG 
farb, M.D. 


A Method for the Experimental Analysis of the Behavior of Autistic Children. Charles B. Ferster, Ph 
and Marian K. DeMyer, M.D. 
Discussant: Bruno Bettelheim, Ph.D. 


Session B. AnoLEscENCE—SEssioN I, Fritz Redl, Ph.D., Chairman. 
Depression in Children and Adolescents. James M. Toolan, M.D. 


Aggressive Behavior as a Means of Avoiding Depression. Henry L. Burks, M.D., and Saul I. H: rri 
M.D. 


The Fate of Behavior Disorders in Adolescence. Frederick J. Wertz, M.D. 
Discussants: Sybil A, Stone and David S. Thorsen, M.D. 
Session C. RESEARCH IN Moruer-Inrant [NTERACTION—SESSION I. Benjamin Pasamanick, 
Chairman. 
Physiological Correlates of Mother-Infant Interaction. Anna M. Kulka, M.D., Richard D. Walter, 
and Carol P, Fry, M.D. 
Some Specific Areas of Conflict Observed During Pregnancy: A Comparative Study Between Marrie 
Unmarried Pregnant Women, John G. Loesch, M.D., and Nahman H. Greenberg, M.D. 
Paranatal Stress, Parent-Child Relations and Cognitive Organization. Roger Bibace, Athol H 
Agnes Johnson and Hyman Caplan, M.D. 
Discussant: Harold J. Harris, M.D. 


Session D. PSYCHIATRIC PRACTICES IN ISRAEL AND THE Sovier Union, Richard Karpe, M.D., Chairma 
Some Problems of Technical Consultation in Israel. Gerald Caplan, M.D. 
Dynamic Psychotherapy in the Soviet Union. Isidore Ziferstein, M.D. 
Discussants: Mordecai Kaffman, M.D., and Milton Schwebel, Ph.D. 


Session E. Apvur Tuerapy. Lourene E. Bundas, Chairman. ; 
Pis ipn of Women with Severe Dependency Problems. Saul Scheidlinger, Ph.D., and Marjorie P 


4A Means of Involving Fathers in Family Treatment: Guidance Groups for Fathers. Herbert S. Stream. - 
Discussants: Cornelius Beukenkamp, M.D., and Roberta P. Foster 
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Sesion F. Corgon Mewrat Hear Paocsaus—Uiqus Factors tx Trearmewr Srrvartox, (Joint 
Session with the Mental Health Section, American College Health Association.) J. Allison Mon. 
tague, M.D., Chairman. 

Brief Piychotherapy with College Women, Technique and Criteria for Selection. Rex W, Speers, M.D. 
» Discussants: Alan Frank, M.D., and Samuel Peariman, Ph.D. 


Session G. Svyurosivu: Postic Sociat Poucy axo Juvenite Detiwquencr (Arranged by the Asocia- 
tion Committee on Social Issues). Norman V. Lourie, Chairman, 
Findings of the Joint Report of the Children's Bureau and the National Institute of Mental Health. Kath- 
erine B. Oettinger. 
A National Policy on Juvenile Delinquency. Senator Joseph S. Clark. Paper read by Raymond Gould. 


Session H. Tue Communrry, VotuyrEER Action, THe Fauitv anp Tae Mextar Patient. Milton E. 

Kirkpatrick, M.D., Chairman, 

The “Forgotten” Families, Edwin S. Zolik, Ph.D., Austin Des Lauriers, Ph.D., John G. Graybill, M.D., 
and Thomas Hollon, Ph.D. 

Faith, Training, Direction, Equals the Rehabilitation Volunteer. Sheldon Schweidel and Merton A. 
Berger. 

Pamphlets as Support for Families of the Mentally Ill, Bert K. Smith, Martha Edens, M. L. Ramsey 
and C, C, Collins. 


Session I. Aupio-VisvAL Procram—Il, Sececteo Mewrat HgAtvrH Firms. A, D, Buchmueller, Chair- 


WORKSHOPS 


. Psychotherapy with the Brain-Damaged Child. Walter Kass, Ph.D., Chairman. Resource Participants: 
Dorothy S. Fuller, Ph.D., Leonard Hollander, M.D., Sheldon R. Rappaport, Ph.D., Charles R. 
Swift, M.D., and Dorothy G. Wright. 

2. Variations in Treatment of the Chronically Ill Mental Patient. Gusta Thaun, Ed.D., Chairman. Re- 

source Participants: Beatrice H. Haskell, Helen Padula, Mary Schroedel and Barbara K. Varley. 

3. Treatment of the Adolescent (Section I). Evelyn E. Alpern, M.D., Chairman. Resource Participants: 

Albert Bryt, M.D., Chester R. Dietz, M.D., Solomon Kobrin, Povl W. Toussieng, M.D., Zygmunt A. 
Piotrowski, Ph.D., and Robert L. Schaeffer. Reporter: Sol Gordon, Ph.D. 

4. Treatment of Adolescents (Section IT). William F. Finzer, M.D., Chairman. Resource Participants: 
Irene M. Josselyn, M.D., and Calvin F. Settlage, M.D. 

. Treatment of the Adolescent (Section III). Kenneth I. Wollan, S.Sc.D., Chairman, Resource Partici- 

pants: James A. Garland, Edward Landy, Ed.D., and Elizabeth S. Makkay, M.D. Reporter: Alice 

Fleming, M.D. 

Treatment of Childhood Schizophrenia (Section I). Oscar B. Markey, M.D., Chairman. Resource 

Participants: Carl Fenichel, Ed.D., Sherman C. Feinstein, M.D., George L. Perkins, M.D., and 

Bruno Bettelheim, Ph.D. 

- Treatment of Childhood Schizophrenia (Section IT), William Goldfarb, M.D., Chairman. Resource 
Participants: Leon Eisenberg, M.D., William Goldfarb, M.D., Paula Elkisch, Ph.D., Henry W. 
Maier, Ph.D., Lucille R. Meyer, Donald J. Bourg, M.D., and Rudolf Ekstein, Ph.D. 

. Residential Treatment (Section I). Ralph D. Rabinovitch, M.D., Chairman. Resource Participants: 

Sara Dubo, M.D., and William C. Morse, Ph.D. 

Residential Treatment (Section II). Joseph Lander, M.D., Chairman. Resource Participants: Nicholas 

Fish, M.D., Louise H. Greenberg, Emily M. Hickey, Abraham G. Novick and Rena Schulman. 

10. Education of Emotionally Disturbed Children Within Public School System. Richard P. Apfel, M.D., 
Chairman. Resource Participants: George T. Donahue, Morton L. Elenbogen, Ed.D., Adele R. 
Gendler, Irene R. Kiernan, Ph.D., Kathleen Lolis, Sol Nichtern, M.D., and Margaret E. Porter. 

11. Communicating Mental Health Principles to School Guidance Counselors. (Planned by the Public Rela- 

tions Committee.) Rose Moran, Chairman. Resource Participants: Augusta Jameson, Ph.D., Solo- 

mon Lichter, Merle M. Ohlsen, William C. Offenkrantz, M.D., Frank L. Sievers, Ph.D., Marie 

Skodak, and Phyllis P. Van Vleet, Ph.D. 
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1:00 to 4:00 p.m. 


Session A. Cu1tpHoop Psycuoses—Session II. Stanislaus A. Szurek, M.D., Chairman. 

Childhood Schizophrenia and Mental Retardation: Differential Diagnosis Before and After One Year of 
Psychotherapy. Frances F. Schachter, Ph.D., Lucille R. Meyer, and Earl A. Loomis, Jr., M.D. 
Paper read by Naeema Al-Shama. : 

Adaptation of Treatment Techniques According to a New Classification of Schizophrenic Children. 
Irving Kaufman, M.D., Thomas Frank, M.D., Jeanette G. Friend, Lora W. Heims, Ph.D., and 
Ruth S. Weiss, M.D. 

; Discussant: Hyman Spotnitz, M.D. 


Session B. AvoLEscencE—DeE.inquency. Fritz Redl, Ph.D., Chairman. 
Ego Processes in the Internalization of a Sociocultural Identity: A Comparison of Delinquent and Non- 
delinquent Children. Irving Kaufman, M.D., and Lora W. Heims, Ph.D. 
The Antisocial Crisis in Psychotherapy with Delinquents. Carmi Harari and Jacob Chwast, Ph.D. 
Discussants: Emanuel Klein, M.D., and Joseph D. Noshpitz, M.D. 


Session C. Reseancu ın Moruen-Ivrant Inreraction—Session II, Benjamin Pasamanick, M.D. 
Chairman. 
Research on the Psychological Course of Pregnancy: Methodological Considerations. Dorothy S. Hunting- 
ton, Ph.D., and Grete L. Bibring, M.D. 
Some Factors Affecting Maternal Care in Sheep and Goats. Leonard Hersher, Ph.D., Julius B. Richmond, 
M.D., and A. Ulric Moore, Ph.D. 
Discussant: Robert G, Harlow, Ph.D. 


Session D. Community Mentat HrALTH Procrams. (Joint Session with the Mental Health Section, 
American Public Health Association.) Hyman M. Forstenzer, Chairman. 
Educational Director in a Child Guidance Clinic: Report of a Pilot Project. Elwyn M. Smolen, M.D., and 
Carolyn E. Jensen. 
An Analysis of the Work of the School Mental Health Unit of the Rockland County Community Mental 
Health Board. Margaret Morgan Lawrence, M.D., Irene J. Spanier and Mildred W. Dubowy. 
Value of Statistical Reporting in the Planning and Revision of Community Mental Health Programs. 
Luther E. Woodward, Ph.D., Robert E. Patton, and Cynthia Pense. 


Session E. Tue RoLE or THE CHILD GUIDANCE CLINIC IN THE TREATMENT OF DELINQUENCY. (Joint 
Session with the American Association of Psychiatric Clini¢s for Children.) Harry M. Little, 
M.D., Chairman. ^ i 

Psychiatric Aspects of the Development of a Street Corner Group: An Exploratory Study. Brahm Baittle, 
M.D. 
Sociological Aspects of the Development of A Street Corner Group: An Exploratory Study. Solomon 
Kobrin. 
Discussants: Robert P. Kemble, M.D., and Velma G. Wood 


Session F, Use or HOSPITALIZATION ror THE DrAoNosis or FAMILY-CHILD DISTURBANCES. Albert J. 
Solnit, M.D., Chairman. : 
Diagnostic Separation of Emotionally Disturbed Children from Their Families by Psychiatric Hospitaliza- 
tion, Donald S. Gair, M.D., and Ann D. Salomon, Ph.D. 
Pediatric Hospitalization of Psychiatric Patients: Diagnostic and Therapeutic Implications. Paul C. 
Laybourne, M.D., and Herbert C. Miller, M.D. 


Report on Conclusions of Workshop $6 on “Use of Children’s In-Patient Service for Diagnosis.” Dane G. 
Prugh, M.D. 


Session G. Famity TREATMENT Approacues. Mariam E. Orbison, Chairman. 
An Approach to Family-Centered Treatment in a State Institution. Joseph J. Reidy, M.D. 
An Experimental Approach to Brief Family-Oriented Psychotherapy. Harold A. Goolishian, M.D. 
Discussants: Edward J. Hornick, M.D., and Sanford N. Sherman 
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Session H. Avpio-VisvAL Procram—Ill. Serecrep Mzxrat Hearn Firms. A. D. Buchmueller, 
Chairman. 


WORKSHOPS 
1. Treatment of the Adolescent (Section I). Evelyn E. Alpern, M.D., Chairman. (Continuation of the 


morning session.) 

Treatment of Adolescents (Section IT). William F. Finzer, M.D., Chairman. (Continuation of the 

morning session.) 

Treatment of the Adolescent (Section IIT). Kenneth I. Wollan, S.Sc.D., Chairman. (Continuation of 

the morning session.) 

|. Treatment of Childhood Schizophrenia (Section I). Oscar B. Markey, M.D., Chairman. (Continuation 

of the morning session.) 

. Treatment of Childhood Schizophrenia (Section II). William Goldfarb, M.D., Chairman. (Continua- 

tion of the morning session.) 

. Residential Treatment (Section I). Ralph D. Rabinovitch, M.D., Chairman. (Continuation of the 

morning session.) 

. Residential Treatment (Section II). Joseph Lander, M.D., Chairman. (Continuation of the morning 

session.) 

Education of Emotionally Disturbed Children Within Public School System. Richard P. Apffel, M.D., 

Chairman, (Continuation of the morning session.) 

9. Communicating Mental Health Principles to School Guidance Counselors. Rose Moran, Chairman. 
(Continuation of the morning session.) 

10. Alternatives to Institution in Providing Services for the Preschool Retarded Child, Mamie Phipps Clark, 
Ph.D., Chairman. Resource Participants: Helen L. Beck, Samuel A. Kirk, Ph.D., Jean Munzer, 
M.D., and Lester W. Sontag, M.D. 

11. Diagnostic Evaluation for Determining the Use of Psychiatric Resources. Jules V. Coleman, M.D., 
Chairman. Resource Participants: Morton S. Eisenberg, M.D., Alice Fine, Alex A. Kaplan, M.D., 
Arthur A. Miller, M.D., and Frances H. Scherz. Reporter: Nea M. Norton. 
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4:00 to 6:15 p.m. 
BUSINESS MEETING (Members Only) 
8:00 to 10:00 p.m. 
Session A. Stupy or THE AsNonMAL Camp, W. Mason Mathews, Ph.D., Chairman, 


An Objective Approach to the Study of the Abnormal Child. Professor A. R. Luria of the Soviet Union. 
Discussant: Arthur L. Benton, Ph.D. 


9:30 p.m, to 1:30 A.M. 
DUTCH TREAT COCKTAIL PARTY AND DANCE 
Sarurpay, FEBRUARY 27 
9:00 A.M. to 12:00 Noon 


Session A. Juvente Detinquency. Helen H, Perlman, Chairman. 
Psychiatric Observations on Juvenile Delinquents in Residential Treatment. Selwyn Brody, M.D. 
Homicide, Acting Out and Impulse. Joseph Lander, M.D., and Rena Schulman. 
Running Away as an Attempted Solution to a Family Problem, Robert M. Counts, M.D., Theodore 
Leventhal, Ph.D., Joseph Weinreb, M.D., and Milton F. Shore, Ph.D. 
Discussant: David Wineman 


Session B. Group Psycuornerary. (Joint Session with the American Group Psychotherapy Associa- 
tion.) Wilfred C. Hulse, M.D., Chairman. ; 
The Use of A Group Psychotherapy Program for Adolescents as a Training Unit in Child Psychiatry. 
Isadore H. Cohn, M.D., and Wilfred C. Hulse, M.D. 
Panel Discussants: Curt Boenheim, M.D., Samuel B. Hadden, M.D., 
Lilliam P. Kaplan and John M. Vayhinger, Ph.D. 
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Session C. Spectat. Proorams rox THE Emotionatty Distursep Cup, Jean A. Thompson, M.D,, 
Chairman. 
Principles of Agency-School Cooperation in a Program for Emotionally Disturbed Children, Frances A. 
Mullen, Ph.D., and Leroy H. Blumenthal. 
Interdisciplinary Research in Educational Programming for Disturbed Children. Frances A. Bentzen, 
* Discussants: Irving N. Berlin, M.D., and Carolyn Pratt, Ph.D. 


Session D. Anmar ResEARcH. George E. Gardner, M.D., Chairman. 
Behavior Organization and Genesis of the Social Bond in Insects and Mammals. T. C. Schneirla, S&D, 
and Jay S. Rosenblatt, Ph.D. 
Preliminary Observations on Early Experience as Related to Social Behavior. Marcus B. Waller, Ph.D., 
and John L. Fuller, Ph.D. 
The Pertinence of Animal Behavior for the Study of Human Psychological Development. Herbert G, 
Birch, Ph.D. 


Panel Discussants: T, C, Schneirla, Sc.D., and Max Schur, M.D. 


Session E. PANEL: PROBLEMS or CONVERGENCE AND DIVERGENCE OF CLINICAL AND Projective Diag- 
nosis. (Joint Session with the Society for Projective Techniques.) Paul D. Park, Ph.D., Chairman. 


Panelists: Gordon Derner, Ph.D., Samuel Kutash, Ph.D., Zygmunt A. Piotrowski, Ph.D., and Her- 
man R. Weiss, Ph.D. 


Session F. Sense or Persowat IpeNTITY—IN THE Famity—in Society. Willard D. Boaz, M.D., 
Chairman, 
Family Treatment as a Key to Personal Freedom. Herman P. Schuchman. 
Relation of Family Structure to Character Structure in the Child. John P. Spiegel, M.D. 
Discussants: Robert D, Hess, Ph.D., and Norman A. Polansky, Ph.D. 


Session G. DEVELOPMENT OF Artirupes IN RESPECT TO Discrimination: How THEY Ang FORMED AND 
Wuar Peorte Do Anour Tuem. (Planned by the Committee on Desegregation.) Clara Rabino- 
witz, Chairman. 

The Formation of Social Attitudes. Daniel C. Thompson, Ph.D. 
Discussant: Howard I. Lief, M.D. 


"Session H. Dramatic Presentation—“Broxen Circe.” A. D. Buchmueller, Chairman. Panel Mod- 
erator: Sidney J. Berkowitz. 


Discussants: Paul Barnes, Tefta Iralu, Arthur A. Miller, M.D., and Glenna Syse 


WORKSHOPS 


1. Special Education Programs for the I ntellectually Deprived Child. Martin Deutsch, Ph.D., Chairman. 
Resource Participants: Kenneth B. Clark, Ph.D., Marvin H. Hunter, Ph.D., Vera P. John, Ph.D., 
and Arthur Weinberger. En 

2. Management of the Parent in Pediatric Practice. Veronica B. Tisza, M.D., Chairman. Resource Partici- 
pants: Melvin Lewis, Veronica B. Tisza, M.D., Morris Green, M.D., and Meyer Sonis, M.D. Re- 
porter: Melvin Lewis. s 

3. Environmental Therapy of Adolescents in Residential Treatment, Michael B. Dunn, Ph.D., Chairman. 
Resource Participants: Paul V, Martineau, Karl B. Pottharst, Ph.D., Harvey Ross, Ph.D., and 
Louis J. Wise, M.D. Weer 

4. Creativity and Psychotherapy. Richard F. Sterba, M.D., Chairman, Resource Participants: Virginia 
Watts and Ida Mermelstein. 

5. Unique Developmental Aspects of the Congenitally Blind Child. Virginia Axline, Chairman. Resource 
Participants: Marie Anchel, Robert W. Carrick and Sidney L. Werkman, M.D. 

6. Professions to Do the Mental Health Job. Mathew Ross, M.D., Chairman, Resource Participants: 
Tessie D. Berkman, Edward Linzer, Phyllis P. Van Vleet, Ph.D., and T. Glyne Williams, M.D. 

7. Towards the Millennium in Adoptive Practice—Goals, Problems and Some Solutions. Ner Littner, 
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M.D., Chairman, Resource Participants: Viola W. Bernard, M.D., Rita Dukette, Mary Lou Dunkel, 
Judge Otto Kerner, Ann Landers and Leontine R, Young. Reporter: Evelyn Fogel. 
& Management of Sexual Problems of Adolescents. Rocco L. Motto, M.D., Chairman. Resource Partici- 
pants: Celia S. Deschin, Ph.D., and Frank T. Rafferty, M.D. 
19, Integration of Orthopsychiatric Practice in the School Setting. Louis Hay, Chairman. Resource Partici 
pants: A. B. Abramovitz, A. D. Buchmueller, Adele Franklin, Ed.D., Jack M. Hertzman, M.D., 
Mortimer Schiffer, Lorene A. Stringer and Howard L. Wylie, M.D. 
10. Orthopsychiatry and Medical Education. (Arranged by the Medical Education Committee.) (Members ` 
only.) Henry H. Work, M.D., Chairman. Resource Participants: John L. Caughey, Jr., M.D., and 
Morton Levitt, Ph.D. 
1t. Diferential Diagnosis of Brain Damage in Children. Arthur L. Benton, Ph.D., Chairman. Resource 
Participants: Paul E. Baer, Ph.D., Hunter H. Comly, M.D., Frances K. Graham, Ph.D., Leo J. 
Hanvik, Ph.D., John R. Knott, Ph.D., Robert B. Kugel, M.D., and John C. MacQueen, M.D. 
12. Differential Approaches to Diagnosis and Treatment in Child Guidance Clinics. Lucia M. Irons, Chair- 
man. Resource Participants: Abraham Chasin, Ph.D., Karl Girshman, David Hallowitz, Shepard 
Goldberg, Ph.D., and James Simon. 


2:00 to 5:00 p.m. 


Session A. Summary Session I. Treatment or Cuttpuoop Scurzorurenta. Samuel J. Beck, Ph.D., 
Chairman. 


Summarizers: Leon Eisenberg, M.D., and Oscar B. Markey, M.D. 


Session B. SUMMARY Session II. TREATMENT OF THE ADOLESCENT. Helen L. Witmer, Ph.D., Chairman. 
Summarizers: Evelyn E. Alpern, M.D., William F. Finzer, M.D., and Kenneth I. Wollan, S.Sc.D. 


Ression C. Summary Session III. Reswentiat Treatment. Edward D. Greenwood, M.D., Chairman. 
Summarizers: Joseph Lander, M.D., and Ralph D. Rabinovitch, M.D. 


Session D. Learntno PRonLEMs, Robert I, Watson, Ph.D., Chairman. 
Theory of Reading—An Outline, Alfredo Namnum, M.D., and Ernst Prelinger, Ph.D. 
Fathers of Sons with Learning Impairments, Margaret B. Grunebaum, Irving Hurwitz, Ph.D., and 
Norman M. Prentice, Ph.D. 
Discussant: William S. Gray, Ph.D. 


Session E. Reaction Patrerns AT Birtu. John A. Rose, M.D., Chairman. 

Studies in Psychosomatic Differentiation in Infancy: A Longitudinal and Comparative Study of Infants 
from Intact Families and an Institution. A Preliminary Report of the First Two Months of Infancy. 
Nahman H. Greenberg, M.D., John G. Loesch, M.D., Gerald Hoffman, M.D., Stuart Burstein, 
Richard Cox, Ph.D., Edmund Kal and Frances Mary Graham, M.D. 

The Persistence of Primary Reaction Patterns in Infancy and Childhood, Herbert G. Birch, Ph.D., Stella 
Chess, M.D., Pauline Fernandez, Ph.D., Margaret Hertzig and Alexander Thomas, M.D. 

Discussant: Lester W. Sontag, M.D. 


Session F, Genetics or Menta Disease. C. Knight Aldrich, M.D., Chairman. 
Some Thoughts on the Inheritance of Intelligence. Hilda Knobloch, M.D., and Benjamin Pasamanick, 
MD. è 
Genetic Factors in the Etiology of Mental Disorders. Franz J. Kallmann, M.D. 
Discussant: Jerry Hirsch, Ph.D. 


Session G. Communrry Cup Guipance Cuinic Papers. Myron J. Rockmore, Chairman. 
A Study of Child Guidance Clinic Referrals and Socioeconomic Class. Beatrice Natalie Wolfson, Ph.D. 
The Recommendation for Child Placement by a Psychiatric Clinic. Emily A. Smith, Betty M, Ricketts, 
and Sarah H. Smith. 
The Utility of Dreams Reported by Children in the Diagnostic Interview. James T. Proctor, M.D., and 
Andrew G. Briggs, M.D. 
Discussants: Alan O. Ross, Ph.D., and Sara Kleinschmidt 
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Session H. CuvruRE Components As A SIGNIFICANT FACTOR IN CHILDHOOD DEVELOPMENT. Harold H. 
Anderson, Ph.D., Chairman. 
Image of the Teacher by Adolescent Children in Seven Countries, Harold H. Anderson, Ph.D., and Gladys 
L. Anderson, Ph.D. 
Kibbutz Adolescents. Albert 1, Rabin, Ph.D. s 
Effect of Child Rearing on Behavior. Anna S. Elonen, Ph.D. " 
Discussants: Theodora M. Abel, Ph.D., and Rogelio Diaz-Guerrero, M.D, 


WORKSHOPS 


1, Education Programs for Disturbed Children. Eli M. Bower, Ed.D., Chairman. Resource Participants: 
Sister Anna Marie, Ralph W. Colvin, Ph.D., L. Clovis Hirning, M.D., Marie T. Ryan, James J. 
Torpy, Nathaniel N. Wagner, Ph.D., Joseph G. Slavin, Robert W., Freeman, Marion G. Marshall, 
M.D., J. Tarlton Morrow, Jr., M.D., and Barney Rabinow. 

2. Management of Sexual Problems of Adolescents. Rocco L. Motto, M.D., Chairman. (Continuation of the 
morning session.) e 

3. Integration of Orthopsychiatric Practice in the School Setting. Louis Hay, Chairman. (Continuation of 
the morning session.) 

4. Orthopsychiatry and Medical Education. (Arranged by the Medical Education Committee.) (Members 
only.) Henry H. Work, M.D., Chairman. (Continuation of the morning session.) 4 

5. Differential Diagnosis of Brain Damage in Children. Arthur L. Benton, Ph.D., Chairman. (Continua 
tion of the morning session.) 

6. Differential Approaches to Diagnosis and Treatment in Child Guidance Clinics. Lucia M. Irons, 
Chairman. (Continuation of the morning session.) 

7. Differential Use of Residential Therapy in Family Treatment, Irving Markowitz, M.D., Chairman. | 
Resource Participants: Robert J. Drechsler, Ph.D., Joseph J. Scull, M.D., Burt Shachter atid | 
Pauline N. Kaufmann. A j 

8. Techniques with Offender Patients. Melitta Schmideberg, M.D., Chairman. Resource Participants: 
Ben Coleman, Irving Barnett, Ph.D., and Rev, Mathew F, Foley. 

9. Home Treatment of the Severe School Phobic Child. Harold A. Greenberg, M.D., Chairman. Resource 
Participants: Sylvia Astro, John C. Coolidge, M.D., Bellenden R. Hutcheson, M.D., Robert H. 
Koff, M.D., William Ryan, Ph.D., and Kathryn Wiley. Reporters: John E. Halasz and Arthur H. 
Norton. 

10. 4 Research Evaluation of (an Action) Approach to School Mental Health. W. Mason Mathews, Ph.D» 
Chairman. Resource Participants: Richard L. Cutler, Ph.D., James F. Kipfer, Elton B. McNeil, 
Ph.D., and William C. Morse, Ph.D. 

11, Implications of a Changing Residential Treatment Program. Gisela Konopka, D.S.W., Chairman. i 
source Participants: Philip Hovda, Franz Kamps and Jack V. Wallinga, M.D. 

12. Legislative Engineering for Social Issues. (Planned by Committee on Social Issues—Members Only) 
William Stark, M.D., Chairman. Resource Participants: Harold Hagen and Rudolph Danstedt. 


BUSINESS MEETING 


The first session of the Annual Business Meeting of Members and Fellows of the American Orthe- 
psychiatric Association, held at the Hotel Sherman, Chicago, Illinois, was called to order at 4 P-M» on 
Thursday, February 25, 1960, by the President, Dr. W. Mason Mathews. EA 
, President Mathews: 1 believe we have a quorum. I will therefore call the meeting to order. The s 
item on the agenda is approval of the Minutes of the Business Meeting of March 30, 1959. They ME 
reported in the October 1959 issue of Tue Journat. Do you have any comments, and what is n 
pleasure with regard to them? : 

Marian F. McBee: I move that the Minutes of March 9, 1959, be accepted. 

The motion was seconded by Dr. Reynolds. 


President Mathews: Are there any comments, or corrections of these minutes? If not, with your ap- 
Proval, 1 will allow them to stand as published. | 


President Mathews: A copy of the Secretary's report has been sent you prior to this meeting: 
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SECRETARY'S REPORT 


This has been another busy year for Ortho and for the Ortho office. There is reason to believe that it 
has been a productive year as well, 
The Ortho Board has met four times and in addition the Executive Committee of the Board has met 
«four times. At the October Joint Board-Committee meeting, 10 Committecs with 86 members met for 
two days and the Board for three. The other committees decided there was no necessity for their meet- 
ing at that time. Each year we have tried to make these meetings real work sessions, rather than routine 
assemblies, and so have asked each committee to have a definite reason for meeting and a planned 
agenda. There can be no doubt that the members of all of the committees have taken their duties seri- 
ously and have contributed a great deal to the Association's program and activity. At your request, the 
Board is continuing to study the problem of increasing the effectiveness of committees. 

It is with considerable pleasure that I report on the completion of the first phase of self-study insti- 
tuted by the membership at the Annual Meeting in 1956, The Policy and Planning Committee have 
made their report and this report was sent to all members of the Association. There were 230 members 
sufficiently interested to send in replies and these showed a great deal of thoughtful consideration of the 
Committee's report. The Board has reviewed the report and the replies and has made its recommenda- 
tions. Some of these require By-Law changes and will be studied by the By-Law Committee but others 
have been effected already. The continued growth of an Association is only possible when the members 
are willing to face changing situations. There can be no doubt but that Ortho is still growing both in 
numbers and in effectiveness. This one phase is completed but the need for continued self-study by the 
organization is recognized by your Board. 

During the year 182 new members have been proposed for membership into the Association and 76 
members recommended for elevation to Fellowship; 24 have become Life members; 3 have gone on re- 
tirement status; and 10 have resigned. Regretfully the deaths of 8 AOA members and Fellows during the 
year must also be reported. 

This is my last report as Secretary of the Association. I am glad to have had the opportunity of work- 
ing with the Board and Officers of Ortho during these three years and I feel that I have served duringa 

‘period of important developments in the philosophy, program and activities of the Association. To have 
had a part in this is a most satisfying experience and 1 now thank the membership for giving me this 
opportunity. 
1 While Secretary I have been most fortunate in having Dr. Marion Langer and her staff to help me 
—in part, to see that I carried out my assigned duties. It is an unfortunate fact that when we have an 
efficient and dedicated office staff we eventually take their services for granted. A little experience in 
other settings makes me, along with many others in the Association, very much aware of the excellence 
of ovr office staff and Executive Secretary. Were I in the position to do so I would give each of them a 
medal for “devotion to the Association above and beyond the call of duty." I can only express my sincere 
appreciation for their help and cooperation. 


Respectfully submitted, 
Mase Ross, M.D. 
Secretary to the Board 


February 1960 


Dr. Mathews: Do you have any questions on the report? 

Dr. Gardner: I move that the report of the Secretary be accepted. 

The motion was seconded by Dr. Waterman. 

President Mathews: With your permission, I will so order it. 

Dr. Ross would like to add further to her report. 

Dr. Mabel Ross: We now have the complete report of those who, for one reason or another, to our sor- 
tow, have resigned during the past year. The following Members and Fellows have resigned: Gertrude 
C. Scott; John Romano, M.D.; Milton Rosenbaum, M.D.; Leonard Rosenzweig, M.D.; Leona Baum- 
gartner, M.D.; Robert B. McGraw, M.D.; David N. Ulrich, Ph.D.; Saul Rosenzweig, Ph.D.; Hertha 
Tarrasch, M.D.; Robert C. Murphy, Jr, M.D.; Douglass W. Orr, M.D.; Samuel Kaplan, M.D. 

The Board has accepted all of these resignations with the proper expression of regret at their decision. 

President Mathews: Thank you, Dr. Ross. 
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I would like to call on Dr. Chester Reynolds, chairman of the Resolutions Committee. 

Dr. Chester L. Reynolds: Since the last Annual Meeting we have been advised of the deaths of the 
following members: Samuel Kellman, February 12, 1959; Edward E. Mayer, M.D., June 2, 1959; Philip 
Zlatchin, Ph.D., July 3, 1959; Flanders Dunbar, M.D., August 22, 1959; Gregory Zilboorg, M.D., Fel. 
low, September 17, 1959; Charles B. Horton, M.D., Fellow, August, 1959; Helen D. Sargent, Ph.D., 
December 28, 1959; William G. Ferguson, M.D., Fellow, December 12, 1959. 

You have heard the names of the deceased members of the past year and it seems fitting that we 
pause for a moment of silence to pay tribute to their memory and their efforts in behalf of this organiza- 
tion. 

A moment of silence was observed in tribute to the deceased members. 


President Mathews: A copy of the Treasurer's report was previously mailed to you. 


TREASURER'S REPORT 


The Treasurer is pleased to submit this report of the Association's financial situation for the year end- 
ing December 31, 1959. For comparison purposes the figures are also shown for the calendar year 1958. 
All figures are from the annual audit submitted by Philip Oppenheim, C.P.A., 9 East 46th Street, New 
York 17, New York. 


COMPARATIVE STATEMENT OF INCOME AND EXPENSE 
FOR YEARS ENDING 12/31/58 AND 12/31/59 


Year Ending 12/31/58 Year Ending 12/31/59 


Income 
Pooh dudo cer aps | E aa $27,515.00 $29,138.50 
Journal subscriptions and sales........... 30,748.44 30,161.71 
Net income from sales of monographs... . . 4,004.03 6,553.33 
Net income from annual meeting......... 9,538.61 1,200.22 
Cherie Bap er NE SLE 1,989.35 1,698.50 
Tori INCOME santo canoe clash R DR e bI Coke $73,795.43 $68,752.26 
Expenses 
Regular office operations..............., $29,223.98 $29,949.72 
Bostd expenses) lest cesse eben vues i 3,339.04 3,512.77 
Joint committee sessions....... ME 5,238.96 4,974.06 
Other committee expense M 542.44 333.91 
Journal expenses... A or ISS} 29,160.31 30,103.30 
OAT ELPENSI ES US A iio nae ET $67,504.73 $68,873.76 


Net Income or Deficit 
(Transferred to or from General Fund 
GENS trud ette PISOS I MEE $ 6,290.70 $ (121.50) 


Explanatory Notes, The deficit for 1959 of $121.50 should be seen in light of the 1959 budget in which 
a deficit was estimated and approved by the Board of Directors in the amount of slightly over $14,600. 
Since last year was our first experience with an annual meeting on the West Coast, it was thought highly 
possible that the General Fund Reserves would have to be invaded to some such amount in order to 
defray the expenses. Fortunately, the experience financially, as well as in other ways, was better than 
anticipated, and the Association has been enabled to live practically within its income for the year. 

The general financial condition of the Association is illustrated in the balance sheet attached. There 
are two items of major significance to which the attention of the membership is called: first is the invest- 
ment of Association funds in United States Government Bonds and Notes, in this way providing a greater 
Teturn on investment than from savings bank deposits. The other significant item is the balance of the 
General Fund at the end of the year, for this exemplifies the true financial condition of the Association. 
The Treasurer desires to point out that the sum of $52,513.58, while pleasing, is not a great reserve for 
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the operations of an organization spending more than that amount each year, and should not be en- 
croached upon for special expenses unless there is a reasonable expectation of a financial return. This 
is particularly so in that one of the major programs of the Association is the running of an annual meet- 
ing for which the income and expenses are subject to greater risk than is true in normal office operations. 

The Treasurer is indebted to his predecessor, Mr. Francis C. Beck; our auditor, Mr. Oppenheim; and 
our executive secretary, for their helpfulness and guidance in introducing him to the financial detail of the 
Association's affairs. 


Respectfully submitted, 
Bertram J. Brack 
Treasurer 
February 1960 
THE AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, INC, 
BALANCE SHEET 
COMPARISONS 1958 & 1959 
Year Ending 12/31/58 Year Ending 12/31/59 
Assets 
Cash on deposits). euse ovS eT e» vo $55,818.07 $16,263.64 
U. S. Government bonds & notes......... 8,000.00 45,872.65 
Accounts receivable............. eee esee. 1,729.86 485.10 
Inventories: 
Journal & Monographs................ 3,185.02 1,615.44 
Office furnishings & equipment 
(less depreciation). .......... essere 3,620.25 2,869.97 
Prepaid expense & deferred charges 2,550.72 1,570.87 
"Total Assets 250.55 aee aia vae inn niw c PETER $74,903.92 $68,677.67 
———— ———— 
Liabilities 
Account paya Die moan anena Eae vs $ 4,709.86 $ 369.19 
Royalties due authors 1,173.53 1,009.55 
Deferred income: 
Advance Journal subscriptions. ........ 14,522.95 13,322.85 
Annual meeting exhibit fees............ 1,862.50 1,462.50 
Total Liabilines.: Jo. vs es hake ne E TAA $22,268.84 $16,164.09 
General Fund 
Balance first of year......... E ; $52,635.08 
Net addition or loss for year (121.50) 
Balance end of yet. (iis uana seo save es seam eua ad $52,635.08 $52,513.58 
Torar LIABILITIES AND GENERAL FunD............++++- $74,903.92 $68,677.67 


President Mathews: Do you have any questions on the Treasurer's report? 

Dr. Weinreb: I move the adoption of the Treasurer's report. 

The motion was seconded by Dr. Waterman. 

President Mathews: It has been moved and seconded that the Treasurer's report be adopted and 
With your permission I will so order. 

The next privilege I have has to do with the award of certificates for Life Membership. There are a 
number of them. Some of the Life Fellows were able to be here and some were not. 

The first one that I have is for Cornelia D. Allen. Mrs. Allen, will you come forward? Winifred W. 
Arrington. (Not present.) Willa M. Breland. (Not present.) Mary A. Clark. (Not present.) Dr. Paul J. 
Ewerhardt was not able to be here. He writes: 
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"I acknowledge with appreciation your letter of January 22nd in reference to my eligibility for Life 
membership in the American Orthopsychiatric Association. I should like to be present at the Annual 
Meeting this month, but, unfortunately, I will not be able to attend. With kind regards," 


There are a number of other letters from those not present, but time does not permit my reading all 
of the warm greetings in them, unfortunately. 

James D. Jackson. (Not present.) Norvelle C. LaMar, M.D. (Not present.) Mary B. Laughead. (Not 
present.) Harry B. Lee, M.D. (Not present.) Jean W. Macfarlane, Ph.D. (Not present.) Sybil Foster 
Mullin. (Not present.) Richard H. Paynter, Ph.D. (Not present.) Gerald H. J. Pearson, M.D. (Not pres- 
ent. Doris E. Perry. (Not present.) Bertha C. Reynolds. (Not present.) Theodore R. Robie, M.D. 
(Not present.) Paul L. Schroeder, M.D. (Not present.) David Shakow, Ph.D. (Not present.) Groves B. 
Smith, M.D. (Not present.) Charlotte Towle. (Not present.) Anna Belle Tracy. (Not present.) Ralph P. 
Truitt, M.D. (Not present.) Carl F. Ulrich, M.D. (Not present.) Mary W. Van Hyning. (Not present.) 

Those are all the members that have received the Life Membership Certificate, and while you ap- 
plauded for each one of them, why don't you just give a rousing cheer for all of them? I am looking for- 
ward to this kind of reception when I am a little older. 


The next item on the agenda is the Editor's report. Dr. Gardner, would you give your report. 

Dr. Gardner: Mr. President and Members: It is with great pleasure that I present to you this my 
twelfth annual Editor's report, encompassing in briefest form the work of the Editorial Office and the 
Editorial Board for the calendar year 1959, 

During the year 1959 the Editorial Board considered for possible acceptance for publication a total 
of 210 separate manuscripts and 2 monographs in manuscript. When you consider that many of these 210 
manuscripts had to be circulated to a minimum of two members of the Editorial Board in addition to 
the Editor for their written judgments, and sometimes three members of the Board, plus the mailing ex- 
change of the same, and add to this the necessity of a final evaluation by the Editor of these judgments, 
you can assume that the Editorial Board is comprised of a very busy group of Ortho members. 

First as to the papers of the 1959 Annual Meeting: 118 papers and 14 discussions were submitted for 
consideration. Of these, 60 papers (51%) plus 9 discussions were accepted; 36 papers (30%) and 3 discus- 
sions were rejected. Authors were asked to revise and resubmit 14 papers (12%) and 2 discussions. Eight 
papers (7%) are still under consideration as to their publishability by the various members of the Edi- 
torial Board. 

Six of the authors who were asked to revise and resubmit their papers have indicated they would do 
so; one author is incorporating his paper in a forthcoming book; and seven of these authors have not re- 
plied to us. 

Of the non-Ortho-Meeting papers submitted to the Editorial Board—92 such manuscripts were sub- 
mitted. Accepted for publication, 11 (12%); 76 (83%) were rejected; recommended for publication when 
revised, 2 (2%); and still under consideration, 3 (3%). 3 

As stated above, two monographs were submitted to the Monograph Subcommittee of the Editorial 
Board and both were unanimously rejected by this subcommittee. — 

Lastly, six Bricf Communications were accepted by the Board for eventual publication. 

In summary, then, if one looks at Volume XXIX (1959) of your JounNAL one vill note that it con- 
tains 70 papers and 11 discussions, Sixty-two papers and 10 discussions were presentations at the Annual 
Ortho Meeting; 8 papers and 1 discussion were manuscripts not presented at your Annual Ortho Meetings 
and in addition during this year we published 5 Brief Communications. ti 

It has always seemed to us that an administrative factor in relation to the value of our JourNAat is 
inherent in the requests for reprints, reprinting and quoting of its contents. During the past year we have 
had requests to reprint 16 articles in their entirety from THE Journat, requests to quote from 14 other 
articles in Tue JOURNAL, 4 requests to reprint from the Bender Monograph, 2 requests to reprint from 
the Beck Monograph, and requests to reprint 2 articles from Orthopsychiatry, 1923-1948. In all instances, 
and with the permission of the original authors when necessary, these requests were granted. We also 
had 5 requests for permission to reproduce articles from Tur JounNAL for teaching purposes. 
5j | All of this seems to indicate that the material in THE JounxAL and other Ortho publications is con- 
sidered both timely and worth while for educational purposes, and we are always happy to receive such 
requests, Personally and editorially, nothing is more satisfying than being quoted. 
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After this factual and numerical summarization of the year’s work, I want to take this opportunity 
to thank again each and all of the 15 members of the Editorial Board—and particularly the Assistant 
Editor, Dr. Richard L. Jenkins—who make the publication of our Journwat possible. Without their con- 
tinuing dedication and work we would have no Jovanat, at least no Jounnar that strives to voice in 
adequate fashion the multivaried interests and fields of endeavor that constitute the life's work of all 
the disciplines and areas that make the AOA, and that make the AOA the distinctly unique and useful 
organization that it is on the present American professional scene. 

As I have said as your Editor in 1949 and in all those years in between, I have not called upon, ever, 
a member of your Editorial Board to perform an editorial task in behalf of all of us and of our Journat 
that that Editorial Board member has not carried out, and carried out conscientiously and well, As I 
have talked with other editors of professional journals and as a member myself of editorial boards of other 
journals, I have never been able to find a duplicate of this conscientiousness, devotion and hard work. 
Perhaps the spirit inherent somewhere only in the basic tenets and purposes of Ortho makes such a record 
possible. At any rate, whatever the origins of such motivation, I myself want to thank these Editorial 
Board members and in my thanks give them your thanks for their help in the past year and in the years 
past. 

Again, at this time I extend our thanks to Miss Gladys Litter, our editorial assistant, who as part of 
her work carries the burden of formulating answers to over 1,100 letters per year to members of the Asso- 
ciation and to others regarding their presentations and who carries out with expeditiousness the difficult 
and sometimes tripartite exchange of manuscripts from one Editorial Board member to another. How 
anyone gets trained to do such a job well, I do not know. I only know she does it well. In addition,the 
coordinated helpfulness of members in the New York Office elicits our thanks and should elicit the thanks 
of the membership to them. 

As aclinician who confessedly knows nothing about money or about budgets or incomes or outgoes or 
surpluses or deficits, I stand in awe in the presence of Dr. Langer and her associates, who always seem to 
manage it so that year after year Tne Journat is a profitable venture. For years and years now Marion 
has simply replied that they “do it with mirrors,” and for years and years I have been begging of her the 
use of those mirrors to help me eradicate deficits occurring elsewhere in my professional life, At any rate, 
speaking Ortho-wise, those New York magicians ameliorate all of our anxieties and enable your Editor 
and Editorial Board to go about their business in a serenely scientific manner. 

Finally, Mr. President, I ask your indulgence in respect to the time allotted to me to add a personal 
note. Repeatedly over the years I have been asked by members of the Association—also, incidentally, 
by my wife and my daughters: “Why do you continue as Editor of THe Journat?” or "Why do you 
want to?” That is, they mean of any journal. They say, "How is it possible that you can with equanimity 
be the final definitive person who must accept or, worse, who must reject manuscripts on the basis of the 
judgments of your Editorial Board members’ opinions and then, as did Lady Macbeth, sleep at night?” 

The answers, Mr, President and Members, are simple and direct. First, no one is able to be so com- 
pletely sophisticated as to what is going on research-wise and hypothesis-wise in our many allied fields 
as is an Editor of your Jourwat; and secondly, no one other than an Editor can have the deep satisfac- 
tion of saying to himself, as can I, “In the past twelve years of my editorship I have had the unique and 
sole privilege of ushering into their very first publication twenty-seven different authors who now, on 
the bet by myself and by the bet of the Editorial Board, have placed themselves among the leaders in the 
field of Orthopsychiatry.” 

Such satisfactions, Mr. President, are given to but a few score men in this country of ours, those rela- 
tively few obscure men who hold editorships of professional journals. By question and by count, not one 
of them would substitute these satisfactions for any of the accolades inherent in any elective office in 
any association, and for these satisfactions given to me, Mr. President, I thank you, the Ortho Board, 


and | thank also the membership. R fatly abm 
espectfully submitted, 


GzoncE E. GARDNER 
Editor 


President Mathews: Thank you, George. 1 appreciate that report. 
You have heard the Editor's report. What is your pleasure? 
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Dr. Luther E. Woodward: I move that the Editor’s report be accepted with the membership's ap. 


preciation and thanks. 

The motion was seconded by Norman Lourie. 

President Mathews: It has been moved and seconded that the Editor's report be accepted with the 
membership's appreciation and thanks. With your permission, I shall so order it. 


We now come to another report, that of Dr. Marion Langer, our Executive Secretary. 

Dr. Langer: The Association has at the present time evolved several techniques for the purpose of 
providing you, the membership, with knowledge about your organization and its operation. These tech- 
niques include the reports of the Secretary and Treasurer which you have received by mail, the Editor's 
report that you have just heard, and information provided in the Newsletter. My report is part of this ef- 
fort to keep you az courant. I will attempt to summarize and highlight the Association’s activities for the 
year. 

Your Board and the Executive Committee of the Board have each met four times since the last An- 
nual Meeting. The Association membership now numbers 1,640 and with the election of 182 members at 
this meeting will total 1,822, (It may be of interest to note that in 1950, the membership was 853—the 
membership has more than doubled in this ten-year period.) This, however, is a slower rate of member- 
ship growth than that experienced by the three professional membership groups from which our member- 
ship is drawn—namely, the psychiatrists, psychologists and psychiatric social workers, What the signifi- 
cance of these rates of member growth means for the broader acceptance of the Ortho approach or 
philosophy is obviously a moot question. 

Your Board continues to increase in size with growth in membership, with the incoming Board to be 
composed of 16 Fellows. This is based on the By-Law that “the Board of Directors shall be composed of 
the Officers plus the retiring President as a Director and one additional Director for every 100 Members 
and Fellows above 800. The number of Directors, Officers, Retiring President and elected Directors are 
not to be less than nine nor more than twenty.” We are beginning to reach the expansion limits in the 
Board anticipated by our By-Law enactors. 

Twenty-two committees are now functioning as advisory to the Board. This year, 240 members or 13 
per cent of the present membership were involved in committee activity. 

Since the last Annual Meeting, ten committees have met in 21 committee sessions. Ten committees, 
in addition, met with the Board during the Joint Board-Committee Sessions in October; five committees 
met most of the day, yesterday; and three will meet on F. riday. 

Your busiest committee is the Program Committee. There have been six meetings of the whole com- 
mittee and some six or seven conference sessions of chairmen. Your 1961 Program Committee had its 
initial meeting earlier this month and has already scheduled three meetings for the Spring. 

Perhaps in no activity of the Association has there been as great an expansion as that which has taken 
place in the size of the Annual Meeting Program and in the attendance at annual meetings. There are, in 
the present program, 104 sessions, 43 of which are workshop sessions. Fourteen of these workshops are 
scheduled for two sessions. Close to 500 participants are involved in the 1960 program. Over 2,500 mem- 
bers, guests and volunteers were registered in advance of the meeting, When we met in Chicago in 1949, 
total registration was 1,482, Present registration figures are; total 3,330, members 524, nonmembers 
2,806. 

Registration for most of the workshops was closed within two weeks of the mailing of the preliminary 
program. For the past two weeks, the Central Office has literally been besieged by mail, wire, and long 
distance telephone calls for special permission to register for workshops. The demand for workshops is 
always larger than the supply. This year this has been even more so. h 
Ortho is now looked upon in the field as the “success story” in the annual meeting organizational hier- 


archy. The Central Office is increasingly called upon by other organizations for advice and information 


on conference organization and planning. 

_ The Board and the Program Committee, although pleased with the popular acclaim given to the ses- 
sions, are, however, aware that there are many aspects of present program operation that continue to re- 
quire serious evaluation. To this end, a subcommittee of the Board met prior to the January Board meet- 
ing, to analyze current problems and to begin to formulate a charge to a committee to be appointed to 
study annual meeting program Structure. It has become increasingly difficult for a Program Committee 


— 
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busily engaged in formulating and putting into effect the format for the specific year’s program, to find 
the time to objectively review and evaluate on a long-range basis, the implications of program structure 
for the organization. 

The Board is especially concerned with the basic question of how to implement the Policy and Plan- 
ning Committee's recommendation that may appear to be a truism—namely, “That the main purpose for 
the annual meeting is to provide a common meeting ground and scientific assembly for the membership.” 
There has long been concern with the oft-repeated plaint of the member that it is difficult for members to 
get into sessions in which they are interested; that often, because of the wide range of background of 
people attending sessions, discussion is at a professional level that diminishes the value of the session for 
the membership—and other similar and valid comments. 

There are basic questions concerned in what appears to be a simple problem. With the growth of the 
number of sessions, of participants and of attendance there appears to be great proliferation. Just the 
mechanics of handling this growth puts a great burden on the Program Committee, and a somewhat huge 
bulk of working time of the Central Office's small staff is invested necessarily in this operation. 

An Association purpose, as stated in the Constitution, is, as you will recall, “to unite and provide a 
common meeting ground for those engaged in the study and treatment of problems of human behavior." 
This is not necessarily inconsistent with the Policy and Planning Committee recommendation “to pro- 
vide a common meeting ground and scientific assembly for the membership.” As one member put it, 
“Ortho is very special, and yet, in a way, that is wrong—because what it has that’s special should be uni- 
versal, as long as the quality remains.” 

It is the concern with maintaining quality, and at the same time, serving the interests of members as 
well as nonmembers in attendance, that has stimulated the Board to undertake review of the annual 
meeting program structure. This is not a new problem. Review of attendance at annual meetings since 
1949 reveals that the Association membership has ranged from 11 per cent to 17 per cent of the total at- 
tendance in each of these annual meetings. For example, in New York in 1958, where 52 per cent of the 
total membership attended the sessions, that membership attendance was only 15 per cent of the total 
registration. The annual meeting at which the membership percentage of the total registration was the 
largest, 17 per cent, was in Chicago in 1957. At that meeting only 31 per cent of the total membership 
was registered. 

That this is not a new and different situation for Ortho is further reflected in the attendance of the 
Association's Fifth Annual Meeting in 1928. Membership was then estimated as 67. There were 26 auth- 
ors presenting papers, of whom 14 were nonmembers. Total registration was 580. If all members were 
registered at that meeting, membership might have been 12 per cent of those in attendance. 

Actually this pattern, in varying degrees, is characteristic of a major part of the Association’s activity 
and is no doubt inherent in the broad educational goals of the organization. 

Our Editor has already given you the report of the Association's publication program. Actually, for 
each issue of the Association Journal, we print between 4,800 and 5,200 copies. On this basis the members 
represent approximately some 30 per cent of the readers for whom the publication is made available. 

The Central Office receives a constantly growing number of requests for information about our publi- 
cations and existing literature in the field of orthopsychiatry. In my report last year, I gave you some de- 
tailed information with respect to the broad range of inquiries and requests for information received by 
the Association. 

In essence, we are an organization of 1,640 members, providing educational services on a broad base to 
roughly a minimum of 10,000 or more organizations and individuals both in this country and abroad. This 
spread is readily understood in this era of rapidly developing interest in the field of mental health and 
gtowth of organizations in the field that has now been taking place for at least the last decade. ; 

This points up the importance of the constant re-evaluation of our program and activities. “Straight- 
mindedness,” one translation of orthopsychiatry, has always been a necessary ingredient for any soundly 
developing organization. In an era of professional specialization, stratification and mushrooming of pro- 
grams, such as the present era, synthesis of knowledge, centralizing of experience from many behavioral 
disciplines becomes most crucial. This synthesis is necessary if integrated use of existing knowledge is to 
be available to the individuals and for the society in which it is created. We have recently experimented 
with one effort in the direction of a form of synthesis—the publication of the collection of papers on 
Orthopsychiatry and the School, Your Board, on the recommendation of the Committee on Special Pub- 
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lications, is now considering two other publications, one on Childhood Schizophrenia and one on Foster 
Care and Adoption as further effort to centralize material in these two areas, 

Synthesis is always a difficult task. As early as 1926, the Association program announced that “the 
AOA has as its purpose the centralizing of the techniques, objectives and aspirations of the psychiatrists, 
psychologists and psychiatric social workers whose interests lie in the problems of human behavior, 
particularly conduct disorders of the anti-social types.” 

As a preface to Part II, on "Interpenetration of Disciplines” in “Retrospect and Prospect,” the 
Editor, Dr. Lowrey, wrote: “Personal and social, control are attained through the understanding of be- 
havior and its multiple causation in the interactions of personality and environmental forces, To under- 
stand and influence behavior therapeutically requires a pooling of knowledge and techniques from the 
fields of medicine, psychiatry, psychology and the social sciences." 

In reviewing the Association activity for the year, I found myself thinking about this centralizing, 
pooling or synthesizing goal of the organization. There is, this year in the program, an attempt to pull 
together in the Saturday afternoon summary sessions some synthesis of material presented on treatment 
of adolescents, of childhood schizophrenia, and on residential treatment. It occurs to me that perhaps we 
need to give more thought to Ortho's unique potential contribution to the serious need for better integra- 
tion of knowledge and practice in the study and treatment of human behavior. 

Perhaps one real achievement in synthesis is the pooling of efforts of Board, Committees and Central 
' Office Staff that each year makes possible a huge undertaking—the Annual Meeting. The success of the 
meeting can only be attributed to the true collaboration, pooling of knowledge, techniques and skills, 
and intestinal fortitude of all those concerned. 


President Mathews: Now we come to the report of the Tellers on Elections. Miss Jessie Crampton, 

chairman, will give you the important results. 

Miss Crampton: The Tellers' Committee in addition to myself was composed of Mrs. Jeanette Fuchs, 
Dr. Irene Kiernan and Dr. James Toolan. i 

There was a total of 565 votes sent in by the membership; and of those, 514 voted for the officers. The 
current President-Elect, Dr. William S. Langford, as you know, becomes President. 

For President-Elect: Fritz Redl, Ph.D. For Vice President: Gisela Konopka, D.S.W. For Secretary: 
Soll Goodman, M.D. 

Five hundred and thirteen votes were sent in approving the election to Fellowship of members pro- 
posed by the Board and 497 votes were cast for the new members recommended for acceptance. 

The members elected to Fellowship are as follows: 


Baer, Paul E., Ph.D. Hoch, Paul, M.D. 
Benjamins, James, Ph.D. Holder, Richmond, M.D. 
Benton, Paul C., M.D. Hosley, Eleanor M. 
Bernstein, Lotte, M.D. Hotkins, Albert S., M.D. 
Bindman, Arthur J., Ph.D. Kiefer, C. Raymond, M.D. 
Blank, Robert, M.D. Larson, John A., M.D. 
Boaz, Willard D., M.D, Lemkau, Paul V., M.D. 
Bosquet, Kennison Levinrew, George E. 
Bower, Eli M., Ed.D. Littner, Ner, M.D. 
Clausen, John A., Ph.D. Mahaffy, John H., M.D. 
Devlin, Wm. J., S.J., M.D. Mason, Edward A., M.D. 
Eliott, Martha, M.D. Maxwell, Anabel B. 
Elkisch, Paula, Ph.D. Mayman, Martin, Ph.D. 
Elmer, Elizabeth MeNiel, Edwin E., M.D. 
English, Louis C., M.D. Mercer, Mary E., M.D. 
Ferguson, Robert G., Ed.D. Missildine, Hugh, M.D. 
Fineberg, Henry H., M.D. Morse, Philip, Ph.D. 
Forstenzer, Hyman M, Motto, Rocco L., M.D, 
Franklin, Adele, Ed.D. Muench, George, Ph.D. 
Galenson, Eleanor, M.D, Mullen, Frances A., Ph.D. 
Hayes, Marjorie, M.D. Musta, Walter, M.D. 
Hincks, Elizabeth, Ph.D. Niles, Gerald T., M.D. 
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Nitsche, Carl J., Ed.D. 
Novey, Riva 

O'Neill, Grace 

Patey, Henry C. 

Plank, Robert, LL.D. 
Pollak, Otto, Ph.D. 
Pollock, George H., M.D. 
Prall, Robert C., M.D. 
Rapoport, Lydia 

Reisman, Sylvia D. 
Richmond, Julius B., M.D. 
Ritchey, Arthur F., M.D. 
Roberts, Charles R., M.D. 
Robie, Theodore R., M.D. 
Ross, Donald C., M.D. 
Schulman, Irving, Ph.D. 
Schwartz, Emanuel K., D.S.Sc. 
Schwartz, Irvin B. 
Shoecraft, Cora E. 
Shugart, George 

Silverman, Simon S., Ph.D. 
Slaff, Bertram, M.D. 
Spector, Bertha B. 

Spiegel, Frances 

Suratt, Theodore P., M.D. 
Suttenfield, Virginia, M.D. 
Tobias, Irene V. 

Walters, Margaret A. 
Watson, Goodwin, Ph.D. 
Wise, Louis J., M.D. 

Wolf, Anna W.M. 

Zucker, Joseph, M.D. 


The following were elected to membership: 


Adams, Robert S., M.D. 
Adlerstein, Arthur Mark, Ph.D. 
Aharonian, Aharon G. 
Alcabes, Isaac 

Allen, Frances Marion 
Altman, Sidney Irving, M.D. 
Anthony, Elwyn James, M.D. 
Arnaud, Sara Hayes, Ph.D. 
Bauer, Karl W., Jr. 

Bernath, Dolores 

Bierman, Joseph S., M.D. 
Boonin, Nathaniel N., M.D. 
Bower, Murray, M.D. 
Brown, Betty Jean J. 

Brown, Janet L., Ph.D. 
Bryt, Albert, M.D. 
Campbell, Gilbert M., M.D. 
Carter, Linda Louise 
Chambers, Juanita, Ph.D. 
Charny, Israel W., Ph.D. 
Chasin, Abraham, Ph.D. 


Chodorkoff, Joan 

Chulick, Barbara T. 
Churchill, Sallie R. 
Coleman, Frederick S., M.D. 
Conrad, Dorothy C., Ph.D. 
d'Amato, Gabriel A.P., M.D. 
Deutsch, Martin, Ph.D. 
DeVivy, Monique LeFebve 
Dice, Nanette, M.D. 
Dinsmore, Merle L. 

Dobbin, Donald D. 
Edwards, Olivia C. 

Engel, Mary, Ph.D. 

Esau, Truman G., M.D. 
Ewing, Reed T. 

Felsenburg, Rosa 

Fenichel, Carl 

Fine, Regina V. 

Fink, Howard H., Ph.D. 
Finney, Joseph C., M.D. 
Fisher, Florence M. 

Fondi, Muriel 

Freedman, Daniel G., Ph.D. 
Gassman, Frances J. 
Genetos, Clara 

Glasscock, Thomas T., M.D. 
Goodwin, Berenice 

Graham, Charles R., M.D. 
Graham, Stanley R., Ph.D. 
Grand, Henry G., M.D. 
Grant, Quentin A.R., M.D. 
Gray, Helen M., M.D, 
Green, Joseph M., M.D. 
Greene, Bernard L., M.D. 
Grunebaum, Margaret G. 
Haas, Walter 

Hackett, Clarence G., Ph.D. 
Halpern, Werner Israel, M.D. 
Hambrecht, Leona M. 
Hammond, Jerrold E., M.D. 
Hatfield, Robert O., Ph.D. 
Hayes, Charles B. 

Hiber, Frances Cole 

Hiltner, Robert James 
Hoad, Grace 

Hollander, Bertha H. 
Jahnson, Shirley M., Ph.D. 
Jampolsky, Gerald G., M.D. 
Jasnow, Alexander, Ph.D. 
Jeans, Robert F., M.D. 
Johnson, Meredith 

Juul, Clement O., M.D. 
Kambly, Arnold H., M.D. 
Kaplan, Martin J., Ph.D. 
Karson, Samuel, Ph.D. 


868 AMERICAN JOURNAL OF ORTHOPSYCHIATRY 


Keely, Harold W., Ph.D. 
Kennedy, Janet K. 
Kenward, John F., M.D. 
Kevin, David 

Kitchener, Howard L. 
Klebanoff, Lewis B., Ph.D. 
Kliger, Paul I. 

Kraemer, Doris R., Ph.D. 
Krims, Marvin B., M.D. 
LaBarre, Maurine B. 
L'Abate, Luciano, Ph.D. 
Lachmann, Frank M., Ph.D. 
Lansing, Cornelius, M.D. 
Larsen, Barbara W. 


Lawrence, Margaret M., M.D. 


Lec, Marilynn M. 

Lomova, Charlotte, M.D. 
London, Nathanicl J., M.D. 
Long, Nicholas James, Ph.D. 
Lordi, William M., M.D. 
Luce, Ralph A., Jr., M.D. 
Ludwig, Fred A., Jr. 

Lurie, Abraham 

Lustman, Seymour L., M.D. 
Maas, Henry S. 

Malkin, Jocelyn S., M.D. 
Mally, Mary Alice 

Marshall, Marion G., M.D. 
Martin, Jack, M.D. 
McElvaney, Muriel B., Ph.D. 
Melntyre, Patricia M., M.D. 
McKnight, William K., M.D. 


Mellette, Russell R., Jr., M.D. 


Merrill, Margaret K. 
Metcalf, B. Louise 
Meyerhoff, Gordon R., M.D. 
Meza, Pedro, M.D. 
Mitchell, Nellie L., M.D. 
Moon, Rodger A., M.D, 
Nelson, Martin 

Nirk, Gunnar, M.D. 
Noble, Eric, Ph.D, 
Novick, Jack I, 
Palmiere, Alfred I, 
Parker, Anita C. 


Pearce, James DeRemer, III, Ph.D. 


Peskin, Thelma 

Pingree, Elizabeth S. 
Pitkin, John T., M.D. 
Pollack, Max, Ph.D. 
Pomeroy, Robert B., M.D. 
Ransohof,, Rita M, 

Reed, Murray K., Ph.D. 
Reiser, David E., M.D. 
Rieger, Norbert I., M.D, 


Roff, Catherine, Ph.D. 
Rohmer, Leonard 
Rosenfeld, Irwin J., Ph.D. 
Rubin, Julius, M.D. 


Ruttenberg, Bertram A., M.D. 


Schnack, George F., M.D. 
Schomer, Jesse, M.D. 
Schwaab, Edleff H., Ph.D 
Schwartz, Edith 

Schwartz, Martin S. 
Schwartz, Rene M. 
Shapiro, Robert C., M.D. 
Shaw, Robert, M.D. 
Shereshefsky, Pauline M. 
Sherman, Sanford N. 
Shire, Albert, Ph.D. 
Slepian, Howard J., Ph.D. 
Slocum, Beth 

Smith, Barbara Helen 
Solow, Robert A., M.D. 
Stein, Eleanor 


Stein, Myron Lehman, M.D. 


Stern, Kathryn Werner 
Strean, Herbert S, 
Stroo, Hans H., M.D. 
Stryker, Barbara Ann 
Suarez, Joseph 

Succop, Ruth A. 
Sudran, Mildred 
"Thompson, Alice L. 
Tillinghast, Gladys D. 
Turkel, Minda 

Unger, Alice, M.D. 

Van Vleet, Phyllis P., Ph.D. 
Verven, Nicholas, Ph.D. 
Villers, Margaret J. 


Wallerstein, Robert S., M.D. 


Weiss, James M.A., M.D. 
Werkman, Sidney L., M.D. 
Wertheimer, Rita, Ph.D. 
Widem, Paul 

Wilking, Virginia N., M.D. 
Wolfson, Martha 

Yadoff, Bernard, Ph.D. 
Zilbach, Joan J., M.D. 


Invited under “D” category and elected to mem- 


bership: 


Hickey, Emily M. 
Knapp, Robert H., Ph.D. 
Leonard, Marjorie R. 
Lewis, Verl S. 

Parad, Howard J. 

Plank, Emma N. 
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"Elected to the Board of Directors are the following: Gladys L. Anderson, Ph.D., J. Frasklis Robis- 
M.D., Joseph Weinreb, M.D., Henry H. Work, M.D., Robert A. Young, Ed.D. 

dent Mathews: Thank you, Miss Crampton, very much. 

I wonder if we can have the new Board members who are here stand for a moment so you may aee 


now move on to reports of committees. The first of these that you will be interested in is that of 
pyram. Mr. Haddock is one of the chairmen. Would you tell us who is going to give the report? 

| Benjamin H. Haddock (Co-Chairman): Dr. Freedman will give the report. 

Dr. Alfred M. Freedman (Co-Chairman): Although this meeting is being held in February, I shall 
eo Sane ee Ee i e cL ee oe 
- Under the chairmanship of Benjamin Haddock, the Program Committee has been working very 
ly since last spring in organizing the program that is now in progress. We feel a program has been 
doped in which the American Orthopsychiatric Association may take pride. 

- Participation in the development of the program has been spread more widely by the work of sub- 
mittee members from all over the country. 

details of the activity of the Committee were outlined at the Joint Board-Committee Meeting in 


three years to the program, most unfortunately. 
- While it is customary to praise the work of the Executive Secretary, 1 should like to go beyond this 


his is a level of prose we may never again achieve. 

The Program Committee has already begun looking forward to the 38th Annual Mecting in New 
"York City in 1961. A portion of this meeting will be dedicated to the World Mental Health Year by the 
presentation of papers relevant to the six major areas of interest developed by the World Federation of 
Mental Health. These areas arc: 


1. Needs of children. The world-wide state of childhood mental health. 
2. Cross-cultural surveys of attitudes to mental disorders. 

3. Mental health teaching in professional education. 

4, Mental health and developing industrialization. 

5. Psychological problems of migration. 

6. Psychological problems of aging. 


The main theme of our 1961 meeting will be "World Mental Health Year" and we are looking for- 
d to an exciting and novel program. The call for papers has already been issued, and received by the 
mbership. 

The Program Committee for 1961 has already had two meetings. We are trying to evaluate the work 
the Program Committee in the past in order to plan more effectively for the future. We are attempting 
to study the role of the Committee in relationship to the organization and how best to serve the needs of 
Ortho. Illustrative questions that were raised in our discussions are: 

1. Participation of members and nonmembers in the program, including techniques for giving priority 
to members in certain sessions. 

. 2. The role and the organization of workshops in the program. 

Till guarantee that the workshops serve the purpose, not in presenting papers but in providing well- 
planned discussions relative to a given problem area. 

It became evident that there was a paucity of knowledge on what to place in the workshops. There- 
fore, a questionnaire has been drawn up by Mortimer Schiffer, to be filled out by chairmen of workshops 
“in these sessions, that will give us basic data on the current activity of the workshops. 

-. $. The over-all size of the meeting has been taken up. 
There are a number of other questions and problems that have been raised in regard to the past and 
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future programs, We hope that by considering these and related questions we will be able to anticipate 
future problems and make the 1961 meeting a historical one. 
President Mathews: Thank you. 


The next committee is Arrangements and Dr. Henry Ruehr and Miss Mildred Tate are co-chairmen, 
Which one is going to report? 

Miss Tate: Dr. Ruehr planned to give the report and maybe he thought it was going to be tomorrow, 

President Mathews: I can hold it for tomorrow. 


Now, Membership; Miss Lucia Irons. 

Lucia M. Irons (Chairman): I would like to report on the activities of the Membership Committee. 

We have had two meetings and one subcommittee meeting. The members of this Committee are: 
Miss Mildred C. Tate, Dr. Dane G. Prugh, Dr. Elmer R. Hagman, Dr. Samuel Goldberg, Dr. Evelyn 
Alpern, Dr. Jules D. Holzberg who is liaison with the Board, and myself as chairman. On the subcommit- 
tee were Dr. Alpern, Mr. Schaeffer and the chairman. 

This Committee has done a great job and has worked, I should say, more arduously this year than in 
some other years. We processed 210 applications. These were new, and some of them were deferred from 
other years. Of these, 176 were recommended for new membership, 6 for D membership; and that is 182 
in all proposed for membership, 

Four of the applications were rejected, and 24 were deferred. This seems like a great many that were 
deferred, but because of the activity of the ad Aoc Recruitment Committee there were a number of appli- 
cations that came in late and some of those lacked sponsors, We expect that many of these very well 
qualified people will come into the organization at another time. 

The Committee proposed 81 members for election to Fellowship to the Board. 

As the result of the Membership Committee's review of problems besetting its considerations and the 
Recruitment Committee’s study, the Board authorized the Chairman of the Membership Committee to 
activate a subcommittee to revise the cumbersome and detailed application blank which we have for 
membership; to consider clarification of D membership; to put Fellowship status on a more organized and 
representative basis; to look into'a new category of membership for individuals who are working in team 
relationships in Orthopsychiatry, but are not in the three disciplines now included in membership. 

Accordingly, the subcommittee met for a day in January; revised the membership application blank; 
drew up some guiding principles for clarification of D membership and for the new category. The new. 
application form was sent to the office and was scrutinized. Some practical revisions were made and it was 
printed. You can now see it. We are very proud of our endeavor in this respect. We hope that this will 
please you. 

Our guiding principle for this new application blank was one of simplification for the convenience of 
our potential member, the Membership Committee, and the office. Also, we felt that this could act as @ 
permanent record of our members so that their activities in this organization would be kept available in 
considering elevation to Fellowship status and other uses which could be made of this material by the 
President, the Board and the administration. 

Ortho with its 1,600 members is no longer the small, intimate organization that it was during the 
early years of its existence when everyone had an intimate knowledge of the membership and its activity- 

The suggestions for clarification of D membership and a possible new category were accepted and are 
to be referred to the By-Laws Committee by the Board. 

This is a nutshell account of the work of this Committee and can give you but an inkling of the hard 
work and the devoted service of;the Committee. 

My thanks go to all the members, to Dr. Langer and her excellent office staff—and I would like to 
mention them by name because they have done such a grand job: Mrs. Schwartz, Mrs. Hirsch and Mrs. 
Schumacher—to them go our thanks for their long hours and efficient and intelligent work that they 
have performed. 


President Mathews: Thank you very, very much for that report. 


The next item on the agenda will be the report of the By-Laws Committee. Pauline Zischka is the 
chairman but is not here and Dr. Mabel Ross will give the report, The recommendations for By-Law 
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changes that she will read originated pretty much from the Policy and Planning Committee, from your 
own member comments, and from the Board itself. We ask that you realize that this is for informa- 
tion and discussion. They cannot become official until mail ballot of the membership has been noted and 
the returns tabulated. 

Dr. Ross: Unless you particularly want me to, I will only read the new By-Law. Unless you hear better 
than I, I never can remember afterward which was read to me as what was, and which was read to me as 
what will be. So with that comment let me tell you that I will plan to read to youonly what we are sug- 
gesting as the By-Law £o be. 

The first is in relation to having the Vice-President remain on the Board an additional year as a 
Director. 

Article IV, Section 6. The Vice-President shall, in the absence or incapacity of the President, 
perform the functions of the President. 


I was not intending to make any comments but it is necessary to say that this simply leaves out a 
sentence or so that had to do with how long he stayed in that office. 
The second revised By-Law relating to this same subject will be this: 


Article V, Section 1. The Board of Directors shall be composed of the Officers listed in 
Article IV, Section 1, plus the retiring President and the retiring Vice-President, to serve 
as Directors for one year following their terms, and one additional Director for every 100 
members and Fellows above 800, elected to serve a two-year term as Director. The number 
of Directors, including Officers, retiring President and retiring Vice-President, and elected 
Directors, shall not be less than nine nor more than twenty. Elected Directors shall not 
succeed themselves. 


The next has to do with changes with respect to the Editor. The revised By-Law would read as 
follows: 


Article IV, Section 1. The officets, all of whom must be Fellows, shall consist of a President, 
a Vice-President, a President-Elect, a Secretary and a Treasurer. They shall assume office 
thirty (30) days after election, and shall serve until their successors shall have been duly 
elected and qualified in office. The officers shall serve for one (1) year, except that the 
Secretary and Treasurer shall serve for three (3) years. 

Section 2. Officers shall not be eligible for re-election to the same office. 


For Article IX, Section 2, the revised By-Law would read: 


Article IX, Section 2. The Editorial Board shall consist of the Editor and as many associates 
as may be necessary to conduct THE JOURNAL in conformance with the developing interests 
of the Association. The Editor, commencing with 1961, shall be appointed by the Board 
for a five (5) year term and receive an honorarium as determined by the Board. Members of 
the Editorial Board, and Assistant Editor and a salaried editorial assistant, shall be ap- 
pointed by the Editor with the consent of the Board. The Editor shall have charge of the 
management and publication of THE JOURNAL in keeping with the aims and principles of the 
Association as approved by the Board and such monographs or other publications as the 
Association may direct. 

Section 6. The Editor shall have the power to negotiate the necessary contracts, with 
the approval of the Board, in carrying out his functions as Editor. The Editor shall take the 
necessary steps to insure that all its publications conform to the postal and other laws. The 
Editor shall meet, ex officio, with the Board at all Board meetings. 

Section 7. The Editor shall be eligible for re-appointments. At least one year prior to 
expiration of an Editor's term of office, the Editor's stewardship shall be reviewed by a com- 
mittee of the membership, appointed by the Board, which shall report to the Board not 
later than December. Members of this committee should include those who are familiar with 
publication problems. 


Article IX, Section 8, The Editor whose term expires in 1961 shall, if appointed as Editor 
for a five (5) year term, continue to have the right to vote in Board meetings. 
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Article VII, Section 6, will refer to the matter of a quorum at Annual Meetings, 


Article VII, Section 6. At any Annual Meeting of the Association, ten per cent (10%) of 
the number of members in good standing registered at the Annual Meeting shall constitute 
a quorum for the transaction of business. In the absence of a quorum actions may be 
taken but must be ratified by mail ballot. 


President Mathews: Thank you, Dr, Ross: 

This was presented for information. Would any of you care to raise questions or make comments? 
If not, very shortly this material will go out to you by mail and the whole By-Law and its changes will 
be where you can read it and think about it and cast your ballot as you sce fit. 

Norman Lourie: The membership requirement changes that were raised by the Membership Com- 
mittee are not included. Does this mean they will be considered this next year by the By-Laws Committee? 

President Mathews: They will go back to the By-Laws Committee now for formulation. You mean 
those about classification and modification of D and a new category? These are with the By-Laws Com- 
mittee now and have not been submitted back to the Board for recommendation or sent to the member- 
ship for vote. 

Dr. Scheidlinger: I have a similar question about the recommendations of the Nominating Com- 
mittes in the last three or four years. Each outgoing Nominating Committee had made certain recom- 
mendations. I wonder in what state they are, and who, if anybody, is considering them. 

President Mathews: I am not sure that these were recommendations for By-Law change. If not, 
they have been considered by the Board. 

Dr. Szurek (Ex-Officio Member, Nominating Committee): I am not sure that Dr. Scheidlinger's 
question refers to some recommendations of a previous Nominating Committee or if he mentioned the 
new Nominating Committee. 

Dr. Scheidlinger: This was only one of a number of recommendations. One of the recommendations 
was that the outgoing chairman become a member of the new Nominating Committee. There was an-. 
other on enlarging the number of people on the Nominating Committee. There were a number of recom- 
mendations made. 

Dr. Szurek: I would like to say that these recommendations were considered in the Board. One of 
the questions that was raised about it was this ever present problem of how not to influence anybody 
in making nominations; and the carry-over of any member of one Nominating Committee to another 
possibly would introduce that which I think Dr. Hire also recognized, hoping such a member would be 
without vote. I would just like to mention that this problem, because of what is implicit in it, was not 
acted upon for this reason. 

President Mathews: Thank you. I don't believe any of the other recommendations had to do with 
proposed By-Law changes. 

Dr. Langer, do you remember whether they were considered in the Board or not? 

Executive Secretary: They were considered in Board. There was no action taken on them. There was 
some thought that we ought to try the present new procedures for nomination introduced two years ago 

while longer before moving into new and different procedure, which is what I recall the Board concluded. 

Dr. Lourie: One By-Law change that has been presented grew out of a Nominating Committee report 
that the usefulness of the experience of the Vice-President be extended to make him a member of the 
Board for two years. 


Dr. Hire (Chairman, Nominating Committee): That suggestion was from the previous year, not the 
current year, 


President Mathews: Yes, it was a couple of years back. It was, I believe, when Dr. Lourie was either 
President or President-Elect, I don’t remember which, 
Are there other questions? You will be getting the By-Laws very shortly. 


We will move on to the next item on the agenda, the Nominating Committee, and I would like to ask 
Dr. William Hire to report on the last year's material, after which I will announce the new Nominating 
Committee, 

Dr. Hire (Chairman): I was Going to offer the option of your hearing this report or not because it was 
published in the Newsletter, but since the questions have come up perhaps I should review it for you. 

First, you may recall that Dr, Charles Bradley was the announced chairman at the last Annual Meet- 
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ing. During the summer he withdrew as chairman because of an anticipated conflict in plans at the time 
we would be meeting. He did, however, remain a member of the Committee, and Dr. Mathews asked me 
to serve as chairman. 

The Committee met in New York at the time of the Joint Board-Committee Session on October 23 
and 24, At that time we prepared a slate of nominees upon which we were unanimously agreed and 
confident as to the high caliber of leadership which we anticipated from them. 

The membership will perhaps recall being solicited through the mail for suggestions for candidates 
some weeks prior to an October 12 deadline. This resulted in 126 returns. The suggestions included the 
names of 213 Fellows of the Association, plus a sizable number of non-Fellows, who are of course ineligi- 
ble under the By-Laws, and a number of apparently desirable persons who are not members. 

Against the membership total at that time of 1,641, the total of 126 replies (somewhat less than 8%) 
is unimpressive as evidence of member participation. Nor do the 213 Fellows suggested narrow the field 
enough to be of real help to a committee when the highest total mentions for any one person was 20, 
Furthermore, the total of 20 mentions for this particular person was distributed over the three possible 
offices and the Board of Directors. 

The greatest concentration of mentions of any one person for any one office was for that of President- 
Elect. This was not, however, the above-mentioned person with a total of 20, but was instead one with a 
total of 10 mentions, 9 of which were for President-Elect. Unhappily, this happened to be someone who 
was ineligible under the By-Laws. 

Before making further comment we should like to thank those who took the time and expended the 
effort required for submitting suggestions. We could scold the others for poor citizenship in the Associa- 
tion. This, however, would only obscure understanding of the problem as we see it. 

Many who returned suggestions offered only one name; others two. Very few submitted really large 
numbers of names, Some wrote comments expressing inability to offer a full slate or apologized for what 
they felt to be a bias in their offerings that resulted from lack of acquaintance with a wide enough range 
of the membership. 

* Each committee member had previously agreed to encourage Association members in his geographical 
areas, as well as his personal acquaintances among the total membership, to submit suggestions during 
the period prior to the October 12 deadline. The most frequent response even from members of long 
standing was that they could not identify or did not know the potential leaders, or did not have a basis 
for choosing between those they did know. 

Even though we are aware of the fact that the Board has reviewed the nominating procedures re- 
cently, we should like to ask that further thought be given to providing a basis for member participation 
which can be used with greater satisfaction. While we do not feel that we can with confidence suggest 
a solution, we should like to see the Board consider: 

1. Establishing a tradition of a multiple slate for all offices with a voting system to permit member 
choices, We have in mind the Hare system or some variation upon it. 

2. We would like to see not only professional achievement and organization participation data on 
candidates given the members, but also information on their opinions about issues of importance to the 
Association and its members. 

In view of the feeling by the Committee that membership participation had been so slight, a recom- 
mendation from the floor at the time of presentation to the Joint Board-Committee plenary session 
seemed to merit recording for consideration by the Board. According to this suggestion, membership 
participation in the selection of Officers and Board could be introduced into the process of selecting a 
Nominating Committee so as to make them more directly representatives of the membership. The pro- 
cedure would be as follows: The Board would offer a multiple slate of candidates for election of a Nom- 
inating Committee representative of disciplines and geographical areas. The membership would vote their 
choices for the Nominating Committee from this slate. The Committee chosen would then carry on as 
required. 

The question of continuity in Nominating Committee membership has also been recently placed 
before the Board. We should like to raise it again to indicate the persistence with which it comes to the 
mind of members who serve on this Committee and to suggest that the chairman of the outgoing Com- 
mittee serve as a member of the Committee in the succeeding year. Though aware of certain objections 
on principle to continuity, we feel some of these could be met by denying the continuing member a vote. 
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If no fundamental change appears feasible to the Board from these suggestions, then we suggest that 
at least the number of members on the Nominating Committee be enlarged. We suggest ten members 
representative of the various geographical areas and disciplines. This would provide better opportunity 
to obtain background data on potential candidates and would provide better coverage in case of absences, 

I might mention with respect to this problem of absences, at the time we met in New York we had 
four members present with a fifth participating by letter; that is out of the total of seven. Yesterday as 
my final duty I met with the newly appointed Nominating Committee and five members of the seven 
were present, so it was as a result of this kind of experience that we felt perhaps increasing the size 
would help some. 

As I say, yesterday I met with the new Committee to preside while they chose a chairman, and to 
discuss procedure and duties with them. I recall that at the time we reported to the Joint Board.Com- 
mittee sessions in New York we reported that we felt naive and that we approached our task with 
trepidation. I note this because I think the Board has responded to this in appointing a committee that 
has a great deal of seniority for next year. As a matter of fact, when I went in to meet them there was 
this distinguished panel. I was supposed to instruct them on procedures and their duties. Several mem- 
bers of that panel have previously instructed me on the duties and procedures of the Nominating Com- 
mittee. 

President Mathews: Thank you, Dr. Hire. 

As a matter of fact, a number of the suggestions that Dr. Hire has mentioned have been discussed 
by the Board, particularly the one about how we could somehow or other deal with the membership 
inertia about replying to requests for suggestions of names. Unfortunately, we know it needs to be done 
but we could not find any solution for it. It may be wise to have an ad hoc committee to see if some- 
thing could be done. I am afraid, unfortunately, that this same thing is largely true of voting and on a 
lot of other issues. I believe we should do whatever possible to encourage more active interest and par- 
ticipation. It is not peculiar to us; it seems to be true in every association. 

Now as to the membership of the new Nominating Committee: if you recall, the Nominating Commit- 
tee is selected by the elected Directors on the Board. None of the officers participate in this, This is the 
task of the Fellows that you elect as Directors and of those officers that become Directors, which means 
the past President. 

These are the people that are on the Nominating Committee: Dr. Eliot Rodnick, Agnes C. Thenaud, 
Dr. Robert I. Watson, Dr. Donald Shaskan, Dr. Reginald S. Lourie, Emily C. Faucett, Margaret 
Moulton, 

This group, after they had met the other day when Dr. Hire was present, chose Dr. Eliot Rodnick 
as their chairman. They carried on some business, I know, because I was with them for a short time. 
I believe they got what information they wanted, and their organization in good shape. I look forward 
to a very active committee and one that I think will make wise choices. 


The next item on our agenda is the report of the National Committee on Psychotherapy. Dr. Hulse 
is the chairman. 

Dr. Wilfred C. Hulse (Chairman): The Psychotherapy Committee reported to you in October. Dr. 
Lucas presented the report and the report has come out in the Newsletter. f 

In addition, the six papers representing the search and research of the Psychotherapy Committee 
have been published by, I think, nine members of the Committee in the January issue of Tue Journal, 
and this gives you a rather complete view of what we had done up to the San Francisco meeting last 


The Committee has tried to cover a larger field of the membership by expanding the number of 
regional committees and the Board has been very responsive to our suggestions. 

You know that the National Committee is composed of the chairmen of the regional committees plus 
five members-at-large, We have 11 regional committees at this moment and a twelfth one in New Orleans 
in formation. 

I can report to you that we had the largest meeting of members of the Committee on Wednesday; 9 
out of 11 regional committees were represented and 4 out of the 5 members-at-large were present. Alto- 
gether, 17 members were present. That includes some members from regional committees who attended 
the Annual Meeting and came a day earlier. , 

We have tried to stimulate interest in the work of the Committee, not only by the publications which 
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I mentioned but also by burdening Dr, Langer's office to send out a great amount of case material which 
we are studying. As you know, we are studying as a team. 

We sent out six different mailings since September: 1) the case from the Hawthorne Cedar Knolls 
School; 2) the case from the University of North Carolina, Department of Psychiatry; 3) the report of 
Dr. Lucas; 4) a letter from our Washington Regional Committee, responding to and criticizing our pro- 
cedure; 5) a follow-up from Hawthorne Cedar Knolls; and 6) new material about the team and its work. 
ing from the Judge Baker Guidance Center, given to us by our new member and the new chairman of 
the New England Committee, Dr. Makkay. Dr. Langsam from Cleveland is also a new committee mem. 
ber, now chairman of the Cleveland Regional Committee. 

Dr. Dittmann, the chairman from Washington, has resigned because of other commitments and the 
Board will have to appoint a new chairman from Washington. 

The Committee is always very hot in tackling its task and so we started out on Wednesday, as usual, 
in questioning practically everything that we or anybody has done, and selected as our next task to ques- 
tion whether the orthopsychiatric teams doing psychotherapy actually meet and what happens 
when they meet. 

I will ask our member, Dr. Pratt, who was kind enough to be our secretary, to give you a shortreport 
of what happened to us on Wednesday. We decided that each of the 15 members present should not only, 
as they did, report verbally their own experiences in the teams in the agencies with which they are con- 
nected, but also write this up. So we probably will bother you some during the year with learning what 
the 15 members of the Committee experienced in their own agencies. We concluded that if we ask so 
many people to answer questions, we might as well answer questions ourselves. 

Dr. Carolyn Pratt (Recorder): This won't be a blow-by-blow account but a summary of some of our 
considerations yesterday. 

The morning meeting was devoted largely to reports on regional group mectings, interests they are 
pursuing, questions they are raising, and problems they are facing locally. The consensus was that gen- 
eral attendance and participation in these local groups are good provided they have either a specific 
project from the National Committee to work on, or local problems of intense interest to the participants. 
Often problems of geography and distance have resulted in these local committees’ being formed largely 
around members of the chairman’s own agency. 

While further material was available on the Hawthorne Cedar Knolls project on team collaboration, 
we decided that study of the team functions in a residential treatment center becomes so exceedingly 
complex we would be wise to limit ourselves to concern with the smaller teams operative in outpatient 
guidance types of situations, at least for the present. Material at this level had been prepared, as Dr. 
Hulse told you, by Dr. Makkay of the Judge Baker Guidance Center and we used this at our afternoon 
meeting. 

There was considerable interchange among the members of the Committee regarding the level at 
which we should operate; that is, should we first concern ourselves with the basic value of psychotherapy 
—individual or team oriented—or should we limit ourselves to the specifics of team operation in the 
treatment process? We decided upon the latter, assuming for the moment that psychotherapeutic inter- 
vention was a widely accepted method of treatment. We are therefore addressing ourselves to some of 
the factors involved in communication among team members and to such aspects of team formation as: 


1. Why does the team meet? 

2. What happens when the members meet? 

3. How does the team meet? 

4, The interdisciplinary aspects of the team approach. 


At the afternoon meetings, the group polled itself regarding treatment practices in agencies repre~ 
sented by the Committee members. A very wide variety of clinical situations was found, ranging from 
fairly orthodox orthopsychiatric clinics to quite atypical situations. While the orthopsychiatric team - 
seems to operate in a fairly traditional way at the levels of diagnosis and intake, once treatment was 
instituted there was a great deal of cutting across interdisciplinary lines. Assignments for treatment 
are made more on the basis of current concepts of training needs for the three disciplines, even in the 
more orthodox situations represented by hospitals connected with medical schools. There isa tendency 
to expect psychiatric residents to have experience in working with parents as well as children, for in- 
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stance; and for universities to expect students in the other disciplines to have a broad range of therapeutic 
experiences. In agencies which are primarily service rather than training oriented, treatment assign- 
ments tend to be made more on the basis of interests, experience and personality of the therapist and 
needs of the patient than along traditional disciplinary lines. Insofar as treatment by a team is concerned, 
there seems to be a greater need for team collaboration and communication when a therapist is inexperi- 
enced and new in a given situation, with a diminishing need as he becomes more experienced. It seems 
entirely possible that the treatment team exists often primarily as a training tool. 

In discussing the material prepared by Dr, Makkay of the Judge Baker Clinic, it was brought out 
that this agency is committed to the team approach in treatment, not only because of the preponderance 
of their work with children but because the team had a unique function insofar as the dynamics of indi- 
vidual patients are concerned. They have found, for instance, that it is a good check on the patient who 
splits off a negative aspect of his personality in therapy, meanwhile acting it out in the home situation, 
They are finding such factors as interests and personality factors of therapists good criteria for assign- 
ment in teams because transference and countertransference factors do often enter into effective team 
collaboration. 

The Committee members were asked to write up in greater detail the team treatment functions in 
their own agencies, and to send this material to Dr. Hulse by April 15, The preparation of another ques- 
tionnaire concerning team function to be prepared and sent to clinics was discussed and will be considered 
further at the October meeting in New York. 

President Mathews: Thank you very much, Dr. Pratt. 


Our time schedule for this session was 6 p.m. It is now 5:50 so I will recess this meeting until four 
o'clock tomorrow afternoon, in this same room. 


BUSINESS MEETING 


The Business Meeting was called to order by the President, W. Mason Mathews, Ph.D., at 4:20 
P.M., on Friday, February 26, 1960. : 


President Mathews: We will declare this meeting open again for business and we will start where we 
left off yesterday. 


We have some material to be given by the Arrangements Committee, Dr. Ruehr, will you present 
your report, 

Dr. Henry L. Ruehr (Co-Chairman): The premeeting planning with Dr. Langer and her staff was 
ping as well as extremely helpful. Present committee responsibilities appear appropriate and feasi- 

le. 

To Miss Tate belongs the credit for performing the arduous task of organizing and directing the 
volunteer usher-aid force. Our work could not be done without the Central Office staff’s cooperative help 
and direction, 


Your observations as to the effectiveness of present arrangements are solicited for possible present 
correction as well as future planning. 

One serious problem repeatedly heard is that of the hotel’s failure to meet confirmed room reserva- 
tions. It is our opinion, from the experience of the last three Chicago meetings, that the volunteer force 
has definitely thinned out owing to prosperity, agency or school rulings about meeting attendance, and 
perhaps a lack of commitment to service functions on the part of the local membership. 

It is therefore this Committee’s suggestion to the Board that it consider adopting a formal attitude 
of expecting a day’s service in some form from each local member at the Annual Meeting. 

Thank you. 

President Mathews: Do you wish to comment or raise questions at this point? 

Dr. Cynthia Deutsch: On the question of the hotel’s not honoring reservations and on the basis of 
being one of those not so honored about midnight and having to go out and find another place to sleep 
and missing yesterday morning’s meeting as a result, I would like to suggest that the next time we meet 
in Chicago we seriously consider finding another hotel. I know there are a great many obstacles about 
this, but this is the first time we have run into something like this in any city, with so many people who 
had confirmed reservations being turned away. I would like the Board to consider sending a letter of 


protest to the hotel management, because of the disrupting of the meetings and having to spend so much 
time looking for other places. 
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President Mathews: This situation has been tremendously embarrassing and I think in many ways 
an unwarranted kind of thing. If any member wishes to recommend action by the Board they should put 
it in a formal motion of request to the Board. 

Dr. Deutsch: I move that the Board consider searching for another hotel in Chicago in which to hold 
our next Chicago Annual Meeting, and writing a formal letter of protest from the Association to the 
Hotel Sherman to protest the inconvenience to the members and the disruption of the meetings. 

The motion was seconded by Clara Rabinowitz. 

President Mathews: I don't believe it needs further discussion. All those in favor say "aye"; any op- 
posed? It is unanimously carried. 

Were there any other comments about this particular report? With your permission the Chair accepts 
it. We will move on then to the next one. 


The Research Committee, is Dr. Kemble here? (Not present.) We will dispense for the time with his 
report. I am sure it will come in to the Board later. 


The next item is Special Publications. Dr. Woodward, would you give us your report? 

Dr. Luther Woodward (Chairman): The Special Publications Committee has been reasonably active. 

We recommended to the Board, and the Board has approved, exploration of the publication of three 
Special Publications: one on “Delinquency,” one on “Child Schizophrenia,” and one on “Child Care and 
Adoption.” No copy has gone to press, but at least there has been movement on those three, 

We have initiated a few preliminary inquiries of foundations with a view to getting some founda- 
tion support. One foundation contacted, I have a hunch, is going to buy one of the three, but only one. 
It is not too easy a cause for which to recruit funds, but within the limitations of the Board’s charge to 
us we have made some preliminary investigations. Several others are in the process of being considered. 

You recall that the emphasis on these Special Publications is to gather together from previously pub- 
lished OrTHO Journat papers, and some which the Editor may be holding and has not yet published in 
Tue JOURNAL, articles on some discrete area that would have applicability and usefulness to a much 
broader group of people. In the delinquency field, membership of staff of correction department, and a 
variety of other personnel somewhat outside our own membership could be reached, the purpose being to 
increase the interpretation of our approach and knowledge to related professions. 

I think at this juncture we will withhold giving more detail about other considerations, 

President Mathews: That means we will wait until you have gotten a little farther along for final 
recommendations, 


The next committee is what used to be known as the Committee on Desegregation and now is known 
as the Committee on the Problems of Minority Groups. Clara Rabinowitz is the chairman. 

Clara Rabinowitz (Chairman): I thought I would first tell you the names of the people on the Com- 
mittee: Kathryn Barclay of New Orleans; Dr. Jerry W. Carter, Jr., of the United States Public Health 
Service in Washington; Dr. H. James Crecraft of Nashville; Dr. Chester Dietz of Wilmington; Hyman 
M. Forstenzer of the State Department of Mental Hygiene, New York; Mrs. Mabel B. Jenkins of the 
Bureau of Child Guidance, New York; Dr. Walter Kass, Albert Einstein College of Medicine, New York; 
Mrs. Charlotte Kaufman of Falls Church, Virginia, who is at the Child Guidance Clinic; Mrs. Velma 
G. Wood, Child Guidance Clinic, Houston, Texas; Dr. Paul C. Young, Psychology Department, Louisi- 
ana State University; and Miss Eleanor Solovey of Mount Sinai Hospital in New York. 

I named the Committee members so you might get some idea of how they cover the different parts 
of the country and so you might have some idea of the different attitudes toward the various types of 
people or people of varying backgrounds in their own geographic areas. 

I was a little embarrassed to come up here because I don’t have anything very new to report except 
that the Committee members so enjoy being on this Committee and that we all seem to learn so much, 
It suddenly hit me that the very fact I don't have so much news to report is because no Committee mem- 
ber by now has given us something new to think about. 

You just heard we changed our name. We discussed at our meeting today the implications of change 
in our charge. 

Atone time when the Ortho Board asked us to make this change, we said no because we thought they 
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were coercing us into some ideas that we could not work on, but as we have worked together, we came 
to realize that working on the problem of desegregation was an enormous one. It really taught us some- 
thing about only one aspect of discrimination, and there were so many other aspects in this country that 
if we understood better we might begin to know something about discrimination and the effects on the 
people who live under discriminatory practices, ; 

We are very much interested because of our exchange of ideas in getting fundamental research in 
the problems of discrimination. The Committee has begun to understand that research is a high-sound- 
ing conception to talk about, but really to get research that tells us something that we really ought to 
know is very difficult. You may all know this, but we are just learning about it, and right now we are 
going to start all over again in the effort to see whether we can get some adequate research in the area of 
discrimination, 

Thank you. 

President Mathews: Clara Rabinowitz has my curiosity aroused and I think some of yours, too. This 
Committee did not give us any outstanding recommendations, but she said they had learned so much 
themselves, so if they don't have real recommendations next time I wish they would tell us some of 


these things they have been talking about because I am sure they are interesting. Will you do that, 
Clara, next time? 


The next committee is the one on Social Issues and Norman Lourie is the chairman. 

Norman V. Lourie (Chairman): Our Committee also, as you know, had a change of name and we are 
now the Committee on Social Issues. The conception of the Committee's method of work, I think, was 
not necessarily changed but probably clarified after a good many discussions back and forth, and we feel 
that the years which the Committee spent in looking at what it “might ought to do" have been ex- 
tremely worth while. 

I will repeat, even though it has been in the News/etter, that at the moment we are working with a 
purpose that assumes the belief that the Association has responsibility and competence to express’ 
opinions on matters of major social policy and that the Committee can operate best by formulating ortho- 
psychiatric opinion and knowledge on matters called to its attention, either by the membership, by the 
Committee itself, by outside requests of the Association, or by the Board. We are operating on the basis 
of receiving requests and then developing formulations on them and submitting them to the Board for 
whatever use the Board may see fit. 

Within the last six months there were two requests that came to the Committee, which were trans- 
mitted by the Board as a result of requests from Congressional Committees. One had to do with the 
matter of rehabilitation on which the Subcommittee on Education and Labor of Congress is working: 
They asked us for our point of view on some of the matters affecting rehabilitation, and we drafted a 
Statement that was used by the Board and submitted to this Subcommittee of Congress by presentation 
of the Executive Secretary, and it is now a matter of record. It represents a statement that the Commit- 
tee, and the Board, I guess, assumes is a point of view which has orthopsychiatric competence and states 
what it is that we believe should be in a program in the field of rehabilitation. : 

Similarly, based on a request from a Congressional Committee, a subcommittee of our Committee 
has been examining those parts of the Social Security Act that deal with matters which have orthopsychi- 
atric implications, and after a mail exchange and considerable revision we are getting ready to submit to 
the Board a statement which we hope will be an Orthopsychiatric statement as to what the changes 
ought to be in the Social Security Act if it is to be made a sound instrument particularly in the interests 
of children, 

We have continued as a committee to develop programs at the meetings, and this morning we had a 
very excellent meeting at which for the first time we heard the Joint Report of the National Institute of 
Mental Health and the Children’s Bureau requested by the Congress. It is a report which has just been 
submitted to Congress and we were very lucky to be able to have it to discuss today because it hasn't 
yet either been accepted or released by the Congress, and we had a very excellent set of presentations 
and discussion on what we believe is going to be a very important document, 4 

We also are having a workshop tomorrow which will deal with some of the reality problems of getting 
social legislation effected. 


Our Committee met today at noon and has two comments that it would like to make, first with re- 
spect to program. 
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Among-the things that our Committee feels, and on which the Board agrees, is that one of its re- 
sponsibilities is to see to it that matters which affect social policy, which touch on social issues, ought to 
get into the program. As a result, aside from whatever meetings the Committee itself may develop, we 
are setting up liaison with the Program Committee and offering to them assistance of the Committee 
through its membérs in trying either to work on programs that other people develop or on programs that 
the Program Committee might wish to suggest which would bring clinical material and the social implica- 


tions of the usages of the clinical material into Ortho programs. 


Second, the Committee asked me to report to the membership, based on this charge, that we want to 
work on formulations which deal with social issues, and we want to know that we are working on matters 
which are of real concern to the membership. Our Committee would like very much to feel that rather 
than for us ourselves to sit down and pick out what we think are issues and submit them to the Board, 
of wait for the Board to come to us and say, "Here is a matter which someone has asked us to comment 
about; we would like you to formulate a statement,” we think there are a number of matters which 
should be of burning concern as far as the membership is concerned. 

We think the membership ought to want Ortho to take this kind of responsibility, and we feel that the 
best use that can be made of our Committee would be to have the membership suggest matters on which 
Orthopsychiatrie formulations are desirable. The Committee feels very much that it will be from this 
kind of membership expression, either directly to it or to the Board, that it would be able to work best, 
because then we would know we were putting our energies into formulating opinions on matters that are 
really of concern. 

This is the one last message that we want to give to you. Thanks a lot! 


President Mathews: We have one more committee report, which is on Resolutions, by Dr. Reynolds: 

Dr. Chester Reynolds (Chairman): At the Board meeting of March 1955, the establishing of a Resolu- 
tions Committee was approved by the Board and it was charged with the function: 1) that it prepare dur- 
ing the year resolutions brought by the membership on current activities, and 2) on deaths in the Associ- 
ation, which could then be presented at the Annual Meeting. 

The present Resolutions Committee now recommends the abolition of this Committee and a reassign- 
ment of its original duties. 

The charge which the Committee on Social Issues has formulated for itself appears to be sound and 
functional. It allows for the formulating of Orthopsychiatric opinion on matters called to its attention by 
the membership, by the Board, and by requests from the outside. It proposes that these studied opinions 
be transmitted to the Board, to be used by the Board as the Board sees fit. 

The present Resolutions Committee sees in this a clearly defined and orderly process by which 
future proposed resolutions emanating from a Board broad base may be cautiously and probingly 
studied, with ultimate and final action upon them by the authority of the Board. 

In the matter of formalizing or drafting a resolution growing out of such action by the Board, it is 
conceivable that this might be done either by delegating this power to the Board itself, subsequent to the 
study of the issue and recommendation by the Social Issues Committee, or by having the Board direct 
the Sogal Issues Committee to undertake the drafting of the resolution after its review of an opinion 
submitted to it, It would not, at any rate in our opinion, appear justifiable for the Resolutions Committee 
as presently charged to continue solely for the purpose of editorially drafting resolutions embracing 
Orthopsychiatric opinion. 

Now regarding the other aspect of the Resolutions Committee’s present charge, that of preparing 
resolutions on deaths in the Association, we offer the suggestion that instead of their being noted in the 
form of a resolution at the Annual Meeting, they be noted as information is received in the Central 
Office in the official publication of the Association at its quarterly printing. This is consistent with the 
practice undertaken by most other professional organizations similar to our own. 

We submit this report for your discussion, hoping that as a result thereof we as a committee may ex- 
pire with the distinction of being the only committee in the history of this great organization which has 
voted itself out of a job and, incidentally, had the privilege of writing its own obituary. 

President Mathews: Thank you. 

Are there any comments that any of you want to make? 

I assure you, Dr. Reynolds, the Board will take this under very serious consideration. Will we not, 


Dr. Langford? I think it was a very good report. 
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Dr. Gladys Anderson: May I ask in connection with the report of the Resolutions Committee if some 
reply has been made to the charming telegram that Dr. Healy sent to the Association and which you 
read at the opening meeting? , 

President Mathews: No, we have not yet answered this. He received, as he does on every birthday, 
I believe, a telegram from the Association congratulating him on his birthday. You are raising the ques. 
tion that we should answer this telegram, too? 

Dr. Gladys Anderson: I was rather startled to realize that he had mentioned his ninety-first birthday 
and I thought we missed sort of a traditional opportunity to do something rather nice on his ninetieth 
birthday last year. I don't recall that the Association as an association did anything at that time, I think 
it would be quite appropriate to have some official expression from the Association sent to him. 

I would like therefore, if it is in order, to move at this time that a reply to this telegram be drafted 
and sent to Dr. Healy with the cordial greetings and good wishes and fond memories of the members of 
the American Orthopsychiatric Association. 

The motion was severally seconded. 

President Mathews: I don’t think it needs to be discussed and if there are no objections we will do 
that. Marion tells me that we send him a message each year on his birthday; however, I think this is well 
put because I did read the telegram and there was an excellent thought in it. I will see to it that a special 
message goes back to him. 


Now the Public Relations Committee, Mrs. Margaret Walters. 

Margaret Walters (Chairman); The purpose of the Public Relations Committee this year has been 
to interest more professional people who work in the behavioral sciences in the exchange of information 
which is going on in the American Orthopsychiatric Association. We want to increase the spread of this _ 
information, while helping to maintain the Association’s reputation for high standards of performance 
and of scholarship. 

In the pursuit of our purpose, we have sent some 680 letters to psychiatrists, 550 to psychologists, 
50 to social workers, over 1,000 to educators, and some to sociologists and nurses. We have had announce- 
ments made at meetings of all the above disciplines, have distributed many lists of items in the 1960 
program which would be of special interest to these disciplines, and have had several articles discussing 
the coming program published in the newsletters of professional organizations. So skilled did we become 
in scrounging, or should we say sponging, that the total cost of all this publicity will not be over $150. 
It would have been well under $100 if the Chicago area members of the Committee had all had sophisti- 
cated jobs providing them with secretarial service. We would estimate that we received at least $1,000 
worth of talent, clerical labor, and even postage free of charge. 

The workshop on “Communicating Mental Health Principles to Guidance Counselors” in the 1960 
program was arranged by this Committee, 

In addition to this planned part of our work, we were suddenly called upon three weeks ago to make 
calls to the many television and radio studios to which the New York public relations counsel had 
written offering some of the participants in the annual meeting for broadcast interviews. This task 
proved to be one which endangered the relationships that the members of our Committee had with 
the local media of publicity. We found the New York counsel had written to some persons no longer 
with the stations, and to programs no longer on the air, while missing some of the best of the current 
broadcasting opportunities. We were most distressed to discover that the stations had their programs 
largely complete to the time of the annual meeting when they received the first inquiry from our public 
relations counsel. We were nevertheless able to persuade some of them to schedule interviews wit 
Prominent participants offered in the news release sent to the broadcasting stations by our counsel 
ae damage to our relations with the local publicity media resulted when it was discovered that 
pies participants offered and accepted by the stations here were not actually available. i 
Tai hare ne iso with a local public relations counsel, we had unprecedentedly fine, Bt " 

Bete age of the media of publicity. The Committee strongly recommended last year that val 
uU ations counsel always be employed when Ortho meets outside of New York. The recommen 
tion was not accepted. We feel that this year’s coverage has been very poor by comparison with that o! 
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f San Francisco. The Committee again recommends unanimously and urgently that local public relations 
counsel be employed for the next meeting held outside of New York. Our experiences of the last two 
years prove that there is no substitute for firsthand contact for months before the meeting with the 
most influential media in the meeting city. We cannot again afford to achieve publicity at the cost of 
good long-term public relations. 

The Committee proposes that a form, proposed by it, be adopted for use by all participants in future 
annual meetings. This simple form will supply the Public Relations Committee with timely and essential 
information which will enable it to select the professional groups most interested in hearing the news of 
__ each person's participation. The form provides for the participant to give biographical information and 
an abstract of his paper on the same sheet. This will serve both for preparation of the printed program 
and for the work of the Public Relations Committee. 

‘In summary, we have worked arduously and economically to execute the charge to the Committee. 

We are not satisfied with the results achieved. Our recommendations are few, but firm: 

1. The suggested form should be adopted so that we know what to publicize and where. 

2. Since timing is of the essence for good publicity, the requests of the Public Relations Committee 
should receive priority attention of the Board and of related committees. Most important, the employed 
public relations counsel should be more skillful in its timing than it has been this year. 

| 3. For the second successive year, the Public Relations Committee recommends the employment of 
a public relations counsel well-established and working in the mental health field in the city of the 
- annual meeting. 

President Mathews: Thank you, Mrs. Walters, and we will take those recommendations under 

serious consideration. . 


Dr. Alan Ross: Mr. Chairman, would a motion to amend the Minutes be in order at this time? 

President Mathews: Where is our parliamentarian? I think it would be. 

.Dr. Gardner: It would be under new business. 

President Mathews: We will now move to new business. 

Dr. Ross: Mr. Chairman, when we heard the Tellers’ Report yesterday on the people elected to the 
Board of Directors the reading which went into the Minutes included the number of votes which each 
of these individuals obtained. I believe that it is not appropriate to publish this in the permanent pro- 
ceedings. I should therefore like to offer a motion that we amend the Minutes to delete the number 
of votes obtained by each of the people elected and to substitute therefor the names in alphabetical order 
with a statement that these people were elected to office. 

The motion was seconded by Frederick A. Zehrer, Colonel, U.S.A. 

President Mathews: Do we hear any discussion? All those in favor of this motion signify by saying 
“aye”; any opposed? It is so ordered. 

Dr. Exie Welsch: Could this become a precedent for future reports of tellers? 

President Mathews: I imagine it could be. 

Dr. Welsch, if you want this to become a policy, what we would need would be a motion from this 
group requesting the Board to consider making it such. 

Dr. Welsch: I would like to so move. 

Dr. Gardner: I have a feeling that the Constitution and By-Laws merely state that the membership 
will be notified at the Annual Meeting of those who were elected. I am in favor of the motion if itis 
necessary to have such a motion. 

President Mathews: This, of course, would be taken care of as the Board examines it in relation to 
the Constitution. 

Dr. George Stevenson: I believe we are now referring to the Minutes of the Membership and not 
of the Board, and therefore I think the action must be taken by the membership and I would so move; 
namely, that the tellers... 

President Mathews: I’m sorry, George, but there is a motion on the floor now. You might give the 
sense of what you want to put in your motion and the maker of the motion now on the floor may wish 
to withdraw his. : 

Dr. Stevenson: The sense of what I wanted to put in the motion was this, that the tally of the count 
of the ballots not be included in the report to the membership or in the Minutes, but that the report 
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name the persons found to be elected, and that the membership be assured that any person authorized 
to consult the records may do so at the office of the Association. 

President Mathews: In view of what Dr. Stevenson has just said, what about the other motion? 

Dr. Welsch: I will withdraw mine in favor of his motion, which is more complete; and I wish to 
second his motion. 

President Mathews: Dr. Stevenson, you wish to put this in the form of a motion, and Dr. Welsch 
seconds. 

This is open for discussion. 

Voice: Mr. President, just because it applies here, I had occasion to look up Robert’s Rules of Order 
once and found that ballots must be kept for one year. 

President Mathews: I think Dr. Stevenson’s motion implies that the ballots will be kept in the 
Central Office, Correct? 

Dr. Stevenson: That's right. 

President Mathews: Is there any further discussion of this motion? All in favor of this motion sig- 
nify by saying "aye"; opposed? It is so ordered. 


Is there any other item of new business of importance to the Association that anyone wishes to 
raise? Assuming that there is none, I now move to the next part of the meeting, perhaps my last official 
act in front of you. 

I want to say this before I do give up the gavel, that I have really found this last year extremely 
interesting. I have found the Board to be an excellent Board, with just enough, shall we say, resistance 
and just enough positive backing of the Chairman of the Board, the President, to make his life an ex- 
tremely interesting one and one always sure of something new. On the other hand, seriously, I think we 
accomplished some very worth-while things and I am deeply indebted to the Board for excellent coopera- 
tion. 

I also want to point out to you how much I have appreciated the help of the Central Office, par- 
ticularly Dr. Langer, and one unknown person whom I would not name if I could who, for some reason, 
was able to reproduce my signature for some of you so that I suspect you did not know the difference 
between it and my own. 

I have had a real good time. I am feeling very happy about it. I am feeling very pleased about this 
meeting to date. At least those of you who have not been satisfied with the program have been kind 
enough to say little to me about it. I take it from that that it was a good meeting in your eyes and I 
am very satisfied indeed. 

Now comes the last act. Dr. Langford, I now wish you to come up so I can with my sincerest best 
wishes hand you the gavel. This now makes all the responsibilities from here on out, yours. 

Dr. Langford: Thank you, Mason. 

All I want to say is that I am looking forward to a very successful year, I hope, for the Association; 
to expect as much pleasure in working with the Board as Dr. Mathews has had, and to a real bang-up 
meeting in New York next year. 

Thank you. 

Is there any more business to come up before the meeting? If not, we are open for a motion to'adjourn. 

Dr. Mathews: May I have that honor? 

(The business meeting thereupon adjourned at 5:10 P.M.) 
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